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The  PCL  system  is  based  on  Professional 
Clinical  Laboratories  commitment  to  provide  local 
high  quality  laboratory  testing.  PCL  is  made  up  of 
highly  skilled  and  experienced  people  who  use 
modern  technology  and  equipment  ot  give  you 
dependable  test  results. 

If  you  are  a patient  PCL  provides  convenient 
locations  with  free  parking  and  prompt  service.  If 
you  are  a doctor  you  can  use  our  radio  dispatched 
ick-up  service  and  prompt  reporting  system  to 
elp  diagnose  and  treat  your  office  patients 
effectively.  Business  and  industry  can  rely  on  the 


PCL  system  to  provide  a full  range  of  services 
personalized  to  suit  their  needs. 

PCL’s  local  full  service  laboratories  offer  you 
the  best  of  both  worlds  — local  people  and 
locations  plus  modern  technology  and  equipment 
at  a price  lower  than  if  you  had  your  tests  done 
elsewhere. 

For  more  information  about  the  PCL  system 
call  us  and  our  local  technical  representative  will 
arrange  a personal  visit  to  provide  the  facts  and 
answers  to  any  questions  you  may  have. 
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The  PCL  system  is  based  on  Professional 
Clinical  Laboratories  commitment  to  provide  local 
high  quality  laboratory  testing.  PCL  is  made  up  of 
highly  skilled  and  experienced  people  who  use 
modern  technology  and  equipment  ot  give  you 
dependable  test  results. 

If  you  are  a patient  PCL  provides  convenient 
locations  with  free  parking  and  prompt  service.  If 
you  are  a doctor  you  can  use  our  radio  dispatched 
ick-up  service  and  prompt  reporting  system  to 
elp  diagnose  and  treat  your  office  patients 
effectively.  Business  and  industry  can  rely  on  the 


PCL  system  to  provide  a full  range  of  services 
personalized  to  suit  their  needs. 

PCL’s  local  full  service  laboratories  offer  you 
the  best  of  both  worlds  — local  people  and 
locations  plus  modern  technology  and  equipment 
at  a price  lower  than  if  you  had  your  tests  done 
elsewhere. 

For  more  information  about  the  PCL  system 
call  us  and  our  local  technical  representative  will 
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ick-up  service  and  prompt  reporting  system  to 
elp  diagnose  and  treat  your  office  patients 
effectively.  Business  and  industry  can  rely  on  the 


PCL  system  to  provide  a full  range  of  services 
personalized  to  suit  their  needs. 

PCL's  local  full  service  laboratories  offer  you 
the  best  of  both  worlds  — local  people  and 
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New  personnel  ...  pro- 
moted personnel  ... 
stronger  technical  and 
sales  staffs  ...  improved 
services.  Important 
changes  are  taking  place 
at  Professional  Clinical 
Laboratories. 

THE  DIFFERENCE  IS  PEOPLE 


New  at  PCL 
Jeffrey  M.  Petrizzi — 

Vice  President  & General  Manager 
For  five  years  he  was  President  of 
Bionomics  Consulting  Laboratory;  a 
large,  totally-automated,  clinical  lab- 
oratory in  Greenwich,  Connecticut. 
Jeff  joined  PCL  in  May,  1982. 

Joseph  Tita — 

Marketing  & Sales  Manager 
Formerly  General  Sales  Manager  for 
Kings  County  Research  Laboratory 
(now  Roche)  and  Damon  Medical  Lab- 
oratory, Inc.,  Joe  has  19  years  experi- 
ence in  clinical  laboratory  sales.  He 
joined  PCL  in  March,  1982. 


Michael  Lenhoff — 

Laboratory  Representative 
A native  of  Delaware  with  a B.S.  from 
the  University  of  Delaware,  Mike  held 
various  sales  and  marketing  positions 
before  joining  PCL  in  May,  1982. 


We're  creating  a stronger, 
more  flexible  organiza- 
tion at  PCL  so  that  we 
can  serve  you  even  better 
than  before! 


Jacqueline  Halicke — 

General  Supervisor,  Evenings 
Jackie  trained  as  a Medical  Tech- 
nologist at  Thomas  Jefferson  Hospital, 
Philadelphia,  after  obtaining  her 
B.S.  from  Penn  State  in  chemistry  and 
biology.  She  held  positions  with 
B.P.  Products,  The  Mayo  Clinic,  Jones 
& Laughlin  Steel  and  Fitzgerald 
Mercy  Hospital  before  joining  PCL  in 
April,  1982. 


Promoted 
Judith  L.  Knotts — 

Director  of  Client  Services 
Associated  with  PCL  for  15  years,  the 
last  4 in  customer  service,  Judy  is 
responsible  for  satellite  operations, 
courier  service,  the  accessioning  area 
and  all  phlebotomy  services.  Please 
contact  Judy  about  our  services,  your 
problems,  needs  or  special  handling. 

Patricia  Cooper — 

Laboratory  Manager 
Rejoining  PCL  in  November,  1981,  Pat 
was  previously  associated  with  PCL  for 
6 years  (1972-1978).  She  received  a B.S. 
from  the  University  of  Delaware  as  a 
Medical  Technologist  and  is  a spe- 
cialist in  microbiology...  Continuing 
Education — Tulane  University  College 
of  Medicine...  in  addition  to  being 
A.S.C.P.  If  you  have  any  technical 
questions,  please  call  Pat. 

Joanne  Callaghan — 

General  Supervisor,  Days 
Joanne  has  been  with  PCL  for  10  years. 
Previously,  she  spent  5 years  with 
Blood  Plasma  & Components,  Inc. 
Joanne  is  also  A.S.C.P.  (HEW). 
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Specimens  for  Herpes  Simplex  Virus  (HSV)  isolation  and/or  iden- 
tification must  be  collected  from  patients  when  they  are  in  the  acute 
infectious  phase.  And,  it  is  important  that  they  are  transported  to  the 
laboratory  under  controlled  conditions. 

It  is  equally  important,  however,  to  report  test  results  as  rapidly 
as  possible.  Professional  Clinical  Laboratories  is  now  providing  test 
results  in  just  48  hours  after  receiving  your  specimens;  using  new, 
FDA-approved  methodology.  , 

We  provide  the  sterile  transport  tubes  for  your  use,  plus  the  fast 
service  you  need;  we  pick  up  twice-a-day  in  New  Castle  County 
and  surrounding  area. 

Give  us  a call  for  more  information.  Toll  free:  In  Delaware, 
1-800-292-7813;  or  from  NJ,  MD,  PA  and  DC,  1-800-441-7021 . 
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TAKE 

TWO-A-DAY 


Delaware's  Only 
Full-Service, 
Independent, 
Clinical  Laboratory 


That's  Professional  Clinical  Laboratories'  prescription  for  just  one  of 
our  services. . . twice-a-day  pickup  of  samples  in  New  Castle  County 
and  surrounding  area. 

Our  drivers  schedule  sample-pickup  and  delivery  of  test  results  every 
morning,  Monday  thru  Saturday.  A second  pickup  at  client's  offices 
is  scheduled  in  the  afternoon,  Monday  thru  Friday.  Serum  pregnancy 
(F-ICG  by  RIA),  PT,  PTT  and  Digoxin  test-results  are  available  the  same 
day,  while  serum  estriol  test-results  are  reported  as  soon  as  they  are 
ready;  within  a few  hours.  Of  course,  STAT  and  special  pickups  can 
be  requested  at  any  time.  We'll  even  do  routine  house-calls  with 
24  hours  notice. 

In  addition,  Professional  Clinical  Laboratories  staffs  eight  locations 
where  samples  can  be  dropped  off  or  phlebotomy  work  is  performed. 


Give  us  a call  for  more  information.  Toll  free:  In  Delaware, 
1-800-292-7813;  or  from  NJ,  MD,  PA  and  DC,  1-800-441-7021. 


, Wilmington,  DE  19806  (302)575-0570 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 

ARTHRITIS  AND  ORTHOPEDIC  SURGERY 


In  1981,  orthopedic  surgery  has  obtained  an 
important  position  in  the  overall  management  of 
the  arthritic  patient.  This  is  due  in  large  part  to 
improved  ability  to  perform  arthroplasty  and 
arthrodesis  of  various  joints.  Arthroplasty  is  the 
revision  of  a diarthrodial  (moving)  joint  to  im- 
prove function  and/or  diminish  pain.  This  in- 
cludes relatively  simple  measures,  such  as  re- 
moval of  inflamed  joint  tissue  ( synovectomy ) , or 
more  invasive  techniques,  such  as  total  joint  re- 
placement. Arthrodesis  implies  improvement  of 
joint  stability  at  the  expense  of  joint  function  and 
is  usually  not  as  preferable  as  arthroplasty7. 

The  approach  to  management  of  any  arthritic 
joint  should  be  conservative.  Physical  and  occu- 
pational therapy  should  be  combined  with  ade- 
quate exercise  and  rest.  If  the  joint  involved 
performs  a weight-bearing  function,  all  efforts 
should  be  made  to  avoid  obesity.  Finally,  a 
carefully  planned  medical  regimen  should  be 
tried.  The  patient  should  then  be  evaluated  in 
the  context  of  quality  of  life.  If,  despite  ade- 
quate conservative  management,  the  quality  of 
life  is  not  acceptable  to  the  patient,  and  there 
are  no  supervening  medical  contraindications, 
orthopedic  evaluation  is  indicated.  Fortunately, 
orthopedic  surgery  has  made  important  strides 
in  its  ability  to  evaluate  problems  on  an  individ- 
ual basis  and  to  plan  which  of  several  surgical 
options  is  most  appropriate. 

* Located  at  234  Philadelphia  Pike,  Wilmington,  Delaware  19809. 
Telephone  (302)  764-8254,  762-4942.  Delaware  physicians  outside 
the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599. 


Members  of  the  Medical  and  Scientific  Committee  are:  Sharyn 
Baldwin,  R.N.;  Catherine  H.  Carpenito;  I.  Favel  Chavin,  M.D.; 
Peggy  M.  Chavin,  R.N.;  Ronald  G.  Connolly,  M.D.;  Anthony  I. 
Cucuzzella,  M.D. ; Richard  D’Alonzo,  M.D.;  Naomi  Goldstein, 
OTR;  Ruth  Graham,  R.N.;  Russell  J.  Labowitz,  M.D. ; Edward  J. 
McConnell,  M.D.;  James  H.  Newman,  M.D.;  Wai  Wor  Phoon, 
M.D.;  Edward  F.  Quinn,  III,  M.D.;  John  R.  Smoluk,  M.D.; 
Nina  Steg,  M.D.;  Elizabeth  vonFrankenberg,  ACSW ; Christopher 
R.  Donoho,  Jr.,  M.D.,  Chairman. 


Total  joint  replacement  is  the  most  dramatic 
advance  in  orthopedic  joint  surgery  today  in 
terms  of  its  potential  for  improving  function  and 
diminishing  pain.  Historically,  the  hip  has  been 
the  primary  focus  for  attempts  at  arthroplasty, 
which  date  from  1822.  At  the  present  time,  low 
friction,  bi-component  prostheses  fashioned  from 
steel  or  cobalt  chrome  alloy  and  high  density 
polyethylene  are  cemented  in  place  with  methyl- 
methacrylate. Continued  research  into  joint  re- 
placement centers  around  the  materials  used,  as 
well  as  techniques  for  insertion. 

While  experience  with  hip  replacement  grows, 
orthopedists  have  been  stimulated  to  develop 
prosthetic  replacements  for  the  knee,  shoulder, 
wrist,  ankle,  and  small  joints  of  the  hand.  All 
these  techniques  should  be  considered  experi- 
mental, but  all  are  slowly  evolving  into  viable 
therapeutic  alternatives  for  specific  problems. 

The  greatest  single  problem  with  hip  replace- 
ment is  the  life  span  of  the  prosthesis  and  its  sub- 
sequent failure  and  need  for  revision.  This  is 
somewhat  dependent  on  the  patient’s  age,  ac- 
tivity level,  and  weight,  and  has  led  to  the  maxim 
that  hip  replacement  should  be  performed  only 
in  patients  over  65  years  of  age.  “Quality  of 
life”  makes  this  a philosophical  issue,  and  the 
potential  life  span  of  the  prosthesis  is  only  a 
relative  factor  in  deciding  on  replacement  sur- 
gery. 

In  recent  decades,  there  has  been  growing  co- 
operation among  the  many  disciplines  involved  in 
the  overall  management  of  the  arthritic.  Ortho- 
pedic surgery  has  played  an  important  role  in 
providing  new  options  for  the  patient  limited 
by  arthritis. 
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To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That’s  where  we  come  in. 
we  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance,  we  can  offer  you  management 
consulting. 

So  whether  you’re  interested  in  a sold, 
partnership,  or  group  practice,  contact  NME 
today. 

We’ll  help  establish  your  practice. 

And  solve  your  primary  cares. 

For  further  Information,  contact: 

Raymond  c.  Pruitt,  Director,  Physician  Relations 
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TWO  CURRENT  ISSUES 


In  my  inaugural  address,  I mentioned  a few 
of  the  problems  which  the  Society  faces.  Among 
those  which  I consider  to  be  of  high  priority 
are  the  problem  of  malpractice  insurance  cover- 
age and  the  problem  of  the  incipient  encroach- 
ment of  paramedical  and  allied  health  pro- 
fessionals in  their  quest  for  an  expanded  role  in 
the  field  of  health  care. 

For  the  past  several  years,  the  Medical  Society 
has  endorsed  Aetna  Casualty  and  Surety  Com- 
pany as  its  carrier  for  malpractice  insurance  for 
Delaware  physicians.  Last  fall,  other  companies 
actively  competed  with  Aetna  offering  both  “oc- 
currence” and  “claims  made”  coverage.  Because 
the  Society  did  not  have  an  insurance  broker  to 
evaluate  the  various  offerings,  the  Board  of  Trus- 
tees retained  Insurance  Buyers’  Council,  an  in- 
dependent insurance  consulting  firm,  to  do  a 
study  of  the  entire  malpractice  insurance  pro- 
gram. Because  of  the  time  element,  the  study 
was  to  be  conducted  in  two  phases.  Phase  I 
was  to  analyze  the  offerings  of  the  three  major 
companies,  Aetna  Casualty  and  Surety  Company, 
Pennsylvania  Casualty  Company,  and  Insurance 
Corporation  of  America,  based  on  coverage,  ser- 
vice, and  cost.  Phase  II  of  the  study  was  to  en- 
compass an  analysis  of  all  alternatives  available 
to  the  Society  from  self-insurance,  through  the 
utilization  of  a captive,  to  formal  insurance.  It 
was  to  include  a detailed  examination  of  the 
Delaware  insurance  law  as  well  as  a review  of 
the  validity  of  various  physician  classifications 


and  premiums  on  the  basis  of  current  projected 
expenses. 

After  completing  Phase  I of  the  study,  Insur- 
ance Buyers’  Council  recommended  that  the 
Medical  Society  of  Delaware  continue  to  en- 
dorse Aetna  Casualty  and  Surety  for  its  mem- 
bers for  the  insurance  year  beginning  December 
1,  1981.  One  of  the  main  reasons  for  the  recom- 
mendation was  that  Aetna  had  proven  its  ability 
to  give  coverage  to  members  of  the  Medical  So- 
ciety of  Delaware  during  the  malpractice  crises 
of  1974,  1975,  and  1976.  Another  concern  of 
Insurance  Buyers’  Council  was  that  excessive 
fragmentation  of  the  program  could  bring  about 
the  withdrawal  of  one  or  more  of  the  present 
carrierers  from  the  field  in  the  next  year  or  two, 
thus  leaving  some  of  the  physicians  in  Delaware 
in  a very  serious  predicament. 

In  November  of  1981,  Johnson  and  Higgins,  an 
insurance  broker,  offered  its  services  to  the  So- 
ciety as  Plan  Administrator.  Johnson  and  Hig- 
gins stated  that  it  would  be  able  not  only  to 
study  the  feasibility  of  alternatives  but  also  to  aid 
the  Society  in  establishing  a captive  if  that 
should  prove  to  be  desirable.  Johnson  and  Hig- 
gins would  negotiate  with  Aetna  for  a fee  to  be 
paid  by  Aetna  to  Johnson  and  Higgins  for  acting 
as  Plan  Administrator.  Such  negotiation  be- 
tween Johnson  and  Higgins  and  Aetna  would 
in  no  way  disturb  the  relationship  previously 
established  by  physicians  with  any  other  broker 
in  the  State  of  Delaware. 
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The  Board  of  Trustees  felt,  however,  that  it 
should  wait  for  the  final  report  from  Insurance 
Buyers’  Council  before  final  consideration  of  the 
proposal  of  Johnson  and  Higgins.  The  report  of 
the  findings  of  Insurance  Buyers’  Council  will 
be  distributed  to  the  membership  when  it  is 
received. 


are  directly  affected  become  involved  and  partici- 
pate actively.  Moral  support  is  not  enough; 
we  need  more  deed  and  less  rhetoric.  I hope 
that  you  will  accept  the  responsibility  to  work 
actively  when  called  upon.  Your  support  is  also 
urgently  solicited  for  the  Delaware  Political  Ac- 
tion Committee. 


The  other  major  problem  I would  like  to  ad- 
dress at  this  time  is  that  of  the  paramedical  and 
allied  health  professionals  who  are  trying  to  ex- 
pand their  role  in  health  care  through  changes 
in  legislation.  The  implications— not  only  to  the 
medical  profession  but  to  health  care  in  general- 
are  so  serious  that  we  must  all  work  together  to 
assure  the  continued  delivery  of  good  quality 
medical  care.  For  this  reason,  I have  formed  a 
special  parent  committee  on  Paramedical  and 
Allied  Health  Professionals,  with  subcommittees 
on  Nursing,  Nurse  Anesthetists,  Chiropractors, 
Optometrists,  and  others.  It  is  important  that 
those  members  of  the  Society  whose  specialties 


When  I accepted  the  responsibility  of  the 
Presidency  of  the  Medical  Society,  I did  so  with 
the  expectation  of  cooperation  from  the  mem- 
bership. Without  your  help,  there  is  little  I can 
do.  Together  we  can  confront  these  two  prob- 
lems, as  well  as  the  many  others  facing  the  So- 
ciety, and  together  we  can  attempt  to  solve  them. 


Rafael  A.  Zaragoza,  M.D. 


MEDSYS-1000 

MEDICAL  OFFICE  AUTOMATION 

Delaware  is  a targeted  area  for  the  introduction  of  high-performance, 
low  investment  computerization  of  doctors’  offices. 

No  matter  what  kind  or  size  of  practice  you  are  involved  in,  you  prob- 
ably should  be  considering  computerizing  your  office. 

For  further  information,  await  the  next  announcement  in  this  journal. 

Data  Base  Logic  Inc. 

1601  Concord  Pike 
Wilmington,  Delaware  19803 
(302)  656-4141 
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MEDICAL  DIRECTOR: 
HEALTH  MAINTENANCE 
ORGANIZATION 


The  HMO  of  Delaware,  Inc.,  a newly-formed  subsidiary  of  Blue  Cross  & Blue 
Shield  of  Delaware,  has  an  outstanding  opportunity  available.  The  organization 
is  scheduled  to  initiate  a health  maintenance  program  in  April  1983,  and  seeks 
a Medical  Director  to  head  its  new  medical  facility.  The  Director  will  be 
involved  from  the  ground  up  in  the  development  of  Delaware’s  first  HMO.  The 
position  offers  a unique  opportunity  to  experience  an  alternative  medical 
delivery  system  intended,  primarily,  to  serve  employees  of  local  business, 
industry  and  government. 

Initial  responsibilities  include  the  development  of  quality  assurance  and 
medical  programs,  acquisition  of  equipment,  recruitment  and  selection  of 
medical  staff  and,  ultimately,  the  overall  direction  of  the  health  care  delivery 
systems. 

The  ideal  candidate  should  be,  first  and  foremost,  an  outstanding  physician 
and  a proponent  of  health  education  and  utilization  review.  The  candidate 
must  be  able  to  demonstrate  strong  management  and  administrative  skills; 
function  as  part  of  an  administrative  team  in  a corporate  environment;  and 
have  the  confidence  and  respect  of  the  local  medical  community. 

Among  the  requirements  for  consideration  are:  graduation  from  an  accredited 
medical  school  and  residency  program;  board  eligibility  or  certification; 
minimum  of  five  years  in  medical  practice,  preferably  in  a primary  care 
specialty;  and  demonstrated  management  ability.  Multi-setting  experience  is 
preferred  but  not  required. 

The  HMO  of  Delaware  offers  a competitive  starting  salary  and  a 
comprehensive  fringe  benefits  program.  The  program,  for  this  position, 
includes  a company  paid  pension  plan;  comprehensive  health  benefits, 
including  dental;  life  insurance;  long-term  disability  insurance;  malpractice 
insurance;  four  weeks  vacation  per  year;  ten  holidays  and  continuing 
professional  development. 

Frank  J.  Mossman 
Director,  Human  Resources 
Blue  Cross  & Blue  Shield  of  Delaware,  Inc. 
201  West  14th  Street 
Wilmington,  DE  19801 
(302)  421-3192 


Interested  physicians  are  invited  to 
submit  their  vitae  in  confidence  to: 


Blue  Cross 
Blue  Shield 

of  Delaware 


elaware 
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FUNGAL  INFECTIONS  WITH  A PARTICULAR 
FOCUS  ON  THE  COMPROMISED  HOST 


Donald  B.  Louria,  M.D. 
Purnendu  Sen,  M.D. 


In  recent  years,  interest  in  fungal  infections 
has  increased,  primarily  because  of  concern 
about  fungal,  nocardial,  or  yeast  superinfection 
in  the  compromised  host.  We  shall  divide  this 
selective  review  into  three  parts:  infection  in 
the  ostensibly  normal  host,  infection  in  those 
suffering  from  subtle  defects  in  host  defense 
mechanisms,  and  superinfection  in  persons  com- 
promised by  specific  underlying  diseases.  We 
shall  include  for  consideration  mostly  recent 
data  on  fungi,  yeasts,  and  both  Nocardia  and 
Actinomyces  species,  although  these  latter  two 
are  higher  bacteria,  not  fungi. 

Infections  in  the  "Normal"  Host 

In  past  years  there  was  little  evidence  support- 
ing the  notion  that  aspergilli  could  cause  sig- 
nificant disease  in  healthy  persons.  There  were 
a small  number  of  cases  of  Aspergillus  pneu- 
monia and  of  course  many  cases  of  transient 
pulmonary  infiltrates  associated  with  eosinophilia 
and  serologic  evidence  of  Aspergillus  infection. 

Dr.  Louria  is  Chairman  cf  the  Department  of  Preventive  Medi- 
cine and  Community  Health,  College  of  Medicine  and  Dentistry 
af  New  Jersey— New  Jersey  Medical  School,  Newark,  New  Jersey. 

Dr.  Sen  is  Associate  Professor  in  the  Department  of  Preven- 
tive Medicine  and  Community  Health,  College  of  Medicine  and 
Dentistry  of  New  Jersey— New  Jersey  Medical  School,  Newark. 
New  Jersey. 


This  type  of  ephemeral  lung  involvement  was 
not  associated  with  invasive  disease  and  either 
disappeared  spontaneously  or  responded  prompt- 
ly to  corticosteroid  therapy. 

In  recent  years  it  has  become  clear  that  as- 
pergilli can  cause  severe  sinusitis,  sometimes 
with  rapid  bone  destruction  and  brain  abscess, 
in  otherwise  healthy  individuals.1’2  There  are 
also  a few  published  and  several  unpublished 
cases  of  Aspergillus  involvement  of  the  kidneys 
in  intravenous  drug  abusers,  with  excretion  of 
my celia  and  fungus  balls.3  This  is  not  surpris- 
ing; aspergilli  can  be  readily  recovered  from  the 
materials  used  in  preparation  and  injection  of 
heroin  and  cocaine.  There  are  also  a few  reports 
of  cerebral  aspergillosis  in  heroin  users.4  In  one 
recently  described  instance,  Aspergillus  media- 
stinal involvement  occurred  in  an  apparently 
normal  individual.5 

Cryptococcal  infection  has  also  undergone 
some  changes.  We  have  observed  a small  num- 
ber of  cases  of  disseminated  cryptococcosis  with 
massive  involvement  of  many  tissues  together 
with  positive  blood  cultures  in  persons  without 
underlying  disease.  In  the  past  this  type  of 
disseminated  cryptococcosis  was  thought  to  be 
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limited  to  those  with  severe  underlying  disease, 
especially  during  steroid  therapy.  We  have  also 
observed  patients  with  cryptococcal  infection 
whose  sole  manifestation  for  months  was  fever 
of  unknown  origin,  the  diagnosis  being  made 
only  when  meningitis  supervened. 

It  has  also  become  apparent  that  cryptococcal 
infection  can  be  manifested  by  prominent  hem- 
optysis. There  may  also  be  substantial  numbers 
of  red  blood  cells  in  pleural  or  spinal  fluid  speci- 
mens.6 Previously,  it  had  been  thought  that  the 
lack  of  a host  inflammatory  response  made  it 
unlikely  that  bleeding  would  be  a manifestation 
of  cryptococcal  invasion. 

A variety  of  cryptococcal  skin  lesions  have 
been  described,  including  nodules,  abscesses, 
and  cellulitis,  that  are  clinically  indistinguishable 
from  the  lesions  due  to  bacteria  such  as  staphylo- 
cocci or  streptococci. 

The  diagnosis  of  cryptococcal  infection  has 
been  made  a great  deal  easier  by  the  availability 
of  serologic  tests  for  both  cryptococcal  antigen 
and  antibody.  Although  antigen  tests  in  spinal 
fluid,  together  with  serum  antibody  determina- 
tions, are  effective  in  more  than  90%  of  cases 
of  cryptococcal  meningitis,  these  tests  are  far 
less  useful  in  disease  outside  the  nervous  system. 
Consequently,  a positive  serologic  test,  especially 
the  presence  of  antigen,  is  helpful  diagnostically; 
but  failure  to  detect  antigen  and/or  antibody  in 
extra-CNS  disease  should  not  deter  the  physician 
from  strongly  considering  the  possibility  of  cryp- 
tococcal infection.  In  cases  of  putative  crypto- 
coccal meningitis  with  negative  cultures,  it  may 
be  helpful  to  place  spinal  fluid  specimens  in 
highly  enriched  hypertonic  media.7 

Patterns  of  Nocar dia  aster oides  infection  have 
not  changed  in  the  noncompromised  host,  but 
there  have  been  a small  number  of  cases  reported 
of  cutaneous  infection  due  to  Nocardia  brasil- 
iensis.8  Clinically,  these  may  mimic  sporotri- 
chosis with  multiple  nodules  distributed  along 
a lymphatic  vessel.  Single  nodules  or  abscesses 
with  various  amounts  of  adjacent  cellulitis  may 
also  occur. 

The  patterns  of  actinomycosis  have  changed 
substantially  from  the  older  textbook  descrip- 
tions. Draining  sinuses  from  the  chest  or  ab- 


domen occur  only  infrequently.  Indolent  pneu- 
monia or  empyema  and  hepatic  or  intraabdomi- 
nal abscesses  are  now  the  typical  manifestations 
of  actinomycosis.  If  the  lungs  are  involved,  a 
careful  search  should  be  made  by  routine  x-rays 
and  bone  scans  for  osteomyelitis  in  adjacent 
bones.  When  such  involvement  is  found  in  a 
patient  with  unexplained  subacute  or  chronic 
pneumonia,  the  possibility  of  actinomycosis  is 
substantial.  The  parenchymal  lung  lesions  may 
form  roentgenologically  visible  abscesses,  but 
just  as  often  persistent  pneumonia  without  ab- 
scess or  cavity  formation  is  seen. 

Since  the  organisms  are  aspirated  from  the 
mouth,  it  is  important  for  the  physician  to  make 
a careful  evaluation  of  the  teeth  and  the  perio- 
dontal areas;  usually  there  is  clear  evidence  of 
tooth  decay  and  periodontal  infection. 

Clinical  patterns  of  coccidioidomycosis,  histo- 
plasmosis, and  blastomycosis  have  not  changed 
in  recent  years.  However,  unusual  manifesta- 
tions have  been  reported  for  each.  For  example, 
initial  manifestations  of  H.  capsulatum  invasion 
has  been  a superior  venacaval  syndrome,  gastric 
bezoar,  or  hematuria.6  11  Pulmonary  coccidioido- 
mycosis in  one  patient  resulted  in  a fistulous 
tract  starting  in  the  lung  and  ending  in  the 
thigh.12  Coccidioidomycosis  has  also  taken  the 
form  of  a prolonged  fever  of  unknown  origin 
in  a nonendemic  geographic  area.18  Blastomyces 
dermatitidis  has  caused  prostatitis  in  a man,  and 
at  the  same  time  severe  pelvic  inflammatory  dis- 
ease in  his  wife,  has  presented  as  Addison’s  dis- 
ease, and  has  produced  galactorrhea  and  amenor- 
rhea.14'17 

Systemic  Infections  In  Those  With  Underlying 
Abnormalities  That  Are  Not  Readily  Apparent 

Staples  and  colleagues  reported  the  case  of  a 
15-year-old  woman  who  developed  abdominal 
pain  and  a clinical  picture  suggesting  a pene- 
trating ulcer.18  Laparotomy  revealed  two  ulcers 
penetrating  deeply  posteriorly  and  teeming  with 
Candida  albicans.  Further  study  of  this  osten- 
sibly healthy  woman  showed  that  her  poly- 
morphonuclear leukocytes  were  unable  to  kill 
ingested  Candida  cells.  ( Normal  polymorphs 
can  ordinarily  kill  15-30%  of  ingested  Candida 
cells  during  a one  to  four  hour  in  vitro  incuba- 
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tion  period.)  Presumably,  this  isolated  defect 
accounted  for  her  susceptibility  to  deep  seated 
candidal  infection. 

Others  have  had  isolated  defects  in  intracell- 
ular Candida  killing  due  to  profoundly  reduced 
leukocyte  myeloperoxidase  levels.19  Interestingly, 
such  patients  tend  to  develop  unusual  single 
lesions;  in  one  patient,  Candida  osteomyelitis; 
in  another,  liver  abscesses.  These  cases  are  in 
stark  contrast  to  the  renal-myocardial  tissue  lo- 
calization in  most  patients  with  invasive  candi- 
diasis. 

Bennett  and  Diamond  have  shown  that  patients 
who  recover  from  cryptococcal  infection  may 
fail  to  respond  to  candidal  skin  antigens,  and 
the  patients’  lymphocytes  may  not  transform  or 
show  the  expected  thymidine  uptake  in  the 
presence  of  cryptococcal  antigens.20  Whether 
this  results  from  the  infection  or  predisposes  the 
individual  to  cryptococcal  invasion  is  not  yet 
known. 

Probably  also  in  the  category  of  subtle  defects 
resulting  in  an  unusual  yeast  infection  is  a case 
of  Torulopsis  glabrata  pneumonia  arising  in  a 
malnourished  woman.  The  pneumonia  resolved 
completely  following  nutritional  replenishment 
and  no  antimicrobial  therapy  was  required.21 

A striking  example  of  this  type  of  propensity 
to  fungal  superinfection  was  described  by  Blank  - 
enberg  and  Verhoeff;  a young  woman  was  hos- 
pitalized for  pneumonia  of  undetermined  eti- 
ology.22 There  was  no  evidence  of  an  underly- 
ing defect.  At  operation  zygomycetic  pneu- 
monia was  found.  One  year  later  she  showed 
evidence  of  diabetes  mellitus. 

We  have  recently  been  shown  a patient  with 
recurrent  pneumonia  due  to  Nocardia  asteroides. 
After  several  bouts  of  this  infection,  diffuse  lung 
infiltrates  appeared  that  showed  alveolar  pro- 
teinosis on  biopsy.  This  clearly  accounted  for 
the  recurrences  of  the  nocardial  infection,  even 
after  adequate  therapy. 

Nocardial  and  Aspergillus  infections  have  both 
been  described  in  ostensibly  healthy  persons 
who  were  subsequently  found  to  be  suffering 
from  granulomatous  disease  of  childhood.  There 
is  an  unexplained  relationship  between  insertion 


of  intrauterine  contraceptive  devices  and  subse- 
quent pelvic  actinomycosis.23  Any  vaginal  dis- 
charge in  an  IUD  user,  especially  if  it  is  putrid, 
should  raise  the  possibility  of  local  actinomy- 
cosis. 

Clearly,  many  more  examples  of  this  type  of 
fungal  and  yeast  infection  will  be  described  in 
coming  years  as  our  ability  to  investigate  and 
define  underlying  subtle  defects  is  markedly 
augmented  by  our  burgeoning  biomedical  tech- 
nological proficiency. 

Fungal,  Yeast,  and  Higher  Bacteria  Superinfection 
in  the  Compromised  Host 

These  infections  can  be  divided  into  those 
due  to  the  underlying  disease  itself  and  those 
consequent  to  therapeutic  intervention.  The 
microorganisms,  normal  host  defense  mecha- 
misms,  the  diseases  with  which  they  are  associ- 
ated, and  the  therapies  that  promote  microbial 
invasion  are  summarized  in  Table  1. 

Candida.  There  are  3 forms  of  invasive  candi- 
diasis : the  renal-mvocardial  type,  isolated  menin- 
gitis, and  endocarditis.  The  most  frequent  of  the 
three,  the  renal-myocardial  type,  has  been  in- 
creasing steadily  in  incidence  over  the  last  two 
decades.  There  are  two  mechanisms  by  which 
the  yeast  enters  the  blood  stream:  either  it  gains 
access  directly  through  or  around  intravascular 
needles  or  catheters,  or  it  colonizes  the  gastro- 
intestinal tract  heavily  and  then  traverses  the 
intestinal  mucosa.  Once  in  the  bloodstream,  the 
kidney  is  the  tissue  of  maximum  involvement 
both  in  man  and  experimental  animals. 

The  yeast  penetrates  into  the  renal  tubular 
lumen  and  there  forms  elongated  mycelia  that 
rerupture  back  into  the  renal  parenchyma,  form- 
ing the  nidus  for  cortical  and  medullary  ab- 
scesses. Excretorv  candidal  lesions  can  predomi- 
nate with  masses  of  tangled  yeasts  and  mycelia 
occupying  the  renal  pelvis,  the  proximal  ure- 
ters, or  the  distal  ureters.  These  obstructing 
masses  can  cause  renal  failure  and  death  unless 
surgically  relieved.  Especially  in  malnourished 
children  and  in  diabetics,  the  predominating 
lesion  mav  be  necrotizing  papillitis. 

Multiple  myocardial  abscesses  that  may  result 
in  severe  arrhythmias  can  also  develop;  peri- 
carditis has  been  described  occasionally.24 
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In  almost  all  cases  antibiotics  have  been  ad- 
ministered for  at  least  several  days  prior  to  the 
onset  of  disseminated  candidiasis.  Adrenal  gluco- 
corticoids are  potent  augmenters  of  experimental 
candidal  infection,  as,  to  a lesser  extent,  are 
certain  cytotoxic  agents.25,26 

In  recent  years  there  has  been  a focus  on  three 
clinical  findings.  There  may  be  skin  nodules, 
pustular  necrotic  lesions,  or  abscesses.27  Yeast 
cells  are  usually  readily  seen  on  touch  prepara- 
tions of  the  lesions.  Myositis  has  also  been  de- 
scribed, often  due  to  Candida  tropicalis,  arising 
almost  exclusively  in  patients  being  treated  for 
hematologic  malignancy.28  The  most  useful  find- 
ing is  characteristic  raised  yellow  or  whitish- 
yellow  fundal  lesions,  often  accompanied  by  eye 
pain,  blurred  vision,  or  photophobia.  The  eye 
manifestations  may  be  the  only  clinical  evidence 
suggesting  the  supervention  of  systemic  candi- 
diasis. 


If  disseminated  candidiasis  is  suspected,  it  may 
be  advisable  to  obtain  arterial  blood  cultures  and 
to  inform  the  laboratory  there  is  a strong  sus- 
picion of  candidemia,  as  some  studies  have  shown 
that  venous  blood  cultures  may  be  negative  in 
50%  of  cases  of  systemic  candidiasis  but  arterial 
cultures  are  almost  always  positive.29  Whether 
this  observation  will  withstand  the  scrutiny  of 
time  is  uncertain.  Study  of  buffy  coat  prepara- 
tions has  been  advocated  but  usually  is  unreveal- 
ing. 

The  disease  is  best  defined  by  a positive  blood 
culture.  There  is  still  an  acrimonious  debate 
about  the  ability  of  serologic  tests  to  distinguish 
between  Candida  colonization  without  infection, 
local  infection  without  bloodstream  dissemina- 
tion, and  systemic  disease.  Of  the  available  tests 
the  most  helpful  are  the  double  agar  diffusion 
precipitin  test,  counterimmuno  electrophoresis, 
and  chromatographic  analysis  for  either  mannans 


TABLE  1 

MORE  FREQUENTLY  OCCURRING  FUNGAL  AND  HIGHER  BACTERIAL 
INFECTIONS  IN  THE  COMPROMISED  HOST 

UNDERLYING  DISEASES 
PROMOTING  FUNGAL 

NORMAL  HOST  DEFENSE  OR  HIGHER  BACTERIUM  THERAPIES  PROMOTING 
ORGANISMS  MECHANISMS  INFECTION  DISSEMINATED  INFECTION 


Candida  sp. 


Torulopsis 

glabrata 

Cryptococcus 

neoformans 


Aspergillus  sp. 
Zygomycetes 


Nocardia 

asteroides 

Histoplasma 

capsulatum 


Polymorphonuclear 
leukocytes;  antibody  and 
complement  needed  for 
phagocytosis 

Unclear 


Delayed  immune 
mechanisms 


Polymorphonuclear 

leukocytes 

Polymorphonuclear 

leukocytes 

Probably  delayed 
immune  mechanisms 

Delayed  immune 
mechanisms 


? Diabetes  mellitus, 
IV  drug  abuse 


Diabetes 


Hodgkin's  disease. 
Sarcoidosis,  Cushing's 
syndrome,  ? Diabetes 
mellitus 

? Diabetes  mellitus 
Diabetes  mellitus 


Alveolar  proteinosis 

Hodgkin's  disease  and 
similar  lymphomas 


Antibiotics,  adrenal  glucocor- 
ticoids, cytotoxic  and  im- 
munosuppressive agents,  vas- 
cular catheters  or  indwelling 
needles 

Antibiotics,  adrenal  glucocor- 
ticoids, cytotoxic  and  im- 
munosuppressive agents,  hy- 
peralimentation 
Adrenal  glucocorticoids,  im- 
munosuppressive agents,  cy- 
totoxic agents 

Those  inducing  neutropenia, 
adrenal  glucocorticoids 
Those  inducing  neutropenia, 
probably  adrenal  glucocorti- 
coids 

Adrenal  glucocorticoids,  im- 
munosuppressive and  cyto- 
toxic agents 

Probably  a combination  of 
adrenal  glucocorticoids  and 
immunosuppressive  agents 
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or  arabinitol;30  the  latter  two  are  surface  constit- 
uents of  Candida  cells.  Each  of  these  is  helpful, 
but  none  by  itself  can  be  used  to  definitively 
establish  a diagnosis  of  systemic  moniliasis. 

Candidal  endocarditis  can  occur  consequent  to 
systemic  infection  of  the  renal-myocardial  type 
but  more  often  is  a superinfection  that  follows 
cardiovascular  surgery.  Because  of  the  frequently 
gargantuan  size  of  the  vegetations,  there  is  often 
embolization  to  major  vessels  of  the  head  or  ex- 
tremities. 

Isolated  Candida  meningitis  is  not  ordinarily 
a disease  of  compromised  hosts. 

It  is  well  to  remember  that  only  about  80%  of 
cases  of  systemic  candidiasis  are  associated  with 
significant  fever.31 

Torulopsis  glabrata.  There  are  two  patterns  of 
T.  glabrata  infection  in  the  compromised  host. 
In  diabetics,  the  kidneys  are  the  target  organ, 
the  severity  of  disease  ranging  from  very  mild 
to  lethal  pyelonephritis.32  Occasionally  extra- 
renal  involvement,  empyema  for  example,  has 
also  been  described  in  diabetics.  In  sharp  con- 
trast, there  is  no  renal  predilection  in  patients 
with  neoplasms.  In  these  patients  during  treat- 
ment with  a variety  of  medicaments,  T.  glabrata 
superinfection  may  occur  which  involves  any 
tissue  but  particularly  lungs,  liver,  and  spleen.33 
T.  glabrata  fungemia  may  also  supervene  in  those 
undergoing  hyperalimentation. 

If  infection  with  T.  glabrata  is  suspected,  the 
buffy  coat  should  be  carefully  examined  for 
yeasts. 

Cryptococcus  neoformans.  Hodgkin’s  disease 
and  sarcoidosis  are  both  complicated  by  C.  neo- 
formans infection  in  the  absence  of  specific  ther- 
apy. Both  of  these  diseases  are  characterized 
by  defects  in  delayed  immune  mechanisms.  Some, 
but  not  all  investigators  have  suggested  that 
diabetes  may  predispose  to  cryptococcal  super- 
infection. Occasionally,  patients  with  adrenal 
hyperactivity  may  experience  cryptococcal  infec- 
tion.34 

Patients  treated  with  immunosuppressive  or 
cytotoxic  agents  develop  defects  in  delayed  im- 
mune mechanisms,  and  this  seems  to  promote 
cryptococcal  invasion.  Adrenal  corticosteroid 


treatment  is  also  associated  with  cryptococcal 
superinfection.  Patients  who  receive  steroids 
and  azathiaprine  following  renal  transplanta- 
tion, are  particularly  vulnerable,  Cryptococcal 
infection  with  repeatedly  positive  blood  cultures 
has  been  reported  as  a nosocomial  infection  fol- 
lowing prostate  resection  and  Gram-negative 
sepsis.35 

The  lungs  and  central  nervous  system  are  most 
frequently  involved.  Increasing  numbers  of  cases 
of  prominent  skin  lesions  are  being  reported. 
We  have  observed  several  renal  transplant  pa- 
tients who  developed  multiple  exuberant,  often 
ulcerated,  exquisitely  tender,  subcutaneous  le- 
sions. 

Symptoms  and  signs  in  the  central  nervous 
system  may  be  very  subtle  and,  in  some  cases, 
the  only  manifestation  is  an  unexplained  decline 
in  mentation.  Ophthalmologic  manifestations 
may  predominate;  these  include  blurred  vision, 
visual  defects,  uveitis,  and  even  internal  ophthal- 
moplegia.36 If  occipital  headache  is  present  in 
an  appropriately  compromised  host,  this  in  itself 
suggests  the  possibility  of  cryptococcal  infection. 
Although  there  may  be  striking  fever,  often  there 
is  virtually  no  temperature  elevation  and  the 
neck  remains  supple  despite  the  presence  of 
meningitis. 

The  spinal  fluid  may  show  a predominance  of 
either  lymphocytes  or  polymorphonuclear  cells; 
rarely  does  the  cell  count  exceed  800/mm3,  and 
there  may  be  no  pleocytosis.  The  glucose  levels 
are  reduced  in  about  60%  of  cases  and  the  pro- 
tein is  usually  modestly  elevated.  As  indicated 
previously,  study  of  the  spinal  fluid  for  antigen 
and  serum  for  antibody  is  helpful.  If  both  tests 
are  negative  the  likelihood  of  cryptococcal  menin- 
gitis is  markedly  reduced.  India  ink  prepara- 
tions are  usually  negative.  In  a compromised 
host,  if  evidence  of  meningeal  or  brain  substance 
involvement  supervenes  and  the  spinal  fluid 
shows  what  appears  to  be  red  blood  cells,  it  is 
important  to  make  sure  those  “red  cells”  are  not 
actually  cryptococci  with  small  capsules. 

As  the  yeast  often  invades  the  kidney  and 
prostate,  the  urine  may  show  cryptococci.36a 
Because  some  strains  of  cryptococci  grow  slowly, 
cultures  of  cerebrospinal  fluid,  blood,  urine,  and 
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other  body  fluids  should  be  held  for  six  weeks 
prior  to  discarding  them  as  negative. 

Aspergillosis.  Infections  due  to  species  of 
aspergilli  arise  most  often  during  treatment  of 
hematologic  malignancies  in  which  polymorpho- 
nuclear leukocyte  function  is  compromised.37 
Prolonged  neutropenia  of  other  etiologies  may 
be  complicated  by  aspergillosis,  especially  if 
adrenal  glucocorticoids  have  been  given.  Re- 
cently, several  cases  of  Aspergillus  superinfection 
involving  the  skin,  lungs,  or  kidneys  have  been 
described  in  insulin-dependent  diabetics.38  With 
hematologic  malignancy,  the  risk  of  Aspergillus 
superinfection  increases  if  the  patient  is  hospital- 
ized at  the  time  hospital  construction  is  taking 
place.39  In  such  patients,  surveillance  cultures 
of  the  upper  respiratory  tract  for  Aspergillus 
may  be  positive,  which  presages  Aspergillus 
pneumonia  in  some  cases. 

The  pneumonia  may  be  unilateral  or  bilateral 
and  either  focal  or  diffuse.  Because  of  the  pro- 
pensity of  aspergilli  to  grow  into  blood  vessels, 
the  roentgenologic  picture  may  simulate  pulmon- 
ary infarction  of  other  etiologies.  In  the  area  of 
pneumonia,  abscess  formation  and  infarction  may 
result  in  an  x-ray  appearance  of  a fungus  ball. 

It  is  important  to  emphasize  that  a fungus  ball 
arising  within  any  established  cavity  (tubercu- 
lous, bronchiectatic,  or  neoplastic)  is  a benign 
disease  requiring  intervention  only  if  there  is 
repeated  hemoptysis  or,  rarely,  secondary  infec- 
tion. In  contrast,  if  a fungus  ball  arises  in  a 
patient  with  hematologic  malignancy  in  an  area 
of  Aspergillus  pneumonia,  it  indicates  progres- 
sive and  invasive  life-threatening  disease  that 
must  be  vigorously  treated. 

Once  aspergilli  escape  from  the  lungs,  abscesses 
are  found  most  often  in  the  kidneys,  myocardium, 
and  brain.  Additionally,  there  appears  to  be  an 
inordinate  likelihood  of  thyroid  abscesses.40  As- 
pergillus endocarditis  has  also  been  described 
consequent  to  extrapulmonary  dissemination.  In 
the  nervous  system,  the  lesions  include  single 
abscesses,  multiple  small  abscesses,  and  menin- 
gitis. Some  patients  with  diabetes  or  leukemia 
have  developed  necrotizing  sinusitis  with  osteo- 
myelitis.41 

Surprisingly,  even  if  there  is  progressive  lung 


disease,  sputum  and  bronchoscopic  specimens 
are  usually  unrevealing.  Precipitin  tests  on  serum 
are  positive  in  50-70%  of  patients  with  invasive 
lung  disease.  The  frequency  of  positive  sero- 
logical tests  once  dissemination  beyond  the  lungs 
has  occurred  is  not  known;  presumably  the  ma- 
jority of  such  patients  will  show  circulating  anti- 
gens and/or  antibodies.  Occasionally  the  lung 
lesions  heal  but  extrapulmonary  manifestations 
persist;  in  one  case  the  only  evidence  of  con- 
tinuing disease  was  excretion  of  fungus  balls  in 
the  urine.42 

Zygomycetes  (formerly  called  mucormycosis). 
As  with  the  aspergilli,  Zygomycetes  have  a pro- 
pensity to  grow  into  blood  vessels.  Pneumonic 
zygomycete  infection  occurs  most  often  in  those 
with  hematologic  malignancy  during  therapy. 
The  disease  may  also  supervene  in  diabetics,  in 
those  with  severe  leukopenia,  and  those  receiving 
steroid  therapy. 

Orbital  cellulitis,  proptosis,  and  ophthalmo- 
plegia occur  mostly  in  uncontrolled  diabetics  but 
also  occasionally  in  controlled  diabetics  and 
in  those  with  hematologic  malignancy.  Internal 
carotid  or  cerebral  artery  thrombosis  may  occur. 

Focal  zygomycetic  lesions  have  complicated 
use  of  contaminated  elastoplasts  and  have  ap- 
peared after  intramuscular  injection  in  patients 
with  diabetes,  malnutrition,  or  hematologic  ma- 
lignancy.4344 Zygomycotic  invasion  of  burns  has 
resulted  in  massive  necrosis  of  skin  and  subcu- 
taneous tissues.  In  the  leukemic,  subcutaneous 
infiltrative  and  ulcerating  lesions  may  supervene, 
usually  with  marked  tissue  necrosis. 

The  diagnosis  can  usually  only  be  made  by 
biopsy.  In  those  with  lung  and  brain  involve- 
ment, sputum  and  spinal  fluid  cultures  are  not 
helpful.  There  are  no  available  serologic  tests. 

Nocardia.  Although  host  defenses  have  not 
been  adequately  defined,  the  limited  evidence 
available  suggests  that  Nocardia  asteroides  is 
handled  primarily  by  the  lymphocyte-macro- 
phage system.  Pulmonary  or  systemic  nocardial 
infections  arise  during  corticosteroid  and/or  im- 
munosuppressive therapy  that  vitiate  delayed 
immune  mechanisms.  Renal  transplant  recipi- 
ents appear  particularly  susceptible,  especially 
if  several  bouts  of  incipient  kidney  rejection  have 
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occurred  necessitating  an  increase  in  medica- 
ments.45 

The  lungs  are  involved  most  frequently.  Once 
extrapulmonary  dissemination  occurs,  the  tis- 
sues most  often  involved  are  the  subcutaneous 
tissue  and  brain  substance.  In  the  brain  single 
or  multiple  lesions  may  occur;  only  rarely  is 
isolated  nocardial  meningitis  found. 

As  there  are  still  no  reliable  serological  tests 
available  for  general  use,  the  diagnosis  must  be 
made  by  visualization  of  the  organism  and  by 
obtaining  positive  cultures.  Sputum  specimens 
often  are  negative  on  smear  or  culture  if  the  lungs 
are  involved;  in  such  cases,  fiberoptic  broncho- 
scopy with  bronchial  brush  may  permit  a defini- 
tive diagnosis,  especially  if  the  laboratory  is 
alerted  to  the  possibility  that  a Nocardia  species 
may  be  the  offending  microorganism. 

Histoplasmosis,  Coccidioidomycosis,  and  Blas- 
tomycosis. . These  are  the  most  important  of  the 
true  fungal  infections  in  the  United  States.  For 
many  years  it  was  thought  that  they  could  not  be 
considered  as  opportunistic  pathogens  in  com- 
promised hosts.  It  is  now  clear  this  is  not  so. 

Histoplasma  infection  may  complicate  un- 
treated hematologic  malignancy,  but  this  is  un- 
usual. In  the  majority  of  cases  histoplasmosis 
supervenes  in  patients  with  hematologic  malig- 
ancy  during  or  shortly  after  corticosteroid  and/ 
or  immunosuppressive  agents  have  been  adminis- 
tered.46 In  this  setting  there  are  three  clinical 
patterns.  In  some  cases,  diffuse  pulmonary  in- 
filtrates dominate  the  clinical  picture.  In  others, 
fever  is  accompanied  by  hepatosplenomegaly. 
In  still  others,  a farrago  of  skin  lesions  are  the 
predominating  manifestations.  Macules,  pap- 
ules, abscesses,  ulcers,  palpable  purpura,  ery- 
thema nodosum-like  lesions,  erysipelas-like  le- 
sions, and  exfoliative  dermatitis  have  all  been 
described.47,48 

Diagnostically,  the  most  important  point  to 
make  is  that  neither  skin  tests  nor  conventional 
antibody  studies  are  particularly  helpful.  If  his- 
toplasmosis arises  in  the  compromised  host  dur- 
ing therapy,  there  are  likely  to  be  large  numbers 
of  organisms,  and,  as  a result,  the  buffy  coat 
smears  are  frequently  positive.  The  best  single 


diagnostic  procedure  is  bone  marrow  aspirations; 
organisms  can  usually  be  seen  and  cultivated. 

As  with  histoplasmosis,  severe  coccidioidal  in- 
fections complicate  hematologic  malignancy  or 
renal  transplantation  during  treatment  with  corti- 
costeroids and/ or  immunosuppressive  agents.49,50 
Unlike  histoplasmosis,  the  limited  evidence  at 
present  available  suggests  that  conventional  sero- 
logic tests  (precipitin,  complement  fixation)  re- 
main helpful  both  diagnostically  and  prognostic- 
ally. 

When  histoplasmosis  or  coccidioidomycosis 
arise  in  severely  compromised  hosts,  the  disease 
is  characteristically  widely  disseminated.  In  con- 
trast, in  the  small  number  of  cases  of  blastomy- 
cosis occurring  in  patients  with  hematologic  ma- 
lignancy or  other  diseases  during  corticosteroid 
or  other  therapy,  the  lesions  appear  confined  in 
most  cases  to  the  lungs.  Since  serologic  studies 
are  often  unreliable  even  in  the  noncompromised 
host,  the  organism  must  be  seen  in  lesions,  spu- 
tum, or  body  exudates,  and/or  the  fungus  must 
be  recovered  in  culture.  In  cases  of  disseminated 
disease,  skin  and  subcutaneous  tissues,  liver, 
spleen,  and  prostate  are  most  frequently  involved. 

Miscellaneous..  A variety  of  other  fungi  and 
yeasts  can  cause  severe  disease  in  compromised 
hosts.  Of  these  the  one  worthy  of  particular 
mention  is  the  ascomycete  P etriellidium  hoydii 
( formerly  designated  Allescheria  hoydii ) . There 
are  two  types  of  P.  hoydii  superinfection,  pul- 
monary and  widely  disseminated.  The  isolated 
pulmonary  form  is  seen  mostly  in  patients  suffer- 
ing from  tuberculosis,  sarcoidosis,  and  bron- 
chiectasis. Cases  have  also  been  described  in 
patients  with  leukemia  during  therapy. 

The  disseminated  form  is  almost  always  found 
in  patients  suffering  from  leukemia  or  lupus 
erythematosus  during  treatment  with  steroids, 
immunosuppressive  drugs,  or  antitumor  agents. 
Thyroid  and  brain  are  often  involved.51 

Increasing  numbers  of  cases  of  infection  by 
fungi  of  prosthetic  valves  or  dialysis  fistulae  are 
now  being  reported. 

Treatment 

There  are  three  useful  agents  in  the  treatment 
of  systemic  fungal  and  yeast  infections.  Ampho- 
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tericin  B,  5 fluorocytosine  ( 5 FC ) and  the  imida- 
zoles (miconazole  and  ketoconazole ) . 

Amphotericin  B remains  the  agent  of  choice 
in  most  severe  infections.  In  recent  years  it  has 
become  clear  that  Aspergillus  pneumonia  will 
often  respond  to  amphotericin  B,  either  given 
alone  or  in  combination  with  5 fluorocytosine.52 
Less  frequently,  zygomycete  infections  of  the 
lung  or  eye  improve  after  amphotericin  B ad- 
ministration. In  both  the  Aspergillus  pneumonia 
that  complicates  leukemia  and  the  zygomycetic 
orbital  involvement  that  complicates  diabetic 
acidosis,  control  of  the  underlying  disease  is  im- 
portant. Indeed,  sometimes  Aspergillus  pneu- 
monia will  improve  substantially  as  soon  as  the 
leukemia  goes  into  remission.  Conversely,  if  the 
leukemia  remains  in  relapse,  it  is  unlikely  am- 
photericin B will  succeed  except  ephemerally. 

Acute  infections  due  to  H.  capsulatum  and 
those  due  to  B.  dermatitidis  usually  respond  well 
to  amphotericin  B.  It  is  still  less  certain  just 
how  helpful  amphotericin  B is  in  chronic  pul- 
monary histoplasmosis.  The  drug  is  ordinarily 
quite  effective  in  pulmonary  coccidioidomycosis 
but  is  somewhat  less  effective  in  the  dissemi- 
nated form  of  the  disease. 

Amphotericin  B is  also  the  agent  of  choice  in 
life-threatening  Candida  infections.  Only  rarely 
is  a strain  of  Candida  not  susceptible  in  vitro; 
consequently,  the  antibiotic  can  be  used  in  the 
absence  of  in  vitro  sensitivity  data.  In  dissemi- 
nated candidiasis,  amphotericin  B often  need  be 
given  for  only  14  to  21  days;  this  contrasts  with 
the  much  more  prolonged  course  of  therapy  re- 
quired in  cryptococcosis  and  coccidioidomycosis. 

Amphotericin  B usually  succeeds  in  extra-CNS 
cryptococcal  infection,  and  results  in  either  im- 
provement or  cure  in  about  two-thirds  of  cases  of 
meningeal  disease;  in  the  latter  intrathecal  or 
intracisternal  amphotericin  often  must  be  given. 
However,  this  is  by  no  means  uniform;  despite 
the  fact  that  only  small  amounts  of  intravenously 
administered  amphotericin  B can  be  measured 
in  the  cerebrospinal  fluid,  many  cases  of  cerebral 
cryptococcosis  are  cured  by  use  only  of  intra- 
venously administered  amphotericin. 

5 Fluorocytosine  is  the  agent  of  choice  in 
chromoblastomycosis.  It  is  also  useful  in  yeast 


infections  and  in  aspergillosis.  Since  about  20% 
of  strains  of  Candida  albicans  are  resistant  in 
vitro  to  5 FC,  the  drug  should  not  be  used  in 
seriously  ill  patients  unless  in  vitro  sensitivity 
tests  are  available.  It  should  probably  not  be 
used  as  sole  therapy  in  cryptococcosis  because 
the  yeast  often  becomes  rapidly  resistant  to  it. 

Still  unsettled  is  the  usefulness  of  the  combi- 
nation of  amphotericin  B and  5 fluorocytosine. 
Several  studies  find  the  combination  advantage- 
ous in  the  treatment  of  cryptococcal  meningitis; 
in  such  cases  amphotericin  B is  given  in  reduced 
dosage  (0.3-0.4  mg/kg).53’54  Use  of  both  agents 
together  is  probably  also  indicated  in  cases  of 
pulmonary  or  systemic  aspergillosis.  There  is 
no  evidence  that  the  combination  is  better  than 
amphotericin  B alone  in  Candida  endocarditis  or 
meningitis.  Indeed  in  Candida  endocarditis  it 
is  still  unclear  whether  any  anti -Candida  regi- 
men is  effective;  many  investigators  assert  that 
valve  replacement  is  the  treatment  of  choice. 
We  continue  to  believe  on  the  basis  of  our  own 
experience  that  a trial  of  amphotericin  B plus 
5 FC  is  warranted.55  If  this  fails,  surgery  should 
be  performed.  If,  however,  the  Candida  infec- 
tion arises  on  a prosthetic  valve,  immediate  re- 
moval of  the  prosthesis  is  clearly  the  treatment 
of  choice. 

Miconazole  is  the  agent  of  choice  in  South 
American  blastomycosis.  Aside  from  that  dis- 
ease, its  therapeutic  role  is  unsettled.  It  is  bene- 
ficial in  some  cases  of  coccidioidomycosis  and 
systemic  candidiasis.  It  has  also  been  used  in 
some  cases  of  cryptococcosis,  blastomycosis  and 
sporotrichosis,  with  success  in  some  cases  and 
either  relapse  or  failure  in  others. 

Ketoconazole  has  the  same  spectrum  as  mi- 
conazole but  can  be  given  orally  As  with  mi- 
conazole, its  role  is  not  yet  established.  It  has 
also  been  used  with  apparent  success  in  a few 
cases  of  recalcitrant  histoplasmosis. 

Rifampin  appears  to  have  potentiated  the  ef- 
fects of  amphotericin  B against  H.  capsulatum, 
A.  fumigatus  and  B.  dermatitidis ,56,57  and  has 
been  added  to  amphotericin  B and  5 fluorocyto- 
sine in  the  treatment  of  human  aspergillosis. 
However,  at  present  the  role  of  rifampin  as  a 
supplement  to  other  agents  is  not  clear. 
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In  some  cases  of  antimicrobial-resistant  sys- 
temic fungal  infections,  in  particular  cryptococ- 
cosis, histoplasmosis,  and  coccidioidomycosis,  the 
administration  of  transfer  factor  may  be  remark- 
ably effective.58'61  Sulfonamides  or  the  combina- 
tion of  trimethopterin  and  sulfamethoxazole 
(Bactrim,  Roche)  are  the  agents  of  choice  in 
nocardial  infections. 

In  recent  years  knowledge  about  fungal  in- 
fections and  their  treatment  has  increased  sub- 
stantially, and  it  seems  likely  that  in  the  next 
few  years  our  diagnostic  and  therapeutic  capaci- 
ties will  be  considerably  augmented. 
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WHEN  DO  YOU  FIND  THE  TIME  TO  . . .? 

The  roles  we  play  as  physicians  are  several 
and  quite  varied— healer,  counselor,  teacher,  ad- 
ministrator, committee  person,  spouse,  parent, 
employer,  citizen,  and  so  forth.  It  strains  us  to 
find  time  for  ourselves,  to  do  some  nonmedical 
reading,  pursue  relaxing  interests,  or  just  to  sit 
and  think.  With  this  kind  of  life-style  being  the 
pattern  for  most  of  us,  it  is  surprising  that  the 
physician  community  can  and  does  manage  to 
organize  itself,  pursue  high  standards,  and  serve 
as  one  of  the  major  forces  shaping  the  health 
(mental,  physical  and  economic)  of  the  com- 
munity-at-large. 

The  latter  activities  of  the  physician  commun- 
ity have  not  developed  spontaneously,  effort- 
lessly, or  from  a paid  army  of  physicians  work- 
ing together;  rather,  they  are  the  product  of 
hard-working  doctors,  volunteering  their  time 
because  they  feel  no  other  group  can  do  certain 
jobs  as  well,  balancing  what  we  would  like  to 
do  against  what  we  can  afford  to  do.  At  the 
level  of  hospital  staffs,  county  and  state  societies, 
and  specialty  societies,  these  labors  continue, 
seemingly  without  end,  and  often  seemingly  with- 
out appreciation  from  peers  or  from  the  citizenry 
at  large. 

At  a national  level,  the  time  and  efforts  of  any 
one  doctor  might  seem  futile,  a “waste”  of  time. 
And  yet,  the  national  impact  of  the  physician 
community  as  a whole  exists,  is  recognized  as 
worthwhile,  and  serves  to  better  the  public  in- 
terest as  well  as  to  maintain  the  necessary  bal- 
ances between  society  and  individuals,  the  public 
and  the  medical  profession. 

This  work,  important  to  the  public  and  es- 
pecially to  each  and  every  physician,  is  in  large 
part  the  task  of  your  national  organization,  the 
AMA.  Monitoring  and  analyzing  hundreds  of 


pieces  of  health-related  legislation;  testifying  be- 
fore Congress  and  federal  agencies;  personally 
contacting  congressmen  and  their  staffs;  drafting 
and  arranging  for  sponsors  of  physician-initiated 
health  legislation;  speaking  out  with  physicians’ 
points  of  view  on  national  TV,  press,  and  public 
forums;  answering  inquiries  from  public  officials, 
newspaper  and  magazine  reporters,  and  health 
conscious  citizens;  litigating  in  the  courts  for  the 
physician  community;  accrediting  hospitals, 
medical  schools,  and  training  programs  for  resi- 
dents and  practicing  physicians— these  and  many 
other  valuable  functions  are  performed  by  the 
AMA  in  its  role  of  representing  physicians  at 
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large.  If  the  AMA  didn’t  already  exist  to  fill 
these  roles,  it  would  surely  be  created  as  a neces- 
sary force  to  deal  with  them;  individual  physi- 
cians simply  do  not  have  the  time  or  resources  to 
deal  with  them  on  their  own. 

If  you  are  an  AMA  member,  you  are  contribut- 
ing to  all  of  these  efforts  to  help  your  fellow  citi- 
zens, your  physician  colleagues,  and,  at  least  as 
importantly,  yourself.  If  you  are  not  an  AMA 
member,  then  other  physicians  are  pulling  an 
extra  share  of  this  load  for  you  and  would  wel- 
come your  support  through  membership  and  your 
expressed  opinions. 

When  do  you  find  the  time  to  . . .?  Why  not 
help  others— who  have  found  the  time— to  help 
you?  Join  and  maintain  your  active  membership 
in  the  AMA. 

Roger  B.  Thomas,  Jr.,  M.D. 

Mf  & Hf 

BARIUM  EXAMINATION  OF  THE  SMALL 
BOWEL:  A NEED  FOR  REASSESSMENT 

The  frequency  with  which  a small  bowel  ex- 
amination is  requested  to  follow  an  upper  GI 
series  in  a patient  with  no  symptomatology  or 
signs  pointing  to  small  intestinal  pathology  is 
disturbing.  One  is  tempted  to  conclude  that  the 
examination  is  ordered  merely  because  there  are 
some  25  feet  of  small  intestine  in  the  abdomen 
( there  must  be  some  pathology  in  all  that  length 
of  gut! ) or  because  the  barium  opacifies  some 
of  the  small  bowel  during  an  upper  GI  series  so 
it  might  as  well  be  completely  examined. 

Two  recently  published  studies  on  the  efficacy 
of  the  small  bowel  study  formally  present  points 
which  radiologists  have  been  unable  to  convince 
their  clinical  colleagues  of  for  some  years.12  To 
summarize  (and  editorialize),  one  or  more  of  the 
following  indications  should  be  known  to  be 
present  or  possibly  present  before  considering 
a small  bowel  study:  history  of  small  bowel  dis- 
ease, small  bowel  fistula,  metastasis  to  or  local 
invasion  of  small  bowel  by  tumor,  trauma  with 
small  bowel  involvement,  small  bowel  obstruc- 
tion, mass  involving  small  bowel,  adhesions, 
systemic  disease  associated  with  small  bowel  in- 
volvement, inflammatory  bowel  disease,  primary 
small  bowel  tumor,  or  malabsorption. 


Diarrhea,  which  is  nonspecific  in  origin,  is  also 
an  indication  if  causes  other  than  small  bowel 
disease  seem  unlikely.  Indications  such  as  bleed- 
ing, abdominal  pain,  weight  loss,  bloating,  an- 
emia, anorexia,  and  nausea,  when  unaccompanied 
by  the  indications  outlined  above,  have  a very 
low  yield  (0-5%).  No  abnormal  examinations 
were  encountered  in  95  studies  ordered  with  no 
suspicion  of  small  bowel  disease  in  one  of  the 
two  series  referenced. 

There  are  several  disadvantages  associated 
with  the  conventional  small  bowel  examination 
which  warrant  mention.  First,  the  study  is  time 
consuming;  the  several  hours  spent  sitting  around 
the  radiology  department  as  the  barium  moves 
at  glacial  speed  to  the  colon  converts  many  a 
cooperative  patient  into  a hostile  one  by  the  end 
of  the  study.  The  time  spent  by  technologists 
taking  an  abdominal  film  every  20-30  minutes 
and  by  the  radiologist  taking  “spot  films”  could 
be  better  spent  doing  other  work.  Second,  the 
patient  receives  in  the  range  of  2.8  rads  of  radi- 
ation during  a typical  small  bowel  study.  Third, 
at  the  Wilmington  Medical  Center  the  small 
bowel  study  costs  approximately  $50.00  addi- 
tional when  performed  following  the  upper  GI 
series. 

The  recent  further  refinement  of  enteroclysis 
( small  bowel  enema ) performed  via  a tube 
placed  in  the  proximal  small  bowel  has  led  to 
improved  diagnosis  of  small  bowel  disease.  The 
presence  of  this  procedure  in  the  diagnostic  arma- 
mentarium makes  it  more  critical  that  physicians 
understand  the  indications  for  small  bowel  radi- 
ography, inasmuch  as  the  study  is  somewhat 
more  labor  intensive  for  the  radiologist,  is  asso- 
ciated with  greater  radiation  exposure  to  the  pa- 
tient, and  is  more  costly. 

I am  suggesting  that  patients  will  be  better 
served  if  referring  physicians  consider  ordering 
an  examination  of  the  small  bowel  only  in  those 
patients  who  have  known  or  suspected  pathology 
of  the  small  intestine.  There  is  enough  experi- 
ence now  to  state  that  the  routine  inclusion  of  a 
“small  bowel  follow  through”  in  patients  having 
an  upper  GI  series  with  no  evidence  of  small 
bowel  pathology  or  in  patients  with  nonspecfic 
abdominal  complaints  is  not  indicated  because 
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of  its  low  yield,  financial  and  time  costs,  and 
associated  radiation.  If  other  studies  performed 
after  the  GI  series  in  the  patient’s  work-up  point 
to  the  small  bowel  as  a possible  site  of  disease, 
the  examination  can  be  performed  at  that  time. 

John  S.  Wills,  M.D. 

% M?  % 

MATZ'S  PRINCIPLES  OF  MEDICINE,  Part  IV 

In  1977,  Dr.  Robert  Matz,  a New  York  intern- 
ist, codified  “some  of  the  rules  and  principles  by 
which  the  profession  has  survived  and  operated 
up  to  the  present  time.”1-2  With  his  permission 
we  are  reprinting  some  of  Matz’s  Principles  in 
several  installments.  Ed. 

1.  If  you  actually  look  like  your  passport  photo, 
you  aren’t  well  enough  to  travel. 

2.  He  that  relieves  pain  is  blessed,  but  he  that 
causes  none  is  doubly  so. 

3.  Where  all  think  alike,  no  one  thinks  very 
much. 

4.  The  well-trained  physician  knows  what  to  do 
for  his  patients;  the  especially  well-trained 
physician  knows  what  not  to  do. 

5.  To  refer  to  only  one  authority  is  a form  of 
plagiarism,  whereas  to  refer  to  many  authori- 
ties is  accepted  generally  as  a form  of  re- 
search. 

6.  Before  ordering  a test,  decide  what  you  will 
do  if  it  is  (1)  positive,  or  (2)  negative,  and  if 
both  answers  are  the  same  don’t  do  the  test. 
(Cochrane’s  Aphorism) 

7.  You  won’t  cure  many  of  them;  you  won’t  even 
know  what’s  wrong  with  some  of  them;  but 
you  can  always  be  kind  to  them. 

8.  Diabetic  control,  like  virtue,  is  easier  to  talk 
about  than  to  define  or  achieve. 

9.  Today’s  therapeutic  innovation  is  likely  to 
result  in  an  infection  tomorrow. 

10.  If  you  must  use  placebos,  always  make  sure 
that  those  you  use  really  do  work. 

11.  Experience  is  the  name  we  all  give  to  our 
mistakes. 

12.  You  should  not  prevent  patients  from  getting 
well  on  their  own.  (Osier) 

13.  Medical  care  need  not  always  mean  the  at- 
tempt “to  rescue  the  perishing”  but  does  al- 
ways mean  “to  care  for  the  dying.” 


14.  Mother  Nature  is  a bitch! 
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SERVING  THE  LOCAL  INTEREST:  "THE  VALUE 
OF  A STATE  MEDICAL  JOURNAL" 

The  question  may  arise  in  the  minds  of  our 
members  as  to  the  raison  d’etre  of  a State  Medical 
Journal.  Surely,  there  are  enough  medical  jour- 
nals to  satisfy  the  needs  of  the  most  exacting, 
and  quite  a few  journals  which  are  so  superior 
to  anything  that  we  may  publish  that  the  very 
attempt  to  equal  them,  much  less  to  replace 
them,  would  be  like  the  performance  of  the  bull- 
frog who  tried  his  best  to  inflate  himself  to  the 
size  of  the  ox.  However,  no  matter  how  splendid 
these  journals  are,  they  do  not  serve  the  local 
interests.  Much  as  the  interests  of  all  the  doc- 
tors are  in  common,  there  are  special  local  in- 
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terests  which  affect  the  doctors  of  a given  local- 
ity. The  conditions  under  which  we  practice  in 
this  State  are  different  from  those  prevailing  in 
another  state;  our  medical  laws  are  different;  our 
medical  problems  are  different;  and  even  our 
doctors  are  just  a bit  different  from  those  of  other 
states.  These  local  interests  require  special  ex- 
pression which  can  find  place  only  in  a local 
publication. 

While  this  journal  is  published  by  the  State 
Medical  Society,  it  shall  exist  for  the  benefit  of 
all  the  doctors  in  the  State,  and  will  depend  for 
its  success  on  the  good  will  and  cooperation  of 
every  member  of  our  profession.  We  solicit  brief 
articles  on  medical  subjects,  personal  items,  and 
free  expression  of  opinion  on  any  subject  of  in- 
terest to  our  doctors.  It  is  only  by  such  help  and 
cooperation  that  we  will  be  able  to  make  a real 
live  Journal  which  will  be  welcome  to  the  doc- 
tor’s office  and  of  which  we  will  all  feel  proud. 

Albert  Robin,  M.D.,  Editor 

This  editorial  has  been  reprinted  from  the  Delaware  State  Medi- 
cal Journal,  December,  1911.  (Some  things  never  change.  Ed.) 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1981 

MEDICAL  SOCIETY  OF  DELAWARE 


The  192nd  Annual  Meeting  of  the  House  of  Delegates, 
Medical  Society  of  Delaware,  was  called  to  order  at 
the  Delaware  Academy  of  Medicine,  Wilmington,  Dela- 
ware, on  Friday,  November  20,  1981,  at  1:30  p.m.  with 
Robert  W.  Frelick,  M.D.,  President,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to  ac- 
cept the  minutes  of  the  1980  session. 

Dr.  Frelick  then  turned  the  meeting  over  to  Henri 
F.  Wendel,  M.D.,  who  acted  as  Speaker  of  the  House 
for  the  reports  of  the  Reference  Committees  and  the 
other  Society  business. 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

As  President  I found  I often  had  to  respond  to  crises, 
such  as  facing  the  U.S.  Justice  Department’s  investiga- 
tion of  possible  collusion  between  the  Medical  Society 
and  Blue  Cross  and  Blue  Shield  of  Delaware,  Inc.,  after 
the  Blues  established  its  rate  of  increase  for  1981  in 
consultation  with  the  Medical  Society  of  Delaware.  For- 
tunately, we  came  out  relatively  well.  This  investigation 
actually  came  about  as  a result  of  an  article  published 
in  Medical  Economics  in  December,  1979.  This  article 
described  discussions  between  Blue  Cross  and  Blue  Shield 
of  Delaware,  Inc.,  and  the  Medical  Society  of  Delaware, 
and  the  percentage  limit  on  increases  in  doctors’  pre- 
vailing fees. 

Other  problems  needing  rapid  decisions  included 
understanding  Dr.  Egdahl’s  and  the  Du  Pont  Company’s 
interest  in  controlling  health  care  costs,  and  the  relation- 
ship of  their  alternatives  to  HMOs.  We  also  faced,  and 
are  still  facing,  the  State  Medical  Society’s  involvement 
in  changes  in  the  workers’  compensation  laws  now  under 
consideration  in  the  State  legislature.  We  elected  to 
discuss  only  the  medical  aspects  of  the  program,  but 
even  these  were  controversial.  The  clinical  social  work- 
ers’ campaign  to  promote  legislation  to  require  health 
insurance  company  coverage  for  their  services  raised  an- 
other problem  that  needed  a rapid  response.  Staff  was 
able  to  keep  legislation  in  committee  at  the  end  of  the 
first  session,  but  the  situation  is  not  yet  fully  resolved. 
A more  recent  problem  has  been  increasing  malpractice 
costs.  The  Society  is  underwriting  a study  to  evaluate 
our  program  with  Aetna  and  to  see  if  other  companies— 
some  of  whom  seem  to  have  lower  costs— might  offer 
equal  or  better  coverage. 

The  State  Society  has  also  worked  on  issues  with  long- 
term planning.  Examples  are  the  changes  sought  by  the 
Board  of  Medical  Practice;  changes  in  the  Nurse  Practice 


Act  ( we  need  to  develop  a better  dialogue  with  the 
nurses  in  the  near  future);  problems  in  school  health, 
particularly  with  the  development  of  the  four-district 
program  in  New  Castle  County;  improvement  of  the 
Society  bylaws;  improved  relationship  with  the  legal 
profession;  and  the  development  of  risk  management 
programs  to  reduce  malpractice  potentials.  Last  spring 
we  established  an  Ad  Hoc  Committee  which  provided 
a forum  for  the  specialty  societies  and  the  State  Medi- 
cal Society.  Representatives  from  all  of  the  specialty 
societies  have  been  invited  to  several  meetings.  This 
dialogue  has  been  good  for  the  membership  of  all  groups. 
We  discovered  many  unexpected  common  denominators 
among  the  problems  of  each  society.  We  hope  to  have 
annual  reports  from  each  group  published  for  our  an- 
nual meeting. 

I am  enthusiastic  about  the  interest  of  Kent  County 
physicians  in  assuming  the  mantle  of  leadership.  I am 
particularly  pleased  that  a foreign  medical  school  gradu- 
ate, Dr.  Rafael  A.  Zaragoza,  will  be  our  President  next 
year. 

Next  year,  the  State  will  have  to  assume  a greater 
responsibility  for  the  expenditure  of  health  funds,  includ- 
ing Medicaid,  in  response  to  the  national  decision  to 
provide  block  grants  to  the  State  for  health.  This  has 
led  to  new  challenges,  and  has  raised  questions  locally. 
There  may  be  an  advantage  in  creating  a separate  State 
Department  of  Health;  certainly  the  Board  of  Health  will 
need  better  representation,  since  the  present  Board  con- 
sists only  of  the  Secretary  of  Health  and  Social  Services 
and  the  Director  of  the  Division  of  Public  Health.  The 
Division  of  Public  Health  will  have  to  assume  new  and 
larger  responsibilities  without  an  enlarged  staff,  and  this 
will  undoubtedly  affect  the  practice  of  medicine.  Phy- 
sicians and  other  health  care  providers  have  expertise 
and  interest  the  State  should  use  for  the  best  manage- 
ment of  resources. 

Your  State  Society  is  well  organized  and  strong.  Mem- 
bers’ input  to  the  Society  remains  essential  if  the  Society 
is  to  maintain  its  excellent  programs  and  coordinate  a 
medical  response  to  our  multiple  needs.  We  invite  your 
questions  and  suggestions  and,  in  turn,  depend  upon 
your  willingness  to  help— through  committee,  group,  and 
individual  action. 

Robert  W.  Frelick,  M.D. 

President 

( The  report  was  filed. ) 

REPORT  OF  THE  PRESIDENT-ELECT 

I would  like  to  take  this  opportunity  to  express  my 
gratitude  to  the  members  of  the  Medical  Society  of  Dela- 
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ware  for  giving  me  the  opportunity  to  be  their  President 
for  this  coming  year. 

It  is  indeed  an  honor,  a privilege,  and  a challenge  for 
me  to  lead  the  Society,  especially  in  these  days  when 
the  practice  of  medicine  and  the  delivery  of  health  care 
are  becoming  more  complicated  and  sometimes  frustrat- 
ing because  of  the  many  regulatory  agencies,  both  gov- 
ernmental and  private. 

The  escalating  cost  of  medical  care  in  the  past  decade— 
with  no  end  in  sight—  has  been  a major  concern  of  both 
the  providers  of  health  care  and  the  recipients.  The 
regulatory  agencies  designated  to  control  cost,  such  as 
the  PSRO,  have  done  little  to  reduce  the  cost  of  medical 
care  in  general.  On  the  other  hand,  such  regulatory 
agencies  may  have  contributed  to  increasing  the  cost, 
as  providers  have  to  spend  more  to  satisfy  the  require- 
ments imposed  by  such  agencies.  A significant  portion 
of  the  cost  of  the  patient’s  hospital  stay  covers  expenses 
incurred  as  a result  of  these  regulatory  requirements. 

Complex  third-party  payments  by  some  health  in- 
surers who  purport  to  be  overseers  or  watchdogs  for  the 
public  have  also  contributed  to  the  increase  in  the  cost 
of  medical  care.  Of  course,  the  high  cost  of  labor, 
equipment  and  supplies  are  the  major  factors. 

Another  major  concern  of  the  State  Medical  Society 
in  the  coming  year  is  the  sharp  increase  in  malpractice 
insurance  premiums,  which  will  increase  an  average  of 
35%. 

The  tainted  image  of  the  physician  of  today  can  prob- 
ably in  part  be  attributed  to  the  changing  attitudes  of 
the  public  toward  the  medical  profession,  resulting  in  a 
feeling  of  distrust  for  the  physician  who  has  in  recent 
years  been  perceived  by  some  as  more  concerned  with 
the  monetary  aspect  of  his  practice  than  with  the  pa- 
tients’ welfare.  Patients  are  more  medically  knowledge- 
able and  more  likely  to  sue.  This  has  increased  the 
number  of  malpractice  cases  in  recent  years,  resulting 
in  the  rising  cost  of  malpractice  premiums  and,  in  turn, 
contributing  to  the  escalating  cost  of  health  care.  Un- 
doubtedly the  exorbitant  fees  of  some  physicians  have 
also  been  a factor. 


These  are  just  some  of  the  areas  to  which  we  should 
address  ourselves,  to  try  to  find  ways  to  improve  the  situ- 
ation. Cooperation  and  concerted  and  organized  efforts 
on  our  part  are  essential  in  finding  ways  to  solve  these 
problems. 

I urge  the  members  of  the  Society  to  be  more  active 
and  participate  in  the  affairs  and  functions  of  the  So- 
ciety. Society  members  should  be  encouraged  to  bring 
problems  and  issues  to  their  respective  county  societies, 
and  to  the  Board  of  Trustees  of  the  State  Society  for 
consideration. 

Physicians  should  also  get  more  involved  with  the  long- 
range  planning,  policy-making  and  governing  bodies  in 
the  hospital  and  inform  the  lay  members  of  the  hospital 
board  of  trustees  of  the  rapid  changes  in  medical  tech- 
nology and  health  care  delivery,  in  order  to  provide 
the  best  medical  care  for  the  patient  and  the  com- 
munity in  general.  We  should  participate  actively  in 
hospital  committees,  especially  those  involved  in  patients’ 
care.  Properly  utilized,  these  active  committees  are 
vehicles  for  conveying  the  individual  physician’s  thoughts 
and  ideas  to  the  policy-making  body  or  board  of  trustees. 

Participation  in  community  programs,  not  only  health- 
related  but  other  civic  activities  and  service  clubs  as  well, 
is  one  way  of  getting  to  know  other  people  and  for  them 
to  know  us  as  persons  with  interests  other  than  medicine 
and  not  just  as  a special  interest  group. 

But  whatever  we  do,  we  must  keep  in  mind  that  our 
main  objective  as  physicians  is  to  provide  for  the  medi- 
cal needs  of  the  community  we  serve. 

Rafael  A.  Zaragoza,  M.D. 

President-Elect 

( The  report  was  adopted. ) 

REPORT  OF  THE  SECRETARY 

There  were  156  meetings  held  this  year,  including 
today’s  meeting.  Nine  meetings  were  devoted  to  the 
transaction  of  business  matters  by  the  Board  of  Trustees. 
All  business  transacted  by  the  Society  has  been  recorded 
in  the  minutes  as  presented  by  the  Secretary. 
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During  the  past  year,  the  Society  co-sponsored  the 
following  seminars: 

Medical  Aspects  of  Sports  Seminar  on  January  10, 
1981,  in  cooperation  with  the  University  of  Delaware. 
CHAMPUS  Provider  Meetings  on  February  18th  and 
19th,  1981,  in  cooperation  with  the  Association  of 
Delaware  Hospitals,  Navy  and  Marine  Corps  Reserve 
Center— Wilmington,  Pennsylvania  Blue  Shield,  USAF 
Hospital— Dover. 

Malpractice  Medical-Legal  Seminar  on  October  17, 
1981,  in  cooperation  with  Aetna  Life  and  Casualty 
Company. 

In  addition,  the  Medical  Society  of  Delaware  staff  has 
monitored  approximately  55  meetings  involving  health 
planning  in  Delaware.  These  have  included  meetings 
of  task  forces,  the  Statewide  Health  Coordinating  Com- 
mittee, the  Joint  Health  Plan  Development  Committee, 
the  Delaware  Health  Council,  Subarea  Advisory  Councils, 
and  the  Joint  Committee  for  Special  Studies. 

1981  MEMBERSHIP 

Dues-Paying  Dues-Exempt 


Members 

Members 

Total 

Kent 

68 

10 

78 

New  Castle 

619 

85 

704 

Sussex 

111 

15 

126 

— 

— 

— 

798 

1980  MEMBERSHIP 

110 

908 

Kent 

61 

10 

71 

New  Castle 

603 

83 

686 

Sussex 

97 

16 

113 

761 

109 

870 

The  Society  has  had  102  inquiries  from  physicians 
seeking  placement  in  Delaware.  The  office  has  corres- 
ponded with  these  persons  and  acted  as  liaison  between 
them  and  local  physicians  seeking  associates.  Compli- 
mentary ads  have  been  placed  in  the  Delaware  Medical 
Journal  for  some  of  the  doctors  seeking  local  opportuni- 
ties. Physicians  seeking  associates  may  contact  the  office 
of  the  State  Society. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Secretary 

( The  report  was  adopted. ) 

REPORT  OF  THE  TREASURER 

As  we  reported  last  year,  a goal  of  25%  yearly  appreci- 
ation in  portfolio  and  other  assets  of  the  Society  was  set 
for  the  next  four  years,  in  an  effort  to  place  the  Society 
in  essentially  a financially  self-funding  position.  Due  to 
the  exigencies  of  the  money  and  stock  markets,  the  So- 
ciety succeeded  in  increasing  its  net  worth  by  approxi- 
mately 40%.  Despite  the  overall  softening  of  the  equities 
market  during  the  past  several  months,  there  has  been  a 


marked  increase  in  interest  realized  from  debt  instru- 
ments that  more  than  compensated  for  the  portfolio 
changes.  Thus,  the  Society’s  overall  financial  picture 
has  strengthened  to  the  point  where  some  consideration 
can  be  given  to  further  broadening  our  investment 
scheme  and  to  the  securing  of  real  estate  for  the  use 
of  the  membership  or  for  investment  purposes.  While 
this  is  attractive  from  an  investment,  diversification,  and 
usage  standpoint,  there  are  problems  of  liquidity  and 
maintenance  that  should  be  addressed.  Therefore,  care- 
ful study  should  be  given  as  to  whether  or  not  the  idea 
is  attractive  at  all  to  the  needs  of  the  House  of  Delegates 
and  the  membership. 

The  stock  portfolio  continues  to  be  managed  in  a 
defensive  posture  at  the  present  by  Richard  West  of 
Brittingham,  Inc.  Our  short-term  interest  in  money 
market  funds  guaranteed,  guaranteed  bank  certificates 
of  deposit,  and  Treasuries  has  averaged  approximately  16% 
during  the  past  fiscal  year,  and  it  is  anticipated  that  this 
rate  will  continue  for  the  major  part  of  fiscal  1982. 

The  Treasurer  wishes  again  to  thank  the  Board  for  their 
continued  interest  in  limiting  unnecessary  expenditures 
and  the  staff  of  the  Medical  Society  for  their  unflagging 
attention  to  maintaining  the  1981  budget,  cutting  un- 
necessary costs,  and  closely  monitoring  the  almost  daily 
interest  changes  in  debt  instruments. 

TREASURER’S  REPORT 
September  30,  1981 


Balance 

December  31,  1980; 

Bank  of  Delaware $ 13,221.43 

Receipts 

Dues  143,545.50* 

Services  723.04 

Claims  Review 900.00 

Dividends  and  Interest 22,333.00 

Roster  3,365.50 


TOTAL  RECEIPTS  170,867.04 

Transfer  29,000.00 

Transfer  to  Checking  Account  , . 10,412.34 

Reimbursed  3,765.08 

Disbursements 
Office  Personnel 

Employee  Benefits  6,485.09 

Salaries  56,536.83 

Employer  Tax  5,808.76 

Office  Operation 

Contribution  to  Academy 10,042.50 

Printing,  Postage,  Stationery, 

Telephone,  Supplies  13,649.01 

Service  Contracts /Xerox 4,293.12 


"NOTE:  This  figure  includes  1981  dues  in  the  amount 
of  $13,955.00  which  were  collected  in  December  1980 
and  reflected  in  the  December  31,  1980  Treasurer’s  Re- 
port. 
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Audit  and  Insurance  3,676.00 

Kelly  Services  1,935.30 

Storage  108.00 

Office  Painting,  Plastering,  etc 1,500.00 

Travel  and  Contingency 4,999.44 

Subscriptions  722.90 

Contributions /Dues  740.02 

Roster  1,500.00 

Legal  Counsel  4,946.83 

Public  Relations  9,602.45 

Committees  and  Contingency  6,146.40 

Miscellaneous  214.00 


TOTAL  DISBURSEMENTS  132,906.65 

Transfer  for  Interest $ 80,000.00 

Transfer  to  Checking  Account 10,412.34 

Reimbursable  5,473.17 

RESTRICTED  FUNDS 

Receipts 

AMA  Dues  111,125.00 

Blood  Bank  1,660.63 

Delaware  Medical  Journal 7,595.00 

DELPAC  2,160.00 

Kent  County  1,320.00 

Sussex  County  1,020.00 

Annual  Meeting: 

Exhibits  4,500.00 

Grants  1,287.16 

Other  Grants  500.00 

Education  Fund  3,857.50 

Medical  Benevolence  Fund  2,388.34 

AMA  Rebate  1,812.51 

Southeastern  Coalition  Reception  11,028.10 


TOTAL  RECEIPTS  150,254.24 

Disbursements 

AMA  Dues  111,125.00 

Blood  Bank  1,518.50 

Delaware  Medical  Journal  3,100.00 

DELPAC  2,000.00 

Kent  County  925.00 

Annual  Meeting 150.00 


Education  Fund  (1980)  745.00 

Medical  Benevolence  Fund  (1980)  814.00 

Medical  Defense  Fund  (1980)  490.00 

AMA  Rebate  (New  Castle  County)  1,358.75 

Southeastern  Coalition  Reception  11,206.43 


TOTAL  DISBURSEMENTS  133,432.68 

Balance 

October  1,  1981;  Delaware  Trust  Co 300.00 

October  1,  1981;  Bank  of  Delaware 1,040.29 


BRITTINGHAM,  INC. 

5809  Kennett  Pike,  Centerville 
Wilmington,  Delaware  19807 

Robert  W.  Frelick,  M.D. 

President,  Medical  Society  of  Delaware 
1925  Lovering  Avenue 
Wilmington,  Delaware  19806 

Dear  Dr.  Frelick: 

Enclosed  is  the  Investment  Portfolio  for  the  Medical 
Society  of  Delaware.  On  a unit  basis  the  portfolio  has 
appreciated  60.4%  versus  a 27.1%  gain  in  the  Dow  Jones 
Industrial  Average  since  the  beginning  date  of  8/28/74. 
For  the  latest  quarter  the  portfolio  was  sharply  lower  with 
a negative  28.9%  versus  a 12.9%  decrease  in  the  Dow 
Jones  Industrial  Average. 

I needn’t  tell  you  about  the  recent  stock  market  ac- 
tivity. I believe  that  the  selling  pressure  on  Friday,  Sep- 
tember 25  and  the  climax  activity  on  Monday,  Septem- 
ber 28,  marks  the  low  point  for  the  stock  market  and  the 
intra-day  low  of  807.46  will  prove  to  be  the  low  point 
of  1981.  Similarly  I believe  that  this  valuation  also  will 
prove  to  be  the  low  point  for  some  time  to  come. 

If  you  have  any  questions  concerning  this  review, 
please  give  me  a call. 

Sincerely, 
Richard  W.  West,  C.F.A. 
Peter  R.  Coggins,  M.D. 

Treasurer 

( The  report  was  filed. ) 

( See  Performance  Monitor  on  following  page. ) 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 

UPJOHN 
HEALTHCARE 
SERVICES SM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 


Telephone:  656-2551 
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PERFORMANCE  MONITOR 


DOW  JONES 

MEDICAL 

PERIOD 

SOCIETY  OF  DELAWARE 
CUMULATIVE  UNIT 

PERIOD 

CUMULATIVE 

DATE 

IND.  AVERAGE 

CHANGE 

CHANGE 

VALUE 

CHANGE 

% CHANGE 

Beginning 

8/28/74 

666.61 

9.96 

12/31/74 

616.24 

( 7.6) 

(7.6) 

9.93 

( -3) 

( -3) 

3/31/75 

768.15 

24.7 

15.2 

13.00 

30.9 

30.5 

6/30/75 

878.99 

14.4 

31.9 

15.40 

18.5 

54.6 

9/30/75 

793.88 

( 9.7) 

19.1 

12.99 

(15.6) 

30.4 

12/31/75 

852.41 

7.4 

27.9 

13.46 

3.6 

35.1 

3/31/76 

999.45 

17.2 

49.9 

14.65 

8.8 

47.1 

6/30/76 

1002.79 

.3 

50.4 

14.47 

( 1-2) 

45.3 

9/30/76 

990.19 

( 1.3) 

48.5 

14.39 

( -6) 

44.5 

12/31/76 

1004.65 

1.5 

50.7 

14.60 

1.5 

46.6 

3/31/77 

919.13 

( 8.5) 

37.9 

14.62 

.1 

46.8 

6/30/77 

916.30 

.3 

37.5 

15.86 

8.5 

59.2 

9/30/77 

847.11 

( 7.6) 

27.1 

16.34 

3.0 

64.1 

12/31/77 

831.17 

( 1.9) 

24.7 

16.26 

( -5) 

63.3 

3/31/78 

757.36 

( 8.9) 

13.6 

15.99 

( 1.7) 

60.5 

6/30/78 

818.95 

8.1 

22.9 

17.06 

6.7 

71.3 

9/29/78 

865.82 

5.7 

29.9 

19.56 

14.7 

96.4 

12/29/78 

805.01 

( 7.0) 

20.8 

16.28 

(21.3) 

54.6 

3/30/79 

862.18 

7.1 

29.3 

19.05 

17.0 

91.3 

6/29/79 

841.98 

( 2.3) 

26.3 

15.64 

(17.9) 

57.0 

9/28/79 

878.67 

4.4 

31.8 

16.73 

7.0 

68.0 

12/31/79 

838.74 

( 4.5) 

25.8 

17.14 

2.4 

72.1 

2/29/80 

863.14 

2.9 

29.5 

18.22 

6.3 

82.9 

3/31/80 

785.75 

( 9.0) 

17.9 

14.73 

(19.2) 

47.9 

6/30/80 

867.91 

6.2 

30.2 

18.17 

15.4 

82.4 

9/30/80 

932.42 

7.4 

39.9 

23.40 

28.8 

134.9 

12/31/80 

963.99 

3.4 

44.6 

29.61 

26.5 

197.3 

3/31/81 

1003.87 

4.1 

50.6 

23.35 

(21.1) 

134.3 

6/30/81 

976.88 

( 2.5) 

45.3 

22.17 

( 5.0) 

122.6 

9/30/81 

849.98 

(12.9) 

27.1 

15.98 

(28.9) 

60.4 

MEDICAL 

, SOCIETY 

OF  DELAWARE 

September  30,  1981 

Yield 

Unit 

Market 

Cost 

Market 

Income 

Total 

on 

Percent 

Quan.  Security 

Cost 

Cost 

Price 

Pr.  Index 

Value 

Rate 

Income 

Market 

Portfolio 

Options 

10  Call  G.  D.  Searle  Nov.  @ 35 

3,056.78 

3.06 

.500 

17 

500 

— 

— 

— 

.8 

Common  Stocks 

5,000  Askin  Services 

12,705.00 

2.54 

1.000 

40 

5,000 

— 

— 

— 

8.5 

1,000  California  Microwave 

13,490.00 

13.48 

11.125 

83 

11,125 

— 

— 

— 

18.9 

800  Raymond  Industries 

21,987.22 

27.48 

15.125 

55 

12,100 

.26 

208 

1.7 

20.6 

500  SFE  Technologies 

9,920.00 

19.84 

15.125 

76 

7,563 

— 

— 

— 

12.8 

800  Transcontinental  Energy 

16,056.00 

20.07 

10.500 

53 

8,400 

— 

— 

— 

14.3 

77,215.00 

44,688 

208 

75.9 

Cash  and  MLRAT 

14,174.00 

14,174 

15.6 

2,212 

15.6 

24.1 

91,389.00 

58,862 

2,420 

4.1 

100.0 

Units:  3,682 
Unit  Value:  15.98 
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REPORT  OF  THE  BOARD  OF  TRUSTEES 

During  the  past  year,  the  Medical  Society  of  Delaware 
has  supported  and  caused  to  be  introduced  in  the  Gen- 
eral Assembly  three  separate  pieces  of  legislation  at  the 
request  of  the  Board  of  Medical  Practice. 

The  Federal  government  proposed  regionalization  of 
Medicare  coverage,  which  would  result  in  Part  B Medi- 
care for  the  citizens  of  Delaware  being  handled  out  of 
Camp  Hill,  Pennsylvania,  rather  than  the  local  Blue 
Shield  offices.  Because  of  the  Society’s  intervention 
through  our  legislators  in  Washington,  HCFA  decided 
that  the  administration  of  Medicare  Part  B will  remain 
in  Delaware,  but  that  the  claims  processing  will  go  to 
Camp  Hill.  The  problems  have  still  not  been  worked 
out  of  the  program.  The  Society  will  continue  to  work 
toward  a resolution. 

In  February,  representatives  of  the  Society  joined  the 
Kent  County  Society  for  a joint  meeting  with  the  Kent 
County  Bar  Association  to  discuss  problems  with  phy- 
sician-attorney communication  and  relationships.  It  was 
felt  that  this  meeting  was  beneficial  to  both  professions, 
and  future  meetings  are  anticipated. 

The  Ad  Hoc  Committee  on  Chiropractic  met  on  two 
occasions  with  representatives  of  the  chiropractors.  It 
was  the  feeling  of  the  group  that  further  meetings  with 
representatives  of  the  chiropractic  community  would  be 
useful. 

Representatives  of  the  Society  met  with  attorneys  from 
the  Antitrust  Division  of  the  Department  of  Justice  in 
March  of  this  year.  The  Department  of  Justice  was 
particularly  interested  in  the  Society’s  “negotiations”  with 
Blue  Shield.  The  Antitrust  Division  contends  that  noth- 
ing should  interfere  with  competition  in  the  area  of  fees. 
♦The  Society  was  informed  that  any  violations  noted  in 
their  relationship  to  Blue  Shield  as  a result  of  this  visit 
would  be  communicated  to  the  Society  within  60  days 
and  could  result  in  a “cease  and  desist”  order  being  im- 
posed. The  60-day  period  has  passed  without  any  com- 
munication to  the  Society  from  the  Antitrust  Division. 

The  Society  has  taken  no  stand  on  the  proposed  phase- 
out of  PSROs.  Board  members  felt  that  liaison  between 
the  Medical  Society  of  Delaware  and  DELRO  would  be 
helpful,  and  recommended  the  development  of  such 
liaison.  This  has  not  been  accomplished. 

An  ad  hoc  committee  of  the  Liability  Insurance  Com- 
mittee has  been  examining  alternatives  to  the  liability 
insurance  plan  sponsored  by  the  Society.  This  has  cul- 
minated in  the  Society’s  going  to  Insurance  Buyers’  Coun- 
cil, Inc.,  an  independent  risk  management  and  insurance 
consulting  service  which  sells  no  insurance,  and  asking 
them  to  study  our  Aetna  Liability  Insurance  Program,  as 
well  as  other  liability  insurance  options  being  offered  in 
the  area.  A recommendation  will  be  forthcoming  to  the 
members  prior  to  the  Aetna  anniversary  date. 

The  Board’s  interest  in  the  health  planning  process  in 


Delaware  continues.  Earlier  in  the  year  two  local  ob- 
stetrical societies  sought  the  Society’s  support  because 
of  their  concern  over  the  quality  of  medical  care  which 
would  be  delivered  in  a proposed  out-of-hospital  birthing 
center.  It  was  further  noted  that  there  is  a lack  of  data 
on  out-of-hospital  birthing  centers  and  that  unexpected 
difficulties  appear  in  one  out  of  20  deliveries.  Another 
health  planning  issue  which  has  been  raised  at  the  re- 
quest of  St.  Francis  Hospital  is  the  methodology  used 
for  medical/surgical  bed  projections.  The  Medical-Sur- 
gical Task  Force,  chaired  by  Charles  M.  Smith,  M.D., 
has  appointed  a subcommittee  to  re-examine  the  bed 
projection  methodology  which  is  included  in  the  current 
health  plan  for  Delaware. 

Because  of  a significant  increase  in  premium  in  the 
Medical  Society  group  health  insurance  with  Blue  Cross 
and  Blue  Shield,  the  Medical  Economics  Committee  was 
asked  to  investigate  with  Blue  Shield  a front-end  deduct- 
ible of  one  or  two  thousand  dollars  for  inclusion  in  the 
program  at  renewal  time. 

The  Society  has  been  concerned  about  the  shifting  of 
substantial  Federal  health  program  responsibility  to  the 
states.  An  ad  hoc  committee  chaired  by  David  Platt,  M.D., 
reviewed  possible  effects  of  Federal  spending  cuts  on 
the  administration  of  the  Medicaid  program.  Dr.  Platt, 
as  a representative  of  the  Medical  Society  of  Delaware, 
will  be  assisting  the  Department  of  Health  and  Social 
Services  and  the  State  in  an  analysis  of  what  the  State 
can  do  to  control  the  growth  of  Medicaid  expenditures, 
while  continuing  to  provide  good  quality  health  care  to 
eligible  recipients. 

Another  facet  of  this  shifting  of  responsibility  to  the 
states  is  in  the  form  of  “block  grants.”  With  block 
grants,  states  can  tailor  their  spending  to  meet  their 
own  local  needs.  In  all  blocks  except  Primary  Care  and 
Maternal  and  Child  Health,  some  funds  may  be  trans- 
ferred to  other  blocks.  It  is  incumbent  upon  us  to  make 
certain  that  these  block  grants  do  not  shift  into  the 
social  service  area. 

Renewed  interest  in  a separate  Department  of  Health 
headed  by  a physician,  a concept  supported  by  Governor 
du  Pont  when  he  ran  for  his  first  term  of  office,  has  re- 
sulted in  Resolution  81-1  urging  the  Medical  Society  of 
Delaware  to  promote  the  establishment  of  a Cabinet- 
level  Department  of  Health  in  Delaware. 

The  Society  continues  to  monitor  the  hospital  utiliza- 
tion and  cost  analysis  program  proposed  by  the  Boston 
University  Health  Policy  Institute. 

The  matter  of  the  disputed  fee  for  orthopedic  services 
rendered  by  Dr.  John  Hogan  has  been  resolved.  All 
parties  are  satisfied  that  their  points  have  been  made. 
Blue  Shield  clarified  that  individual  consideration  is 
available  for  fees  both  above  and  below  the  usual  and 
customary.  It  was  noted  that  by  January  1983,  a five- 
digit coding  system  will  be  in  place.  Dr.  Hogan  will 
develop  a method  of  adjusting  the  Kinderman  fee. 
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The  Society  conducted  an  accreditation  survey  on  one 
of  the  hospitals  in  the  Wilmington  area.  Heretofore  this 
survey  has  been  done  by  the  Pennsylvania  Medical  So- 
ciety. The  Medical  Society  of  Delaware  is  now  capable 
of  conducting  their  own  surveys. 

Anne  Shane  Bader 
Executive  Director 

( The  report  was  filed. ) 

THE  AMA  DELEGATE 

1980  INTERIM  MEETING 

The  1980  Interim  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  San  Francisco  on  December  7 
through  December  10,  1980.  The  Medical  Society  of 
Delaware  was  represented  by  its  delegate,  Roger  B. 
Thomas,  Jr.,  M.D.;  the  alternate  delegate,  Rhoslyn  Bis- 
hoff,  M.D.;  its  president,  Robert  W.  Frelick,  M.D.;  its  ex- 
ecutive director,  Mrs.  Anne  Shane  Bader;  and  a staff  rep- 
resentative, Mrs.  Beverly  Dieffenbach.  Several  activities 
occurred  at  the  meeting  which  was  attended  by  various 
members  of  our  delegation,  including  a Medical  Services 
conference  on  IPAs,  and  the  Annual  Forum  on  Medical 
Affairs,  which  concerned  itself  with  the  interface  prob- 
lems of  physicians,  nurse  practitioners,  and  physicians’ 
assistants.  In  addition,  the  state  of  Delaware  was  the 
host  state  for  the  reception  given  by  the  Southeastern 
Coalition,  of  which  Delaware  is  a member.  These  vari- 
ous functions  will  not  be  covered  in  this  report,  which 
is  specifically  to  highlight  those  actions  of  the  House  of 
Delegates  which  were  felt  to  be  of  local  interest. 

By  a vote  of  104  to  100,  the  House  of  Delegates  voted 
to  encourage  the  elimination  of  professional  standards 
review  organizations.  The  debate  on  this  topic  was 
lengthy  and  heated,  and  followed  extensive  testimony  at 
a reference  committee  hearing.  Many  physician  frustra- 
tions with  the  PSRO  Program  were  revealed.  In  spite  of 
concern  voiced  from  the  leadership  that  repeal  of  the 
present  program  might  cost  physicians  their  influence 
in  it,  the  House  nevertheless  approved  the  position  that 
the  AMA  should  continue  professionally  directed  efforts 
to  ensure  that  the  care  provided  to  patients  is  of  high 
quality,  appropriate  duration,  and  rendered  in  an  ap- 
propriate setting  at  reasonable  cost,  and  to  encourage  the 
elimination  of  all  government  directed  peer  review  pro- 
grams, including  PSRO. 

The  issue  of  National  Health  Insurance  was  dealt  with 
briefly;  in  contrast  to  past  sessions  where  lengthy  debate 
occurred,  the  matter  was  before  Reference  Committee 
for  an  hour  and  a half,  and  handled  by  the  House  in 
about  20  minutes.  The  House  endorsed  the  AMA  cur- 
rent policy  on  National  Health  Insurance,  cornerstones  of 
which  are  that  the  AMA  continues  to  advocate  positively 
the  superiority  of  voluntary,  free-choice  medical  care, 
compared  to  a system  dominated  and  controlled  by  the 
federal  government,  and  certain  principles  to  assure  the 
availability  of  private  insurance  against  the  cost  of  ca- 
tastrophic illness.  The  little  discussion  on  NHI  that 


took  place  involved  the  continuing  efforts  of  the  Louisi- 
ana Delegation  on  behalf  of  its  Consumer  Health  Invest- 
ment Plan  (CHIP)  proposal  for  National  Health  Insur- 
ance. 

Acting  on  a request  from  the  Resident  Physicians  Sec- 
tion, the  House  of  Delegates  delayed  approval  of  new 
guidelines  for  accrediting  graduate  medical  education 
programs.  The  Resident  Section  expressed  concern  that 
the  proposed  policies  would  dilute  the  original  standards 
and  weaken  their  position  in  graduate  training  programs, 
saying  that  the  original  standards  had  served  them  well. 
The  chairman  of  the  AMA  Board  of  Trustees  indicated 
to  the  House  that  the  proposed  revisions  would  sub- 
stantially alter  several  policies  previously  adopted  by  the 
House.  AMA  President  Robert  Hunter  urged  delegates 
to  refer  these  matters  back  to  the  Board  of  Trustees,  and 
this  was  accomplished.  Considerable  frustration  was 
expressed  by  representatives  from  the  other  four  parent 
members  of  the  Liaison  Committee  on  Graduate  Medical 
Education,  since  the  proposed  revision  represents  six  years 
of  negotiations.  Nevertheless,  AMA  leadership  indicated 
that  the  Board  of  Trustees  was  not  satistfied  with  Section 
V,  dealing  with  House  Staff  rights,  privileges,  and  re- 
sponsibilities. 

The  House  of  Delegates  took  action  in  protest  of  the 
New  York  State  Board  of  Regents’  plan  to  evaluate 
foreign  medical  schools  and  provide  hospital  clerkships 
for  foreign-trained  Americans  who  wish  to  return  to  the 
United  States  to  complete  their  education.  The  AMA 
House  adopted  the  position  that  there  should  be  a uniform 
national  method  to  evaluate  such  foreign  medical  schools, 
and  that  no  individual  jurisdiction  should  act  independ- 
ently in  making  judgments  on  the  quality  of  education 
abroad.  This  problem  is  highlighted  by  the  fact  that 
about  11,000  American  citizens  are  currently  studying 
medicine  abroad,  and  most  of  them  are  enrolled  in  about 
six  recently  established,  for-profit  schools  in  the  Carribean 
Islands  and  in  Mexico.  Each  year,  about  2,500  of  these 
students  seek  third-year  clinical  clerkships  in  the  United 
States,  with  the  goal  of  entering  practice  in  this  country; 
more  than  half  of  the  applicants  for  these  positions  are 
from  the  New  York  City  area.  Some  individual  members 
of  state  licensing  boards  expressed  a view  that  their 
states  would  refuse  to  adopt  a New  York  license  as  a 
basis  for  reciprocity,  unless  this  matter  was  more  satis- 
factorily dealt  with. 

A series  of  resolutions  was  presented,  calling  for  re- 
peal of  the  National  Health  Planning  Laws  (Public  Law 
93-641),  which  have  ushered  in  the  age  of  HSAs,  CONs, 
and  SHCCs.  The  House  of  Delegates  debated  at  length 
the  best  ways  to  end  federal  regulation  on  health  care. 
The  final  action  was  the  adoption  of  a resolution  calling 
for  the  AMA  to  support  immediate  cessation  of  funding 
for  this  law,  and  for  the  AMA  to  cause  legislation  to 
be  introduced  in  the  new  Congress  to  repeal  93-641  and 
96-79,  and,  with  the  support  of  state  medical  associations, 
to  seek  diligently  to  pass  that  legislation.  Delegates 
overwhelmingly  endorsed  a resolution  from  Michigan  that 
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the  AMA  develop  principles  for  a program  of  voluntary, 
locally-based  health  planning  designed  to  address  local 
needs  with  local  resources,  as  an  alternative  to  existing 
legislation. 

The  Association  was  directed  by  the  House  of  Dele- 
gates to  examine  the  feasibility  of  conducting  an  in-depth 
study  of  the  element  of  competition  introduced  into  the 
health  care  delivery  system  by  health  maintenance  organi- 
zations and  other  prepaid  plans.  The  House  of  Delegates 
accepted  a report,  which  among  other  things  noted  the 
AMA’s  success  in  modifying  the  language  of  a notice 
sent  by  HCFA  to  Medicare  beneficiaries  about  HMOs, 
clarifying  the  fact  that  the  beneficiary  has  a choice  among 
health  care  delivery  systems,  and  that  the  government  is 
not  advocating  one  system  over  another. 

The  House  of  Delegates  directed  the  Association  to 
influence  the  Food  and  Drug  Administration  to  place  a 
moratorium  on  any  extension  of  the  program  for  im- 
plementation of  patient  package  inserts,  until  an  orderly, 
interdisciplinary,  and  collaborative  educational  program 
evaluates  this  concept.  According  to  Reference  Com- 
mittee testimony,  the  FDA’s  guidelines  for  patient  pack- 
age inserts  were  drafted  without  consultation  with  prac- 
ticing physicians.  Physicians  testified  that  these  inserts 
threatened  the  physician-patient  relationship. 

The  House  of  Delegates  directed  the  AMA  to  urge 
the  nation’s  100  most  widely  circulated  newspapers  and 
100  most  widely  circulated  magazines  to  refuse  to  accept 
tobacco  product  advertisements. 

The  House  of  Delegates  opposed  the  federal  govern- 
ment’s proposal  to  regulate  the  sale  and  use  of  alpha- 
fetoprotein  diagnostic  kits,  and  reaffirmed  its  objection 
to  the  use  of  the  Medical  Device  Amendment  of  1976 
as  a means  of  controlling  the  practice  of  medicine.  Ex- 
tensive Reference  Committee  debate  underscored  the 
feelings  that  the  attempt  by  the  Food  and  Drug  Ad- 
ministration to  strictly  regulate  such  diagnostic  testing 
is  an  unwarranted  intrusion  into  medical  practice.  The 
controversy  stems  from  the  FDA’s  announcement  regu- 
lating how  these  kits  will  be  used  by  individual  physi- 
cians; currently,  the  FDA  only  has  the  authority  to  regu- 
late the  manufacture  of  medical  devices  such  as  these 
kits.  Many  speakers  emphasized  the  dangers  in  allow- 
ing the  FDA  to  broaden  its  authority  over  the  practice 
of  medicine. 

The  House  adopted  a report  by  a special  panel  on 
drug  abuse  from  the  AMA’s  Council  on  Scientific  Affairs, 
dealing  with  “Marijuana  in  the  80’s.”  This  report  high- 
lighted growing  evidence  that  marijuana  is,  in  fact,  more 
hazardous  to  health  than  is  currently  and  popularly  be- 
lieved. In  discussing  marijuana  use,  the  report  said  that 
the  drug’s  most  deleterious  effects  are  related  to  chronic 
or  consistent— as  opposed  to  episodic— use  of  marijuana. 
The  report  dealt  extensively  with  physical  and  psycho- 
logical damage  which  is  either  known  to,  or  strongly 
suspected  to,  occur  from  exposure  to  marijuana. 


A comprehensive  report  on  the  hospice  approach  to 
terminal  illness  was  accepted  by  the  delegates  of  the 
House.  This  report,  from  the  Council  on  Medical  Ser- 
vice, called  for  continuation  of  studies  by  private  and 
public  third  parties  in  paying  for  hospice  care,  with  the 
goal  of  such  study  being  the  design  of  coverage  for 
medical  charges  and  costs  incurred  by  individuals  who 
elect  to  remain  at  home  for  tieatment  required  in  the 
case  of  terminal  illness,  thereby  encouraging  alternative 
and  less  costly  treatment  settings.  William  Weil,  M.D., 
of  California,  introduced  an  addition  to  the  report  on  be- 
half of  the  California  Delegation  that  called  for  acceptable 
hospice  criteria  for  patient  selection  and  for  appropriate 
services.  He  indicated  that  Blue  Shield  has  approved 
of  the  concept  in  California,  and  covers  physician  home 
services.  He  expressed  their  concern  that  hospice  pro- 
grams might  reduce  traditional  voluntary  services,  and 
stated  the  intent  to  avoid  the  prospect  of  “paid”  mourn- 
ers. This  reflected  a concern  expressed  in  Reference 
Committee  debate  that  entrepreneurs  more  interested  in 
profit  than  in  service  might  be  drawn  to  well-funded 
hospice  programs. 

The  House  adopted  a report  on  exercise  testing,  which 
discussed  the  methods,  applications,  diagnostic  value, 
and  interpretation  of  this  form  of  cardiac  evaluation. 
Among  its  conclusions  were  that  exercise  testing  prob- 
ably has  little  indication  for  use  in  the  routine  screening 
of  the  healthy  population,  but  may  provide  a useful 
indication  of  coronary  disease  prevalence  in  epidemio- 
logical studies  of  middle-aged  men.  The  report  also 
concluded  that  such  testing  might  confirm  the  diagnosis 
of  coronary  artery  disease  in  patients  with  questionable 
symptoms;  help  gauge  the  severity  and  prognosis  of 
known  coronary  artery  disease;  and  provide  a measure 
of  functional  capacity,  assisting  the  physician  in  the 
exercise  or  work  prescription  and  in  evaluating  the  effect 
of  treatment  and  rehabilitation. 

Expanded  medical  student  representation  in  the  AMA 
was  approved  by  the  delegates,  from  the  Council  of  Long 
Range  Planning  and  Development,  which  recommended 
that  state  and  local  medical  societies  be  encouraged  to 
provide  mechanisms  for  more  direct  involvement  of  stu- 
dents at  the  state  and  local  levels.  In  a related  action, 
the  delegates  approved  opening  AMA  membership  to 
students  in  accredited  schools  of  osteopathic  medicine. 

The  Equal  Rights  Amendment  to  the  U.S.  Constitu- 
tion made  its  first  appearance  as  an  issue  on  the  floor  of 
the  AMA  House  in  a resolution  by  the  Student  Business 
Section.  A recommendation  by  the  Ad  Hoc  Committee 
on  Women  in  Organized  Medicine  urged  endorsement 
of  the  ERA.  The  House  of  Delegates  referred  a 44-page 
report  by  this  committee,  including  nine  recommendations 
besides  the  one  urging  ERA  endorsement,  to  the  Board 
of  Trustees  for  study  and  implementation. 

There  were  many  other  items  of  business  and  interest, 
including  spirited  debate,  covering  a broad  range  of 
topics  in  health  care,  health  politics,  and  health  eco- 
nomics. To  cover  them  all  would  dilute  further  this  re- 
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port.  The  interested  reader  is  referred  to  the  American 
Medical  News  issue  of  19  December  1980,  where  more 
detailed  information  on  these  matters  can  be  obtained. 

Roger  B.  Thomas,  Jr.,  M.D. 

Delegate 

( The  report  was  filed. ) 

THE  AMA  DELEGATE 

1981  ANNUAL  MEETING 

The  1981  annual  meeting  of  the  AMA  House  of  Dele- 
gates was  held  on  June  7 through  June  11,  1981,  in 
Chicago.  The  Medical  Society  of  Delaware  was  repre- 
sented by  its  President,  Robert  W.  Frelick,  M.D.;  its 
Delegate,  Roger  B.  Thomas,  M.D.;  and  its  Alternate 
Delegate,  Rhoslyn  J.  Bishoff,  M.D.  This  report  will 
review  major  items  of  business  which  were  transacted 
during  that  meeting,  along  with  lesser  items  which  have 
particular  relevance  to  our  state;  more  fully  detailed  in- 
formation is  contained  in  the  AMA  NEWS,  dated  June 
19-26,  1981. 

William  Y.  Rial,  M.D.,  a solo  family  practitioner  from 
Swarthmore,  Pennsylvania,  was  chosen  as  President-elect 
of  the  AMA  during  this  meeting;  he  was  unopposed.  This 
fine  physician  is  a long-time,  boyhood  friend  of  our  Al- 
ternate Delegate,  Dr.  Bishoff;  we  will  be  fortunate  to  have 
Dr.  Rial  as  our  President-elect,  and  can  expect  that  he 
will  have  an  acute  awareness  of  many  problems  shared 
by  physicians  in  this  part  of  the  country. 

The  delegates  approved  a major  restructuring  of  the 
AMA’s  organization  and  staff,  discontinuing  the  Council 
on  Continuing  Physician  Education.  The  House  author- 
ized the  Board  to  study  a less  costly  gathering  than  the 
interim  meeting  of  the  House,  if  participation  in  policy 
making  could  be  preserved.  The  House  identified  rep- 


resentation of  the  medical  profession  as  the  number  one 
function  of  the  Association.  Other  primary  functions 
were  cited  as  being  the  provision  of  scientific  and  socio- 
economic information;  the  establishment  and  mainten- 
ance of  standards  of  conduct  and  performance;  and  the 
sharing  with  other  organizations  of  the  maintenance  and 
implementation  of  educational  standards. 

The  House  adopted  an  incremental  approach  to  dues 
increases  that  will  raise  dues  to  $285  next  year,  which 
is  a $35  increase.  The  House  also  accepted  the  principle 
of  considering  raises  of  $30  in  1983  and  $25  in  1984, 
subject  to  the  wishes  of  the  House  in  those  years.  It 
should  be  noted  that  the  organizational  changes  partially 
described  above  are  expected  to  bring  savings  through 
program  consolidation,  flexible  staffing,  redirected  activi- 
ties, and  discontinued  activities.  The  House  adopted 
additional  dues  recommendations  concerning  medical  stu- 
dents, residents,  young  physicians  in  their  first  two  years 
of  practice,  and  physicians  in  the  armed  services. 

In  a major  decision  with  far-reaching  implications  for 
the  Association,  the  bylaws  were  changed  to  establish 
a direct  AMA  membership  option.  The  plan  calls  for 
states  and  counties  to  bill  all  physicians  by  October  1, 
with  the  AMA  underwriting  part  of  the  additional  cost 
of  soliciting  all  physicians.  After  the  April  30  delin- 
quency date  each  year,  the  AMA  will  bill  all  nonmember 
physicians  and  students.  Lists  of  those  who  respond  to 
direct  billing  will  be  sent  for  review  to  state  associations 
before  processing  is  completed,  and  all  objections  to  ap- 
plicants for  direct  membership  will  be  referred  to  the 
Judicial  Council  for  prompt  disposition.  Physicians  ac- 
cepted for  direct  membership  will  be  urged  to  join  state 
and  county  societies,  and  their  names  will  be  sent  to  those 
societies  as  membership  prospects.  This  plan  will  be  re- 
viewed and  reappraised  after  three  years. 

The  House  adopted  a comprehensive  report  pertaining 
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to  “pro-competition”  national  health  insurance  proposals 
now  under  consideration  by  the  Congress.  The  report 
expresses  some  serious  concerns  with  these  bills,  and  how 
they  would  affect  the  way  medicine  will  be  practiced  in 
the  future.  The  proposals  assume  that  patients  will  ac- 
cept responsibility  for  first  dollar  health  care  costs,  and 
choose  health  insurance  with  fewer  benefits,  and  thereby 
be  motivated  to  use  fewer  health  care  services.  The 
AM  A believes  that  the  likely  result  will  be  market  con- 
centration, and  that  sponsors  of  insurance  plans  would 
be  expected  to  exercise  their  purchasing  power  to  control 
selection  of  providers  and  facilities  through  special  ar- 
rangements with  them.  These  ends  would  be  fostered 
through  provider  contracts,  closed  panel  arrangements, 
negotiated  fee  schedules,  and  a greater  reliance  on  large 
group  practices,  where  costs  theoretically  might  be  low- 
ered through  strict  internal  controls.  Some  delegates 
predicted  that  the  trend  would  be  for  physicians  to  wind 
up  as  employees  of  large  corporations,  and  that  corporate 
America  views  the  practice  of  medicine  as  a mom-and- 
pop  industry  ripe  for  reorganization.  The  House,  in 
accepting  the  Board’s  report,  opposed  the  bill  sponsored 
by  Representative  Richard  Gephardt  ( Democrat,  Mis- 
souri ) , which  would  radically  restructure  the  health  care 
industry.  The  House  directed  the  Board  to  give  further 
consideration  to  the  Consumer  Health  Investment  Plan 
( CHIP ) proposed  at  last  year’s  annual  meeting  by  the 
Louisiana  Delegation.  The  Board  was  directed  to  in- 
vestigate the  feasibility  of  an  actuarial  study  of  the  CHIP 
program,  which  is  estimated  to  require  two  month’s  time 
and  $25,000. 

The  House  reiterated  its  support  for  the  elimination  of 
government  funds  for  new  start-ups  of  health  mainten- 
ance organizations,  and  for  the  termination  of  funds  for 
other  HMOs  after  completion  of  the  current  funding 
cycle.  The  delegates  referred  to  the  Board  of  Trustees 
a report  stating  that  HMOs  may  produce  lower  cost 
care,  but  recognizing  that  varying  factors  in  differing 
health  care  systems  do  not  permit  an  absolute,  direct  cost 
comparison.  There  was  reiteration  of  the  AMA’s  posi- 
tion protesting  the  use  of  tax  funds  for  this  purpose. 

The  House  adopted  several  proposals  on  peer  review, 
including  the  concept  that  the  AMA  will  take  a leader- 
ship role  in  developing  and  promoting  effective  means 
of  physician  assessment  of  the  quality  of  medical  care, 
regardless  of  the  fate  of  professional  standards  review 
organizations.  The  delegates  also  said  that  the  physician 
should  maintain  control  and  direction  over  peer  review, 
and  that  peer  review  should  be  done  only  by  physician- 
sponsored  organizations,  regardless  of  the  funding  source 
for  such  review.  The  delegates  reaffirmed  current  AMA 
policy  to  encourage  the  elimination  of  all  government- 
directed  peer  review  programs,  including  PSROs. 

The  House  voted  to  recommend  to  hospital  staffs  that 
admission  histories  and  physicals  be  performed  only  by 
physicians.  Testimony  in  the  Reference  Committee 
hearing  described  how  physicians  are  faced  with  an 
enormous  number  of  people  who  are  literally  lining  up 


to  be  certified,  credentialed,  or  to  have  the  scope  of  their 
practice  extended.  Although  the  Reference  Committee 
had  inserted  a phrase  in  the  resolution  that  would  have 
allowed  oral  surgeons  to  perform  admission  histories  and 
physicals,  the  delegates  thought  that  the  privilege  should 
be  accorded  only  to  physicians.  The  JCAH  recently  re- 
vised its  manual  to  allow  qualified  oral  surgeons  to  do 
these  examinations  on  patients  without  medical  problems. 
The  House  accepted  a report  from  the  Board  of  Trustees 
which  stated  that  it  was  not  legally  appropriate  for  the 
AMA  to  develop  criteria  for  granting  hospital  rights  to 
podiatrists.  Instead,  the  House  voted  to  have  staff  pre- 
pare a report  outlining  the  legal  status  and  to  evaluate 
information  regarding  podiatry,  and  to  have  this  informa- 
tion disseminated  as  needed. 

A smouldering  debate  between  medical  educators  and 
state  licensing  authorities  over  the  proposed  FLEX  I- 1 1 
sequence  flared  into  open  conflict  at  the  meeting.  The 
Council  on  Medical  Education  and  the  Section  on  Medi- 
cal Schools  resolved  to  oppose  the  test  sequence  that  the 
National  Board  of  Medical  Examiners  is  developing  at 
the  request  of  the  Federation  of  State  Medical  Boards. 
A medical  school  graduate  would  be  required  to  take 
the  FLEX  I before  entering  residency  training,  and 
would  be  deemed  unprepared  for  residency  training,  de- 
spite his  performance  in  medical  school,  if  he  failed  that 
test.  New  physicians  would  be  required  to  pass  FLEX 
II  before  entering  the  unsupervised  practice  of  medicine; 
there  have  not  yet  been  announced  plans  for  physicians 
who  fail  that  test.  The  president  of  the  Federation  of 
State  Medical  Boards  advised  the  House  that  the  ulti- 
mate decision  to  adopt  these  examinations  belongs  to  the 
individual  state  licensing  boards  and  not  the  AMA. 
Medical  educators  see  the  proposed  FLEX  I- 11  system 
as  demeaning  the  M.D.  degree,  maintaining  that  the 
medical  school  faculty  has  the  primary  obligation  to  evalu- 
ate students  during  the  four  undergraduate  years.  Licens- 
ing authorities,  on  the  other  hand,  contend  that  they  have 
a responsibility  to  assess  the  students  before  allowing 
them  to  treat  patients  during  their  residency  training  pro- 
grams. They  are  uncomfortable  that  medical  school  gradu- 
ates in  residency  training  programs  are  in  fact  practicing 
medicine  although  they  have  not  been  licensed  by  any 
state  board.  They  recognize  that  although  residents  are 
supposed  to  be  supervised  by  licensed  physicians,  there 
is  no  supervision  directly  on  hand  most  of  the  time, 
even  in  the  best  programs  in  the  country.  Their  position 
is  that  state  licensing  boards  have  the  responsibility  of 
assuring  the  public  in  a formal  fashion  that  an  individual 
is  competent  to  practice  medicine  with  reasonable  skill 
and  safety. 

A report  that  endorsed  the  usefulness  of  nuclear  en- 
ergy and  other  power  sources  was  approved  by  the  House 
of  Delegates,  which  also  called  for  nuclear  reactors  to  be 
built  in  low  population  areas.  The  adopted  report  also 
said  that  physicians  should  develop  methods  for  selecting 
and  evaluating  nuclear  power  plant  personnel.  Radio- 
active waste  disposal  and  health  effects  of  low-level 
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radiation  were  two  areas  identified  as  needing  accelerated 
study. 

Delegates  approved  a report  from  the  Council  on 
Scientific  Affairs  that  concluded  that  although  electronic 
fetal  monitoring  has  risks,  continuous  EFM  is  clearly 
warranted  in  high-risk  pregnancies.  The  report  gave 
examples  of  high-risk  pregnancies,  discussed  the  risk  of 
direct  EFM  increasing  the  chance  of  Caesarean  section, 
and  recommended  when  to  monitor  intermittent  heart 
rate  by  auscultation.  The  Council  also  noted  that  this 
trend  in  the  increasing  use  of  EFM  has  been  associated 
with  opposing  societal  forces  which  include:  (1)  An 
increased  emphasis  on  the  “natural”  birthing  process 
in  which  any  intervention  is  viewed  with  concern,  (2) 
A greater  demand  for  demonstrated  efficacy  of  common 
practices  as  well  as  new  technologies,  and  (3)  A greater 
emphasis  on  cost/benefit  and  cost/risk  analysis. 

In  a dramatic  change  of  policy,  the  House  of  Dele- 
gates voted  to  support  the  elimination  of  federal  price 
supports  for  tobacco.  Delegates  from  tobacco-growing 
states  attempted  to  forestall  the  move  by  offering  substi- 
tute resolutions,  but  the  House  was  not  deterred.  It 
should  be  noted  that  the  impetus  for  this  action,  as  well 
as  other  less  successful  actions  proposed,  came  from  the 
Resident  Physician  Section.  It  was  the  consensus  of  the 
House  that  the  opposition  of  these  price  supports  would 
maintain  consistency  with  the  strong  policy  of  the  AMA 
against  smoking. 

The  concept  of  equal  rights  for  men  and  women  was 
endorsed  by  delegates  of  the  House;  the  proposed  Equal 
Rights  Amendment  was  not  endorsed.  In  spirited  debate 
on  the  floor  of  the  House,  the  position  of  the  Reference 
Committee  was  sustained;  namely,  that  the  Equal  Rights 
Amendment  is  simple  in  words,  but  complex  in  interpre- 
tation, and  therefore  its  adoption  was  not  recommended. 
Undaunted  by  the  action,  the  Equal  Rights  Caucus,  an 
organization  of  some  2,000  ERA  supporters  within  the 
medical  community,  saw  a victory  in  the  House  vote. 
It  was  felt  that  the  resolutions  supporting  equal  rights 
for  men  and  women,  and  calling  for  education  of  phy- 
sicians about  the  ERA,  reversed  previous  AMA  positions 
that  the  ERA  “is  not  a medical  issue.” 

The  House  approved  a report  asking  the  Board  to 
review  the  objectives  and  criteria  under  which  specialty 
societies  are  granted  representation  in  the  House  of  Dele- 
gates. They  asked  the  Board  to  pay  particular  attention 
to  the  total  number  of  members,  the  total  number  of 
physician  members,  and  the  total  number  of  AMA  mem- 
bers in  the  specialty  society,  both  from  direct  membership 
and  state  society  membership.  The  Board  was  asked 
to  report  back  to  the  House  before  additional  specialty 
societies  were  considered  for  representation. 

In  other  items  of  business,  the  delegates  voted  to  sup- 
port HR  3722,  a bill  that  would  place  a moratorium  on 
the  Federal  Trade  Commission’s  activities  involving  pro- 
fessionals; referred  to  the  Board  a resolution  asking  the 
AMA  to  develop  model  state  legislation  opposing  “look- 


alike”  drugs;  opposed  state  laws  making  a physician’s 
licensure  contingent  upon  his  providing  services  to  Medi- 
caid beneficiaries  or  any  other  specified  category  of 
patients;  endorsed  the  principle  that  costs  and  pre- 
miums for  health  care,  whether  incurred  directly  by  an 
individual  or  as  an  employee  benefit,  should  be  equally 
tax-deductible. 

There  were  many  other  items  of  business  conducted 
by  the  House,  with  reports  adopted,  positions  taken,  and 
items  referred  for  further  study.  The  interested  physician 
or  other  reader  is  referred  to  the  AMA  NEWS  of  June 
19-26,  1981,  for  further  detail  in  these  areas,  which  are 
too  lengthy  and  involved  to  review  in  a report  of  this 
type. 

Roger  B.  Thomas,  Jr.,  M.D. 

Delegate 

( The  report  was  filed. ) 

REPORT  OF  THE  PRESIDENT  OF  THE 
KENT  COUNTY  MEDICAL  SOCIETY 

The  Kent  County  Medical  Society  held  dinner  meetings 
in  February  and  June  of  1981,  and  two  more  are  antici- 
pated in  October  and  December. 

In  February,  a joint  meeting  with  the  Kent  County 
Bar  Association  was  held  to  discuss  problems  with  phy- 
sician-attorney communication  and  relationships.  It  was 
generally  felt  that  this  meeting  was  beneficial  to  both 
professions,  and  future  joint  Bar  and  Medical  Society 
meetings  are  anticipated. 

In  June,  plaques  for  meritorious  service  were  given  to 
Dr.  John  Lazzeri  and  Dr.  Edward  Dennis,  who  retired 
from  active  medical  practice,  and  a plaque  of  commen- 
dation was  given  to  the  widow  of  Dr.  Seymour  Kaplan, 
who  died  earlier  this  year.  The  dues  for  the  society 
were  increased  for  the  first  time  in  18  years  from  $10.00 
to  $50.00  per  year. 

Five  new  members  have  been  inducted  into  the  society 
thus  far  in  1981. 

William  R.  Mast,  M.D. 

President 

Kent  County  Medical  Society 

( The  report  was  filed. ) 

REPORT  OF  THE  PRESIDENT  OF  THE 
SUSSEX  COUNTY  MEDICAL  SOCIETY 

The  Sussex  County  Medical  Society  has  had  good  par- 
ticipation at  our  meetings  in  the  past  year.  There  ap- 
pears to  be  an  interest  in  communicating  with  each  other 
and  learning  to  know  members  from  the  other  areas  of 
the  county. 

The  Sussex  County  Medical  Society,  in  cooperation 
with  the  State  Society,  began  participation  in  a radio 
program  on  station  WJWL  in  Georgetown  on  June  5th, 
1981.  The  program,  which  airs  from  9:35-10:00  a.m.  on 
the  first  Friday  of  each  month,  is  entitled,  “First  Friday.” 
The  program  presents  medical  information  to  the  public 
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on  a topic  which  is  determined  by  the  guest  physician. 
The  program  has  been  successful  and  has  had  a positive 
response  from  participating  members. 

There  has  been  discussion  of  the  unit  rule  which  is 
provided  for  in  our  Bylaws.  It  is  the  feeling  of  the 
majority  that  there  may  be  occasions  when  we  would 
instruct  our  delegates  on  a particular  issue.  However, 
considering  the  difference  in  voting  strength  of  the 
county  societies,  the  suggestion  was  made  that  at  any 
time  the  unit  rule  is  used,  each  county  should  have  one 
equal  vote.  This  is  not  being  made  as  a recommenda- 
tion but  only  for  information. 

The  above  item  and  others  in  the  Bylaws,  which 
should  be  revised,  are  being  held  until  we  receive  recom- 
mendations from  the  State  Society  Committee  which  is 
presently  reviewing  all  the  Bylaws. 

It  is  my  opinion  that  there  is  an  active  interest  in 
state  affairs  among  our  members.  This  interest  is  not 
reflected  in  attendance  at  committee  meetings,  due  to  a 
very  real  problem  of  transportation  time.  A noon  meet- 
ing, in  particular,  would  take  out  practically  a whole 
working  day.  At  the  same  time,  we  realize  that  because 
of  the  population  distribution,  it  is  a very  difficult  prob- 
lem to  arrange  meeting  times  equitably. 

Present  membership  in  the  Sussex  County  Medical 
Society  includes  116  regular  members  and  15  dues  ex- 
empt members,  for  a total  of  131  members. 

Harvey  E.  Mast,  M.D. 

President 

Sussex  County  Medical  Society 

( The  report  was  filed. ) 

REPORT  OF  THE  PRESIDENT  OF  THE 
NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

The  New  Castle  County  Medical  Society  held  four 
general  membership  meetings  within  the  past  year. 
Speakers  included: 

Dr.  Edgar  B.  Miller,  Jr. 

Topic:  Medicine  in  China  Today 

Dr.  Anthony  L.  Cucuzzella 

Topic:  Review  of  Present  Status  of  Various  HMOs 

Dr.  C.  Richard  Conti,  University  of  Florida 

Topic:  Overview  of  Coronary  Spasm 

Mr.  Donald  Barnhouse,  News  Commentator  and 
Professor 

Topic:  Long  Range  Changes  in  Delivery  of  Health 
Care 

The  Board  of  Directors  held  regular  monthly  meetings 
and  considered  a variety  of  topics  affecting  our  medical 
community  and  the  community  at  large.  Some  of  the 
many  items  discussed  concerned: 

1.  HMOs  (representatives  from  Delaware  Valley 
Health  Care,  Inc.  made  a presentation  to  the  New 
Castle  County  Medical  Society  Board  of  Directors); 


2.  Questionnaires  sent  to  the  residents  at  local  hospitals 
regarding  membership  in  our  Society; 

3.  The  proposed  Workers’  Compensation  Act; 

4.  Newspaper  articles  relating  to  local  medical  prac- 
tice; 

5.  Proposed  charge  for  ambulance  service  when  para- 
medics were  involved; 

6.  A Seminar  for  Physicians’  Office  Personnel;  and 

7.  The  role  of  a county  medical  society,  with  a conclu- 
sion that  strong,  independent  county  societies  should 
be  the  backbone  of  the  State  Society. 

The  Committees  of  the  New  Castle  County  Medical 
Society  held  regular  meetings  and  covered  a wide  range 
of  subjects.  Particularly  active  were  the  Peer  Review 
Committee,  chaired  by  Dr.  Gustave  K.  Berger,  and  the 
Professional  Conduct  Committee,  chaired  by  Dr.  Harry 
Repman.  The  Judicial  Board  held  four  meetings  to  in- 
terview the  prospective  new  Society  members.  Twenty- 
five  new  members  were  inducted  into  our  Society. 

I.  Favel  Chavxn,  M.D. 

President 

New  Castle  County  Medical  Society 
( The  report  was  filed. ) 

REPORT  OF  THE  REPRESENTATIVE  TO  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

As  your  representative  to  the  Delaware  Academy  of 
Medicine,  I have  kept  abreast  of  the  many  activities  and 
services  of  the  Academy. 

The  Library  continued  to  have  heavy  demands  placed 
on  it  by  its  members,  area  libraries,  and  the  public.  The 
Academy’s  Librarian,  Gail  P.  Gill,  was  appointed  a 
member  of  the  Mid-Eastern  Medical  Library  Services 
Committee  on  resource  sharing,  is  President  of  the  Wil- 
mington area  Bio-Medical  Library  Consortium,  and  is 
also  on  the  Board  of  Libraries  in  the  New  Castle  County 
system. 

In  September,  the  Library  became  one  of  three  online 
centers  in  Delaware  with  direct  access  to  the  computer 
at  the  National  Library  of  Medicine.  The  Med-Line 
terminal  is  located  in  the  Library. 

The  Delaware  Academy  of  Medicine,  as  the  medical 
resource  library  for  the  State  of  Delaware,  is  proposing  a 
Circuit-Riding  Librarian  to  serve  the  informational  needs 
of  Kent  and  Sussex  counties.  Kent  General  Hospital  will 
be  the  first  participant  in  this  project,  and  the  Librarian 
will  be  housed  there. 

In  March,  the  first  anniversary  of  the  Tel-Med  service 
was  observed.  This  continues  to  be  used  frequently  by 
the  citizens  of  New  Castle  County.  There  are  now  260 
tapes  in  the  library;  36  health-related  agencies  are  co- 
sponsoring some  of  these  tapes.  The  number  of  calls 
received  each  month  averages  1,200.  The  complete  list- 
ing of  the  available  tapes  was  published  in  the  1981 
Northern  Delaware  Telephone  Directory.  Each  month, 
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a news  release  concerning  one  of  the  tapes  is  issued  to 
the  local  news  media. 

The  Student  Financial  Aid  Committee  distributed  over 
$54,000  in  loans  to  37  medical  and  dental  students  for 
the  academic  year  1981-82.  The  Committee  also  dis- 
tributed the  DIMER  awards  to  the  Delaware  Jefferson 
students;  $99,000  was  awarded  to  these  students  this 
year. 

The  Calendar  of  Medical  Meetings  continues  to  be 
published  and  distributed  to  members  of  the  medical/ 
dental  professions,  the  staffs  of  the  Delaware  hospitals, 
institutions,  agencies,  and  individuals.  The  total  circu- 
lation is  now  over  1,500. 

The  new  Conference  Center  (former  Dining  Room) 
has  been  heavily  utilized  since  its  conversion  last  year. 

The  Annual  Banquet,  which  was  held  on  March  6, 
1981,  had  a record  number  of  attendees.  The  speaker 
was  Mr.  Stan  Waterman,  whose  presentation  concerned 
diving  on  the  Sinai  Reef  and  The  Day  of  the  Whales. 

The  living  past  presidents  were  honored  that  evening 
and  presented  with  a plaque  of  commemoration  of  their 
services  to  the  Academy. 

The  first  Betsy  Zurkow  Brown  Memorial  Lecture  was 
held  on  March  20,  1981,  in  conjunction  with  an  all-day 
seminar  co-sponsored  with  the  Delaware  Arthritis  Foun- 
dation. The  speaker  was  Robert  B.  Buckingham,  M.D., 
of  Pittsburgh. 

The  Fifth  Annual  Hoopes  Lecture  was  held  on  May 
28th.  The  speaker  was  Marvin  M.  Alderman,  D.D.S., 
University  of  Pennsylvania.  The  topic  for  the  all-day 
session  was  “Temporomandibular  Joint  Disease.” 

The  18th  Annual  Infectious  Disease  Symposium  was 
held  at  the  Academy  in  May.  Again,  this  was  a four- 
day  conference  and  was  co-sponsored  by  the  Academy. 

The  12th  Annual  Warren  Lecture  was  held  on  Novem- 
ber 6th.  This  was  well  attended  by  the  health  pro- 
fessionals in  the  community. 

The  Academy,  particularly  the  Library,  requests  the 
continued  interest  and  support  of  all  practicing  physi- 
cians and  the  Medical  Society  of  Delaware. 

Joseph  W.  Abbiss,  M.D. 

Representative 

( The  report  was  filed. ) 

BUDGET  COMMITTEE 

The  Budget  Committee  has  approved  and  submits 
for  the  consideration  of  the  House  of  Delegates  a bal- 
anced budget  totaling  $205,190.00  for  fiscal  1982.  While 
this  represents  an  approximate  overall  increase  of  8%  over 
the  1981  budget,  there  again  will  not  be  any  necessity 
for  changes  in  the  dues  structure. 

There  are  expenditure  increases  in  the  following  cate- 
gories: Academy  contribution  (25%);  committees  and 


contingency  (25%);  legal  expenses  (80%,  due  to  the  in- 
creased necessity  for  services ) ; printing,  telephone,  and 
other  office  management  expenses  (10%).  While  the  over- 
all salary  figure  remains  the  same  for  fiscal  1982,  there  is, 
in  actuality,  an  approximate  cost  of  living  increase  of 
10%  due  to  the  attritional  loss  of  one  employee. 

There  are  commensurate  increases  in  receipts  from 
dues  ( 5% ) and  interest  ( 20% ) , the  latter  reflecting  a con- 
servative estimate. 

As  in  fiscal  1981,  the  Medical  Defense  Fund  has  not 
been  funded  for  1982.  There  presently  remains  in  excess 
of  $11,000  in  the  general  fund  for  this  purpose  to  be 
withdrawn,  if  needed,  by  authorization  of  the  Board 
of  Trustees. 

MEDICAL  SOCIETY. OF. DELAWARE 
BUDGET  - 1981-1982 

Receipts 

Dues  

Services  

Claims  Review 

Dividends  and  Interest 

TOTAL  RECEIPTS 


Disbursements 
Office  Personnel 

Employee  Benefits  $ 12,500.00 

Salaries  90,378.00 

Employer  Tax 5,800.00 

Office 

Contribution  to  Academy  ....  10,200.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies,  etc  . . 20,120.00 

Service  Contracts/ 

Xerox,  etc 7,820.00 

Audit  and  Insurance 4,800.00 

Kelly  Services  1,500.00 

Storage  144.00 

Travel  and  Contingency 8,700.00 

Subscriptions  910.00 

Contributions/ Dues  1,100.00 

Legal  Counsel  6,500.00 

Public  Relations 12,700.00 

Committees  and  Contingency  . 9,250.00 

Liabilities 

^Education  Fund  $ 3,990.00 

Delaware  Medical  Journal 

Subscriptions  7,980.00 

Medical  Benevolence  Fund  . . . 798.00 

TOTAL  DISBURSEMENTS  $205,190.00 


* $2,000.00  donation  from  the  Education  Fund  for  the 
Academy  of  Medicine  Library 
500.00  donation  from  the  Education  Fund  for  the 
Academy  of  Medicine  Calendar 
500.00  donation  from  the  Education  Fund  to  the 
University  of  Delaware  for  the  Society  spon- 


$163,590.00 

3,000.00 

3,600.00 

35,000.00 

$205,190.00 
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sored  Continuing  Education  Program  in  con- 
junction with  the  University  of  Delaware  and 
Jefferson  Medical  College 

Peter  R.  Coggins,  M.D. 

Chairman 

( The  report  was  adopted. ) 

BYLAWS  COMMITTEE 

The  Bylaws  Committee  of  the  Medical  Society  of 
Delaware  held  a meeting  in  Dover  on  January  28,  1981, 
and  reviewed  the  bylaws  of  the  State  Medical  Society, 
along  with  those  of  all  three  component  county  societies. 
It  was  noted  that  all  four  documents  lack  clarity  in 
some  sections  and  there  are  several  places  where  individ- 
ual counties’  and  the  State  Society’s  bylaws  are  not  in 
agreement.  The  Committee  recommended  that,  with 
approval  of  the  Presidents  of  all  four  Societies,  a special 
ad  hoc  committee  be  appointed  to  go  over  the  four 
documents.  This  committee  was  subsequently  appointed, 
and  one  meeting  was  held  on  August  17th  in  Dover. 
The  ad  hoc  committee  adjourned  with  the  agreement  that 
several  members  would  bring  specific  proposals  back  to 
another  meeting  later  in  the  fall,  and  with  the  under- 
standing that  its  subsequent  recommendations  would  be 
sent  to  the  parent  Bylaws  Committees  of  each  society 
for  review. 

Dene  T.  Walters,  M.D. 

Chairman 

( The  report  was  filed. ) 

JUDICIAL  COUNCIL 

Although  the  Judicial  Council  has  not  met  this  past 
year,  they  stand  ready  to  assist  in  any  way  they  can. 

The  Judicial  Council  hears  appeals  which  arise  from 
the  counties’  decisions.  They  are  also  responsible  for 
interpreting  the  bylaws,  resolutions,  and  rules  of  the 
Society,  and  interpreting  and  ruling  upon  all  questions 
of  an  ethical  nature  that  may  confront  the  Society. 

Marvin  H.  Dorph,  M.D. 

Chairman 

MEDICAL  ECONOMICS  COMMITTEE 

There  were  no  meetings  of  the  Medical  Economics 
Committee  held  during  the  year  of  1981.  There  were  no 
requests  made  by  the  membership  to  the  committee  dur- 
ing the  year. 

The  chairman  has  continued  to  explore  the  possibility 
of  catastrophic  coverage  for  long-term  disability  requiring 
extended  nursing  home  care  or  home  care.  There  are 
no  known  insurance  companies  that  are  willing  to  pro- 
vide this  type  of  coverage.  The  committee  will  continue 
to  seek  a solution  to  this  problem. 

Olin  S.  Allen,  II,  M.D. 

Chairman 

( The  report  was  filed. ) 


MEDICAL  REVIEW  COMMITTEE 

The  full  Medical  Review  Committee  met  only  twice 
during  the  preceding  year.  As  more  experience  has  been 
gained  with  the  prevailing  fee  program,  the  precedent 
set  by  rulings  in  previous  years  has  resulted  in  an  almost 
automatic  functioning  of  this  program.  One  case  in- 
volving a very  large  claim  for  an  extraordinary  service 
was  reviewed.  A second  group  of  cases  was  reviewed 
and  in  this  group  it  seemed  the  essence  of  the  problem 
was  the  method  used  for  compensation  of  the  so-called 
“individual  consideration”  type  of  case.  This  resulted 
in  a request  that  the  Society  be  more  closely  informed 
about  what  procedures  are  given  individual  consideration 
in  establishing  a fee  and  what  criteria  are  used  to  estab- 
lish which  procedures  will  be  given  individual  consider- 
ation. The  Committee  also  requested  that  we  be  noti- 
fied when  procedures  are  moved  either  into  or  out  of 
the  individual  consideration  category. 

In  addition  to  the  meetings  of  the  full  Committee,  a 
subcommittee  of  the  Medical  Review  Committee  met  with 
members  of  Blue  Shield  in  an  advisory  capacity  at  the 
time  of  the  implementation  of  the  1981  fee  schedule. 
A second  subcommittee  has,  for  the  second  year,  en- 
gaged in  conversations  with  representatives  of  Blue  Shield 
on  the  so-called  “equity  issue.”  This  is  a term  used  to 
address  the  alleged  disparity  in  the  level  of  insurance 
payments  from  specialty  to  specialty  or  from  physician 
to  physician.  As  of  this  time,  no  substantive  procedural 
change  has  been  made  as  a result  of  these  conversations. 

Members  of  the  Committee  were,  during  this  year,  in- 
terviewed by  representatives  of  the  United  States  Depart- 
ment of  Justice.  The  Justice  Department  inquiry  was 
aimed  at  assuring  that  a proper  relationship  existed  be- 
tween the  Medical  Society  of  Delaware  and  Blue  Cross 
and  Blue  Shield  of  Delaware,  Inc.  It  is  our  impression 
that  the  Justice  Department  found  this  relationship  quite 
proper.  Nevertheless,  this  inquiry  may  result  in  some 
small  modifications  in  the  contract  between  the  partici- 
pating physicians  and  Blue  Shield.  It  will  perhaps  also 
result  in  both  of  these  agencies  being  more  aware  of  the 
hazards  of  anti-trust  violations  as  a result  of  our  relation- 
ship. 

Finally  I think  that  part  of  last  year’s  report  is  as 
appropriate  today  as  it  was  then  and  I would  like  to  re- 
peat it.  It  read  as  follows: 

As  the  Medical  Review  Committee  looks  to  the  com- 
ing year,  we  must  recognize  that  some  of  the  defects 
of  our  current  health  insurance  system  which  have 
been  apparent  for  many  years  may  become  so  press- 
ing that  they  can  no  longer  be  ignored.  The  threat 
of  nationalization  of  health  insurance  function  (so- 
cialized medicine)  has  been  with  us  for  many  years 
and  there  is  increasing  talk  of  alternate  delivery  sys- 
tems (HMDs).  If  there  is  to  be  some  reshaping  of 
the  methods  by  which  health  care  insurance  is 
financed,  surely  the  Medical  Review  Committee  spe- 
cifically and  our  Society  generally  must  give  consid- 
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eration  to  the  most  fundamental  questions  which 
face  us:  Do  we  believe  that  health  insurance  is 
already  excessively  comprehensive?  Do  we  urge  our 
public  to  seek  expansion  of  their  benefits  or  do  we 
recommend  that  their  interests  will  be  better  served 
if  the  individual  will  assume  a greater  measure  of 
responsibility  and  control  over  his  health  care  ex- 
penses? 

Joseph  E.  Belgrade,  M.D. 

Chairman 

( The  report  was  filed. ) 

PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

A meeting  of  the  State  Peer  Review  and  Professional 
Evaluation  Committee  was  held  on  October  12,  1981. 

Sussex  County 

Dr.  Meyer  noted  that  all  complaints  in  Sussex  County 
are  handled  at  the  Executive  Committee  level,  although 
he  didn’t  remember  any  problems  being  referred  to  the 
Committee  this  past  year.  The  Peer  Review  Committee 
of  the  State  Society  agreed  to  peer  review  any  physician 
on  whom  a county  would  request  a review. 

Kent  County 

No  representative  was  present. 

New  Castle  County 

Dr.  Berger  reported  that  the  New  Castle  County  Peer 
Review  Committee  has  been  very  active  this  past  year. 
The  Committee  had  met  with  three  physicians  from  an 
educational  institution  to  discuss  the  possible  practice  of 
medicine  by  some  athletic  trainers  and  also  the  inadequate 
control  that  was  exercised  in  the  dispensing  and  inven- 
torying of  drug  supplies.  The  Attorney  General’s  office 
was  involved,  and  as  the  result  of  an  investigation  insti- 
gated by  the  New  Castle  County  Medical  Society,  changes 
were  made  at  the  institution.  The  Committee  expects 
to  check  back  periodically  with  the  physicians  involved. 

Another  item  of  business  for  the  Committee  this  past 
year  was  a report  that  a nurse  employed  by  Geriatric 
Services  was  doing  physicals,  arriving  at  diagnoses,  and 
then  referring  the  patients  to  their  physicians  with  a 
request  for  a report  from  the  physician  back  to  the  nurse. 
Investigation  determined  that  this  was  indeed  happening, 
but  that  the  nurse  in  question  was  no  longer  employed 
by  Geriatric  Services.  Furthermore,  the  organization  has 
no  plans  or  funds  to  fill  the  slot  in  the  future,  and  so  no 
further  action  was  indicated. 

It  was  reported  that  a physical  therapist  was  interpret- 
ing EMC  tests.  Even  though  the  therapist  in  question 
is  no  longer  employed  in  Delaware,  the  question  raised 
regarding  who  is  allowed  to  interpret  EMGs  is  still  ger- 
mane and  unanswered. 

Some  time  ago,  the  New  Castle  County  Medical  So- 
ciety Peer  Review  Committee  reviewed  a physician’s 
practice  that  was  subsequently  referred  to  the  Attorney 
General  for  further  study.  Just  recently  this  physician  has 


if  it  never 
gets  filled. 

A patient  is  more  likely  to  follow  your  orders  if  he 
knows  where  to  find  what  you  have  prescribed, 
and  if  it’s  easy  to  get  to.  That’s  when  the  Doc- 
tor’s Bag  can  become  an  important  treatment 
factor.  The  Doctor’s  Bag  has  a complete  inven- 
tory of  hospital,  surgical  and  orthopedic  sup- 
plies. And  perhaps  even  more  importantly,  we 
have  a professionally  trained  staff  to  fit  braces, 
wheelchairs  and  mastectomy  products  to  your 
specifications.  You  and  your  patient  can 
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RENTALS 

oxygen ■ nerve  stimulators*  wheelchairs 
* bed  tables  * walkers  * hospital  beds 

SALES 

bath  safety  items*  stethoscopes a braces 

* incontinent  products*  grab  bars®  canes 

* mastectomy  products,  sleepwear,  swimwear 

SERVICES 

Brace  fittings  * wheelchair  fittings 
* Free  delivery  & pick  up 


THE  DOCTOR’S  BAG 


1908  Kirkwood  Hwy.,  at  Harmony  Rd„  Newark 
Wheelchair  accessible  • 454-9976 

1320  Washington  St.,  Wilmington 
654-9976 
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again  been  referred  back  to  the  Peer  Review  Committee 
by  Medicaid. 

Another  problem  discussed  by  the  State  Peer  Review 
Committee  concerned  a Medicaid  review  of  procedure 
codes  that  were  changed  to  indicate  visits  of  a higher 
complexity  but  which  in  fact  may  have  been  of  a lower 
level.  This  problem  has  been  resolved,  and  the  physi- 
cian’s billing  practices  have  been  changed. 

Other  Medicaid  problems  are  pediatricians  ordering 
x-rays  on  all  newborns,  physicians  using  bench  method 
billing  when  an  SMA-12  or  other  test  is  ordered,  and  an 
ENT  physician  doing  tonsillectomies  far  in  excess  of  his 
peers.  Investigation  of  these  cases  is  in  progress. 

There  are  three  problems  facing  the  State  Peer  Review 
Committee  that  require  resolution  in  the  near  future. 

1.  Guidelines  need  to  be  developed  defining  what 
types  of  medical  service  care  can  appropriately  be 
delivered  by  physician  assistants  and  technologists 
and  what  constitutes  appropriate  supervision  in  all 
cases.  The  need  for  such  guidelines  becomes  more 
apparent  each  year.  We  propose  that  either  an  ad 
hoc  committee  be  appointed  for  this  purpose,  or  the 
Peer  Review  Committee  be  charged  with  this  re- 
sponsibility, and  furthermore  that  the  State  Medical 
Society  propose  legislation  based  on  these  guidelines. 

2.  Medicaid  is  referring  increasing  numbers  of  cases 
of  suspected  Medicaid  fraud  to  the  Medical  Society. 
We  feel  that  it  is  our  responsibility  as  physicians  to 
review  these  cases  and  to  take  some  action  in  those 
circumstances  where  true  fraud  actually  exists. 
There  is  a smoothly  functioning  committee  in  New 
Castle  County,  but  there  are  no  mechanisms  for  the 
rapid  disposition  of  these  problems  in  Kent  and  Sus- 
sex Counties.  Medicaid  will  only  continue  to  refer 
these  cases  as  long  as  they  are  handled  promptly. 
How  will  Medicaid  cases  be  handled  in  Kent  and 
Sussex? 

3.  Many  complaints  from  all  over  the  state  come  in  to 
the  State  Society  for  review.  The  Committee  feels 
that  each  of  these  problems  should  be  handled  at 
the  County  level  by  whatever  mechanism  each 
County  deems  appropriate.  However,  some  of  these 
problems  cannot  be  adequately  dealt  with  at  a 
local  level  for  a variety  of  reasons.  The  Committee 
proposes  that  each  complaint  be  monitored  and  that 
thase  not  disposed  of  at  a local  level  be  handled 
by  the  State  Committee. 

Jane  C.  Straughn,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that 
an  overseeing  ad  hoc  committee  to  consider  the  problem 
of  allied  health  professionals  be  appointed  and  the  recom- 
mendation that  the  State  Peer  Review  Committee  hold 
two  meetings  a year  to  examine  material  from  each  of 
the  county  peer  review  committees. ) 


PROGRAM  COMMITTEE 

The  Program  Committee  hereby  records  for  the  official 
record  the  program  arranged  for  the  Annual  Meeting  of 
the  Medical  Society  of  Delaware  on  November  21,  1981. 

9:15  DIAGNOSTIC  APPLICATION  OF  COMPU- 
a.m.  TERS 

Jack  D.  Myers,  M.D.,  University  Professor 
(Medicine),  University  of  Pittsburgh 

10:00  COMPUTERS  IN  MEDICINE:  MEDICAL 

PRACTICE  MANAGEMENT 
Charles  E.  Schlager,  M.D.,  and  David  D.  Schla- 
ger,  Family  and  Community  Health  Associates, 
York,  Pennsylvania 

11:15  COMPUTERS,  TODAY  AND  TOMORROW 

John  Rigarlati,  Ph.D.,  Chief,  Systems  Component 
Division,  Institute  of  Computer  Science  and 
Technology,  National  Bureau  of  Standards, 
Washington,  D.C. 

12:30  STRESSES  IN  MEDICINE 
p.m.  Robert  S.  Eliot,  M.D.,  Professor  of  Medicine, 
University  of  Nebraska  College  of  Medicine; 
Chairman,  Department  of  Preventive  and  Stress 
Medicine;  Director,  Cardiovascular  Center,  Uni- 
versity of  Nebraska  Medicine  Center,  Omaha, 
Nebraska 

2:00  EXERCISE  PHYSIOLOGY  - THE  THIRD 
FORCE  IN  THE  TREATMENT  OF  DISEASE 
George  A.  Sheehan,  M.D.,  Department  of  Electro- 
cardiography and  Stress  Testing,  Riverview  Hos- 
pital, Red  Bank,  New  Jersey;  Medical  Editor, 
Runner’s  World 

2:45  SHARKS  AND  SURVIVAL 

Perry  W.  Gilbert,  Ph.D.,  Director  Emeritus, 
Mote  Marine  Laboratories,  Sarasota,  Florida; 
Professor  Emeritus,  Neurobiology  and  Behavior, 
Cornell  University 

Suggestions  for  topics  for  next  year’s  meeting  will  be 
welcomed  by  the  incoming  President. 

Mustafa  Oz,  M.D. 

Chairman 

( The  report  was  filed. ) 

PUBLIC  AND  PROFESSIONAL  EDUCATION 
COMMITTEE 

In  the  fall  of  1980,  the  Public  and  Professional  Educa- 
tion Committee  developed  forms  to  be  used  in  site  visit 
surveys  of  institutions  desiring  accreditation  for  Continu- 
ing Medical  Education  (CME).  These  forms  were  ap- 
proved by  the  Board  of  Trustees  of  the  Medical  Society 
of  Delaware. 

In  June,  1981,  the  V.A.  Hospital  in  Elsmere,  Delaware, 
submitted  a request  to  the  Medical  Society  of  Delaware 
for  a site  visit  survey  to  continue  its  accreditation.  This 
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V.A.  Hospital  had  previously  been  accredited  through 
the  Pennsylvania  Medical  Society,  but  that  accreditation 
was  due  to  expire  in  the  fall  of  1981.  The  newly  de- 
veloped forms  were  completed  by  the  V.A.,  and  after 
several  efforts  to  find  a suitable  date,  the  site  visit  was 
finally  conducted  on  October  1,  1981.  The  site  visit 
team  was  headed  by  Joseph  F.  Kestner,  Jr.,  M.D.,  and  in- 
cluded John  S.  Wills,  M.D.,  and  Stephen  R.  Permut,  M.D. 
E.  Wayne  Martz,  M.D.,  went  along  to  render  assistance 
because  he  had  been  part  of  the  site  visit  team  of  the 
Pennsylvania  Medical  Society  which  originally  accredited 
the  V.A.  Hospital  in  1977.  Anne  Shane  Bader,  Executive 
Director  of  the  Medical  Society  of  Delaware,  accom- 
panied the  team  as  a resource  person.  A full  report  and 
recommendation  will  be  submitted  by  the  site  visit  team 
through  the  Public  and  Professional  Education  Committee 
to  the  Board  of  Trustees. 

Within  the  past  year,  differences  have  been  resolved 
between  the  American  Medical  Association  and  its  former 
accreditation  partners.  A new  coalition  has  been  formed, 
the  Accreditation  Council  for  Continuing  Medical  Educa- 
tion (ACCME).  This  organization  developed  a new  set 
of  “essentials”  for  CME  accreditation.  These  were  pub- 
lished in  June,  1981,  and  sent  to  the  constituent  organiza- 
tions for  approval.  They  have  180  days  in  which  to  re- 
ply, so  approval  is  expected  by  the  end  of  January,  1982. 
A workshop  was  held  in  Chicago  concerning  implemen- 
tation of  these  revised  “essentials”  September  30  through 
October  2,  1981.  Carl  Classman,  M.D.,  was  sent  by  the 
Medical  Society  of  Delaware  to  attend  the  part  of  the 
program  which  was  open  to  delegates  from  state  medical 
societies. 

Briefly  stated,  the  essentials  for  accreditation  require: 

1.  A written  statement  of  mission  approved  by  the 
governing  board  of  the  institution  seeking  accredi- 
tation. 

2.  Procedures  to  identify  the  educational  needs  and 
interest  of  participants. 

3.  Explicit  objectives  written  out  for  each  CME  ac- 
tivity. 

4.  The  institution  must  design  and  implement  activities 
consistent  with  meeting  these  explicit  objectives. 

5.  The  CME  activity  must  be  evaluated  for  effective- 
ness and  this  evaluation  used  in  planning  further 
CME  activities. 

6.  Suitable  management  procedures  and  resources 
must  be  available  and  used  to  fulfill  the  CME 
mission. 

7.  The  accredited  institution  must  accept  responsibility 
for  any  co-sponsored  programs. 

E.  Wayne  Martz,  M.D. 

Chairman 

( The  report  was  adopted. ) 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  met  six  times  between 


February  18,  1981,  and  June  17,  1981.  It  considered 
and  acted  upon  56  bills  and  resolutions. 

Not  unexpectedly,  the  Committee  spent  more  time  in 
discussion  of  two  or  three  bills  which  were  either  defeated 
or  not  acted  upon  by  the  legislature.  Those  bills  involved 
abortion,  the  living  will,  and  the  payment  for  services 
to  licensed  clinical  social  workers. 

It  is  interesting  to  note  that  the  total  of  56  bills  and 
resolutions  considered  by  the  Committee  marks  a distinct 
decrease  from  the  70  and  71  bills  considered  by  the  two 
previous  Public  Laws  Committees.  One  is  hesitant  to 
interpret  this  as  a trend. 

The  Committee  would  like  to  thank  the  staff  of  the 
Medical  Society  of  Delaware  for  excellent  support  and 
Mr.  Ned  Davis,  who  so  often  is  able  to  translate  the 
recommendations  of  the  Committee  and  the  Board  into 
legislative  action. 

Allston  J.  Morris,  M.D. 

Chairman 

( The  report  was  filed. ) 

PUBLICATION  COMMITTEE 

The  monthly  publication  of  a medical  journal  by  a 
state  as  small  as  Delaware  continues  to  be  a minor  pub- 
lishing triumph  made  possible  by  the  work  of  many 
persons,  including  the  staff  of  the  Medical  Society  of 
Delaware  and  the  members  who  serve  as  manuscript 
reviewers  and  authors. 

Volume  52  of  the  Delaware  Medical  Journal  contained 
42  original  papers,  22  editorials,  and  93  book  reviews. 
Eighty-five  members  of  the  Medical  Society  were  among 
the  authors.  Member-authors  wrote  or  co-authored  half 
of  the  papers  published,  almost  all  of  the  editorials,  and 
three-fourths  of  the  book  reviews. 

Several  members  deserve  particular  mention.  E.  Wayne 
Martz,  M.D.,  does  assiduous  book  review  editing.  John 
S.  Wills,  M.D.,  is  providing  the  View  Box,  a new  fea- 
ture. Charles  M.  Bancroft,  M.D.,  continues  to  provide 
prompt  and  caring  obituaries. 

The  members  of  the  Editorial  Board  and  Publication 
Committee  provide  editorial  material  as  well  as  manu- 
script review.  By  means  of  this  report,  we  wish  to 
acknowledge  their  counsel  and  help;  the  Publication 
Committee  (William  J.  Holloway,  M.D.,  Joseph  F.  Kest- 
ner, Jr.,  M.D.,  Robert  C.  Knowles,  M.D.,  E.  Wayne  Martz, 
M.D.,  Richard  H.  Morgan,  M.D.,  Francis  P.  Parker,  M.D., 
P.  John  Pegg,  M.D.,  William  A.  Taylor,  M.D.),  and  the 
Editorial  Board  ( Robet  Abel,  Jr.,  M.D.,  Patrick  F.  Ash- 
ley, M.D.,  Katherine  L.  Esterly,  M.D.,  Stephen  H.  Frank- 
lin, M.D.,  Mark  John  Granada,  M.D.,  Carl  I.  Glassman, 
M.D.,  O.  Keith  Hamilton,  M.D.,  George  L.  Henderson, 
M.D.,  John  E.  Hocutt,  Jr.,  M.D.,  William  L.  Jaffee, 
M.D.,  Jeffry  I.  Komins,  M.D.,  Alfred  Lazarus,  M.D., 
Ruben  A.  Teixido,  M.D.,  Roger  B.  Thomas,  Jr.,  M.D., 
William  J.  Vandervort,  M.D.,  and  John  S.  Wills,  M.D. ). 
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The  Delaware  Medical  Journal  continues  to  solicit  ad- 
vice, suggestions,  and  material  ( papers,  editorials,  letters, 
and  book  reviews ) from  all  of  its  members. 

Bernadine  Z.  Paulshock,  M.D. 

Chairman 

( The  report  was  filed. ) 


DELAWARE  MEDICAL  JOURNAL 
Statement  of  Receipts  and  Disbursements 


Year  Ended 

1/1/81- 

12/31/80 

10/31/81 

Balance  in  Checking  Account  . 

. $ 607.53 

$ 2,543.13 

Total  Receipts  

. 37.279.25 

30,562.75 

Total  Disbursements  

Excess  Revenue  over 

. 35,343.65 

32,441.63 

Expenditure  

1,935.60 

(1,878.88) 

Savings  Account  

1,043.00 

1,684.50 

Due  to  General  Fund  

. . . -0- 

-0- 

Anne  Shane  Bader 

( The  report  was  filed. ) 

Business  Manager 

COMMITTEE  ON  AGING 

The  Committee  on  Aging  met  twice  during  1981 
to  consider  the  direction  it  should  take  to  improve  the 
quality  of  life  for  our  increasingly  aging  populations. 

Expansion  of  the  Committee  to  include  appropriate 
representation  from  the  general  public,  including  the  eld- 
erly, was  discussed.  It  was  decided  that  additional  mem- 
bers would  not  be  appointed  immediately,  but  that  guests 
who  could  provide  information  on  the  problems  of  the 
aging  would  be  invited  to  attend  committee  meetings. 
The  Committee  will  be  expanded  when  those  with  interest 
and  information  in  this  area  have  been  identified. 

Members  of  the  Committee  on  Aging  served  on  the 
task  forces  formed  to  assist  with  the  Long-Term  Care 
System  Development  Project,  a one-year  planning  pro- 
ject to  study  the  long-term  care  delivery  system  in  Dela- 
ware and  to  develop  practical  recommendations  for  im- 
proving long-term  care  services.  A report  is  expected 
later  this  year.  Apparently  the  Department  of  Health 
and  Social  Services  will  apply  to  the  Robert  Wood  Foun- 
dation for  a grant  to  continue  the  project. 

Committee  members  agreed  that  there  is  a need  for 
some  type  of  agency  or  clearinghouse  to  coordinate  ser- 
vices for  the  elderly,  especially  those  who  are  not  inpa- 
tients. 

Mrs.  Eleanor  Cain,  Director  of  the  Division  of  Aging, 
State  of  Delaware,  was  guest  speaker  for  the  Committee’s 
second  meeting.  Mrs.  Cain  reviewed  the  programs  of 
the  Division  of  Aging  which  serve  Delaware  citizens 
over  the  age  of  60.  The  Division’s  programs  include 
those  offered  under  the  Aid  to  Older  Americans  Act,  for 
which  there  are  no  financial  criteria.  Mrs.  Cain  feels 
there  is  a need  to  publicize  the  Division’s  programs  and 


would  like  to  develop  a resource  package  or  brochure 
but  lacks  funding.  Because  the  Committee  felt  such 
information  would  be  useful  to  physicians  and  to  the 
aging  population,  it  has  recommended  to  the  Board  of 
Trustees  that  the  Medical  Society  of  Delaware  provide 
assistance  with  the  design  and  printing  of  a brochure 
to  be  co-designed  by  the  Medical  Society  of  Delaware 
and  the  Division  of  Aging. 

In  May  of  1981,  the  Nemours  Health  Clinic  began 
offering  dental  care  and  eyeglasses  to  qualified  persons 
65  years  of  age  and  older  at  its  clinic  on  Delaware  Ave- 
nue. The  foundation  is  considering  opening  one  or  two 
downstate  facilities.  In  order  to  qualify,  a single  person 
must  have  an  annual  income  of  $5,300  or  less,  and  a 
married  couple  must  have  an  annual  income  of  less  than 
$7,800.  It  is  reported  that  the  Nemours  Foundation  is 
considering  adding  podiatric  and  audiologic  services. 

It  is  my  hope  that  the  Committee  on  Aging  will  move 
forward  in  a positive  way  to  benefit  the  elderly  in  Dela- 
ware. 

Robert  B.  Flxnn,  M.D. 

Chairman 

( The  report  was  filed. ) 

CULTURAL  AND  HISTORICAL  COMMITTEE 

Interest  in  medical  artifacts  and  medical  history  has 
led  to  an  active  Cultural  and  Historical  Committee  which 
has  met  on  three  occasions  during  the  past  year. 

It  was  the  feeling  of  the  group  that  the  cultural  aspect 
of  the  Committee’s  function  has  probably  become  re- 
dundant since  the  opening  of  the  Grand  Opera  House.  To 
formulate  guidelines  and  projects  relevant  to  the  Cultural 
and  Historical  Committee,  a subcommittee  consisting  of 
Dr.  Lewis  B.  Flinn,  Dr.  Charles  Strahan,  Jr.,  and  Dr. 
Allen  C.  Wooden  was  appointed  and  met  on  May  19th. 
The  subcommittee’s  suggestions  included: 

— developing  a monthly  item  on  a medical  artifact, 
medical  institution,  or  personality  for  the  Dela- 
ware Medical  Journal. 

— rotating  medical  items  in  the  cases  in  the  Acad- 
emy over  a three-month  period; 

— cataloging  the  books  and  medical  artifacts  the 
Academy  now  possesses;  and 

— sponsoring  a lecture  by  an  outstanding  medical 
historian. 

It  is  anticipated  that  material  on  Dr.  John  Janvier 
Black  of  New  Castle,  a pioneer  in  the  treatment  and 
prevention  of  tuberculosis,  on  Dr.  John  J.  Jones,  a 
prominent  surgeon  in  Wilmington  in  the  late  1800s,  and 
on  Dr.  Margaret  Handy’s  collection  of  infant  feeding 
devices,  now  in  the  possession  of  Dr.  Katherine  Esterly, 
will  be  available  for  publication  in  the  Journal. 

Dr.  Strahan  has  agreed  to  work  with  the  Academy 
to  develop  a special  changing  exhibit. 

Dr.  Charles  R.  Green,  Jr.,  will  look  into  cataloging  the 
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Academy’s  medical  artifacts  and  will  work  with  the 
Academy  of  Medicine  librarian.  At  its  first  meeting,  the 
Committee  discussed  encouraging  the  donation  of  arti- 
facts. At  present,  storage  and  display  space  is  a prob- 
lem. 

The  Committee  hopes  to  hold  a late-afternoon  lecture 
on  medical  history  and  mini-exhibit  of  artifacts  some- 
time in  the  next  year  at  the  Academy  of  Medicine  Build- 
ing for  interested  members  of  the  Society.  It  is  hoped 
that  others  in  the  Society  with  an  interest  in  this  area 
might  be  identified  by  such  a function. 

The  Committee  has  been  given  space  for  an  exhibit 
on  medical  history  at  the  November  21st  Annual  Meeting 
of  the  State  Society.  Dr.  Everett  L.  Bryan  has  a display 
on  Dr.  John  A.  Brown  of  Wilmington,  a botanic  physi- 
cian, and  Dr.  Wooden  will  prepare  a display  of  postage 
stamps  associated  with  medicine. 

Dr.  Flinn  reported  that  approximately  3,000  people 
visited  the  exhibit,  “The  Delaware  Doctor,  1750-1930,” 
sponsored  by  the  Academy  in  conjunction  with  the  Acad- 
emy’s 50th  anniversary  in  1980. 

The  Committee  plans  to  remain  active  in  the  coming 
year  and  hopes  to  develop  liaison  with  the  Delaware 
Historical  Society,  the  University  of  Delaware,  and  the 
Hagley  Museum  to  add  to  its  resources. 

Pierre  L.  LeRoy,  M.D. 

Chairman 

( The  report  was  filed. ) 

ENVIRONMENTAL,  PUBLIC  HEALTH,  AND 
VENEREAL  DISEASE  COMMITTEE 

The  Environmental,  Public  Health,  and  Venereal  Dis- 
ease Committee  has  held  two  meetings  during  the  past 
year.  These  were  held  jointly  with  the  Ad  Hoc  Com- 
mittee on  Nuclear  Energy  and  Safety,  chaired  by  Leslie 
W.  Whitney,  M.D. 

Guest  speaker  for  the  first  meeting  on  March  3,  1981, 
was  Colonel  Ronald  K.  Knapp  of  the  Department  of 
Public  Safety,  Division  of  Emergency  Planning  and  Op- 
erations. Colonel  Knapp’s  slide  presentation  outlined 
the  Radiological  Emergency  Plan  which  has  been  de- 
veloped for  Delaware.  A plan  of  this  nature  was  man- 
dated for  public  protection  following  the  Three  Mile 
Island  incident.  The  plan  includes  provision  for  the 
following:  1)  accident  assessment;  2)  notification  and 
communication;  3)  command  and  coordination;  4)  pro- 
tective actions;  and  5)  parallel  actions.  It  was  Colonel 
Knapp’s  opinion  that  the  plan  is  complex  but  workable. 
On  April  8,  it  was  tested  in  an  exercise  with  the  State 
of  New  Jersey.  The  Federal  Emergency  Management 
Agency  has  evaluated  the  exercise  and  forwarded  its 
recommendations  to  the  Nuclear  Regulatory  Commission. 

Physician  involvement  with  the  Radiological  Emer- 
gency Plan  was  discussed.  Suggestions  included:  1) 
support  for  the  final  plan  once  it  is  approved;  and  2) 
attention  to  the  special  health  problems  involved  with 
a radiological  emergency. 


In  addition,  Dr.  Meckelnburg  brought  to  the  March 
meeting  a series  of  slides  prepared  by  the  National  So- 
ciety of  Professional  Engineers  on  sources  of  low-level 
radiation. 

A second  meeting  was  held  on  September  8,  1981. 
Mr.  Allan  C.  Tapert,  Radiological  Health  Program  Direc- 
tor, Division  of  Public  Health,  discussed  the  Radiation 
Program  for  the  State  of  Delaware.  Responsibilities  of 
the  Office  of  Radiological  Health  include  monitoring  of 
x-ray  facilities,  development  of  safety  standards  for  radia- 
tion-emitting material,  development  of  rules  and  stand- 
ards for  operators  and  equipment,  and  development  and 
management  of  Delaware’s  Radiological  Emergency  Plan. 

Mr.  Tapert  indicated  that  there  are  deficiencies  in  the 
state  s current  radiation  control  regulations,  which  were 
adopted  in  1969  and  which  do  not  provide  for  registra- 
tion of  sources  of  radioactive  material.  He  suggested 
that  relevant  portions  of  model  regulations  developed  by 
the  Conference  of  Radiation  Control  Program  Directors 
in  1978  could  serve  as  a source  for  revision  to  provide 
for  registration,  and  eventual  certification,  of  all  radiation 
users.  Mr.  Tapert  also  pointed  to  the  need  for  a survey, 
using  “state  of  the  art”  instruments,  of  all  facilities  using 
radioactive  materials  in  order  to  develop  baseline  informa- 
tion so  that  the  Delaware  figures  can  be  compared  with 
national  averages  and  ranges.  He  noted  that  the  Division 
of  Public  Health  does  have  a computer  which  could  be 
used  for  that  purpose. 

The  Radiation  Protection  Authority,  chaired  by  Robert 
W.  Frelick,  M.D.,  is  looking  into  deficiencies  in  current 
regulations  and  will  be  reviewing  the  suggested  model 
regulations.  In  the  past,  funding  has  been  a stumbling 
block  in  radiation  control  activities.  One  physician  noted 
that  recently  enacted  federal  legislation  requires  the  states 
to  develop  programs  to  certify  radiation  users  within  the 
next  three  years.  Mr.  Tapert  noted  that  the  support  of 
the  medical  community  will  be  important  in  the  develop- 
ment of  a program  for  Delaware. 

There  was  some  discussion  of  the  fragmentation  of 
radiation  control  activities  within  the  state,  since  several 
departments  ( Health  and  Social  Services,  Natural  Re- 
sources and  Environmental  Control,  Public  Safety,  and 
Transportation)  are  involved  in  various  aspects  of  radi- 
ation safety.  However,  primary  responsibility  rests  with 
the  Office  of  Radiological  Health  and  those  present 
agreed  that  it  is  appropriate  for  health  matters  to  remain 
within  the  Division  of  Public  Health. 

The  recommendation  of  the  Environmental,  Public 
Health,  and  Venereal  Disease  Committee  and  the  Ad 
Hoc  Committee  on  Nuclear  Energy  and  Safety  that  the 
Society  support  the  Office  of  Radiological  Health  in  its 
efforts  to  improve  radiation  control  in  the  State  of  Dela- 
ware was  approved  by  the  Board  of  Trustees  of  the  State 
Society  at  the  Board’s  October  meeting. 

Elmer  F.  Fantazier,  M.D. 

Chairman 

( The  report  was  filed. ) 
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COMMITTEE  ON  HEALTH  PLANNING 

The  Committee  on  Health  Planning  continues  to  moni- 
tor all  levels  of  activity  in  health  planning  throughout 
the  state.  Medical  Society  members  or  staff  continue 
to  attend  health  planning  meetings  either  as  participants 
or  as  observers.  Information  on  current  issues  in  health 
planning  is  always  available  to  all  members. 

A number  of  controversial  issues  have  been  debated 
during  the  past  year.  Physicians  have  had  the  opportun- 
ity to  express  themselves  in  a number  of  areas.  Also, 
the  Society  itself  has  taken  positions  on  various  issues 
that  have  been  of  importance  to  our  membership  in 
general.  These  positions  have  been  in  keeping  with 
overall  Medical  Society  policy. 

Charles  M.  Smith,  M.D. 

Chairman 

( The  report  was  adopted  with  a recommendation  to  be 
forwarded  to  the  Board  of  Trustees  that  the  Medical 
Society  of  Delaware  seek  direct  involvement  in  the  State 
Health  Planning  and  Finance  Committee  through  rep- 
resentation on  the  appropriate  committees  of  the  Depart- 
ment of  Health  and  Social  Services. ) 

COMMITTEE  FOR  THE  IMPAIRED  PHYSICIAN 

The  Committee  for  the  Impaired  Physician  held  a 
meeting  June  8,  1981.  It  was  announced  that  an  up- 
dated Impaired  Physician  brochure  had  been  mailed  to 
physicians’  offices  and  homes,  hospitals,  nursing  homes, 
the  Delaware  Board  of  Nursing,  and  the  Delaware  State 
Osteopathic  Medical  Society. 

We  continue  to  stress  that  we  are  a committee  of  ad- 
vocacy concerning  aid  to  the  impaired  physician  and, 
as  would  be  expected,  that  our  operations  are  absolutely 
confidential. 

Four  physicians  came  into  contact  with  the  Committee 
this  year.  I am  pleased  to  say  that  all  are  under  active 
treatment  and  doing  well. 

The  Committee  continues  to  invite  inquiry  as  to  our 
services  at  any  time. 

Robert  T.  Beattie,  M.D. 

Chairman 

( The  report  was  filed. ) 

LIABILITY  INSURANCE  COMMITTEE 

The  Aetna  program  for  the  Medical  Society  has  been 
in  existence  for  ten  years  and  now  includes  approxi- 
mately 650  physicians,  which  represents  90%  of  the 
practicing  physicians  in  the  state. 

The  agreement  which  is  currently  in  force  guarantees 
that  Aetna  will  continue  to  provide  a market  for  Society 
members  through  1984.  This  is  important,  since  the 
primary  purpose  of  the  program  is  to  make  certain  that 
all  members  of  the  Society  will  have  access  to  liability 
insurance. 


The  Society  was  informed  of  the  reclassification  of 
ten  different  specialties,  meaning  that  specialties  in  which 
the  largest  claims  are  occurring  can  expect  to  bear  the 
brunt  of  the  premium  increase.  In  line  with  this,  ten 
specialties  will  have  their  classifications  changed  in  the 
coming  year,  which  will  mean  an  increase  in  premiums 
to  some,  and  a decrease  to  others. 

Recent  Delaware  experience  confirms  a nationwide 
impression  that  there  is  a “second  malpractice  crisis”  now 
occurring.  This  is  evidenced  by  the  following: 

1 ) 63  new  claims  have  been  filed  under  the  program 
since  July  1,  1980. 

2)  Reserves  on  open  cases  have  gone  in  the  past 
year  from  $2.1  million  to  $5.8  million. 

3 ) In  four  cases  alone,  the  total  amount  reserved 
approximates  $1.4  million. 

These  facts  indicate  that  both  severity  and  frequency 
of  claims  are  increasing,  and  this  confirms  what  is  hap- 
pening throughout  the  country. 

As  a result  of  the  above  experience,  the  relatively  stable 
premium  rates— which  we  have  enjoyed  for  the  past  four 
to  five  years— need  to  be  raised.  The  Aetna  actuaries 
have  actually  reckoned  that  an  81%  increase  in  premiums 
was  needed  to  offset  anticipated  claims,  but  the  com- 
pany has  modified  this  figure  to  a 35%  premium  increase. 
This  modification  can  occur  primarily  because  of  the  fact 
that  higher  interest  rates  over  the  past  several  years  and, 
presumably,  for  the  next  several  years,  will  create  a 
larger  amount  of  investment  income  which  will  help 
offset  some  of  the  anticipated  losses. 

There  will  be  no  dividend  to  the  members  of  the  pro- 
gram this  year.  The  program  is  currently  in  a deficit 
position  in  excess  of  approximately  $3  million,  two  and 
a half  of  which  is  attributable  to  account  years  1977, 
1978,  and  1979. 

In  the  area  of  risk  management  and  loss  control,  it 
was  noted  that  seven  claims  review  panels  have  been 
held  within  the  past  year  and  that  it  is  anticipated  that 
the  number  of  panels  will  increase  in  this  next  year,  since 
they  have  been  found  to  be  quite  helpful  to  the  company 
in  knowing  how  to  approach  questionable  claims.  Dr. 
Hameli  continues  to  be  active  in  the  risk  management 
area,  and  has  scheduled  a seminar  to  be  held  later  this 
fall.  The  Aetna  has  also  identified  18  accounts  in  the 
program  who  are  responsible  for  40%  of  the  dollar 
amounts  of  claims  within  the  past  ten  years.  They  have 
proposed  that  the  company  and  the  Society  together 
might  wish  to  evaluate  the  Society  members  responsible 
for  this  apparent  difficulty,  and  come  up  with  some 
method  of  dealing  with  the  problem. 

The  Board  of  Trustees  agreed  that  there  is  a fiduciary 
responsibility  to  members  of  the  Society  to  investigate 
the  liability  insurance  situation,  and  adopted  a motion 
mandating  that  the  Liability  Insurance  Committee  look 
into  alternative  liability  insurance  offerings.  As  a result 
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of  this  action,  a subcommittee  was  formed.  The  sub- 
committee consists  of  Ben  Corballis,  M.D.,  Chairman, 
Peter  R.  Coggins,  M.D.,  Philip  L.  Rothbart,  M.D., 
Thomas  C.  Scott,  D.O.,  Herman  J.  Stein,  M.D.,  Roger  B. 
Thomas,  Jr.,  M.D.,  and  Howard  Wilk,  M.D.  This  group 
has  been  meeting  on  a regular  basis. 

Aetna  has  offered  the  Society  an  Investment  Income 
Sharing  Rating  Plan  which  is  an  alternative  to  the  divi- 
dend program  the  Society  now  has.  The  plan  offers 
several  advantages  over  the  present  arrangement. 

1 ) It  will  be  a rating  plan,  filed  with  the  State  In- 
surance Department,  and  will,  therefore,  be  guar- 
anteed. The  present  dividend  arrangement  is  sub- 
ject to  yearly  declaration  by  Aetna’s  Board  of 
Directors. 

2 ) The  investment  income  will  be  returned  to  policy 
holders  in  each  account  year,  even  if  they  are 
no  longer  insured  by  Aetna.  The  present  divi- 
dends are  paid  to  current  policy  holders,  even 
if  they  have  not  contributed  past  premium 
dollars. 

The  Plan  has  been  offered  in  all  the  Aetna  States,  with 
no  one  accepting  the  Plan  to  date.  (The  Plan  is  available 
in  the  Society  office. ) 

James  B.  McClements,  M.D. 

Chairman 

( The  report  was  filed. ) 

MATERNAL  AND  CHILD  CARE  COMMITTEE 

The  Maternal  and  Child  Care  Committee  met  on 
March  25,  1981,  at  the  University  and  Whist  Club  in 
Wilmington  for  the  purpose  of  setting  up  an  educational 
program  for  obstetricians,  pediatricians,  and  family  prac- 
titioners, and  obstetrical  and  pediatric  nurses.  The  pro- 
gram was  scheduled  for  October  10,  1981,  at  the  Acad- 
emy of  Medicine  Building  in  Wilmington  and  speakers 
were  suggested  for  the  following  topics:  sudden  infant 
death  syndrome,  mother-infant  bonding,  open  neural 
tube  defects,  and  “what’s  new  in  genetics.”  Unfortun- 
ately, the  seminar  was  not  held  as  scheduled  because  of 
insufficient  pre-registration. 

If  an  educational  seminar  is  to  be  held  in  the  coming 
year,  a possibility  for  a topic  would  be  either  of  the  fol- 
lowing two  leading  public  health  problems:  1)  teenage 
pregnancy  and  out-of-wedlock  births;  or  2)  sudden  in- 
fant death  syndrome. 

As  always,  there  is  difficulty  funding  obstetrical  care 
for  the  indigent,  and  it  may  be  increasingly  more  difficult 
because  of  federal  cutbacks.  No  solution  seems  to  be 
available  at  this  time. 

MATERNAL  AND  CHILD  STATISTICS-1980: 
Total  births  — 9,575 

Stillborn  — 66  (50%  caused  by  cord  com- 

plications ) 


Deaths  Under 
One  Year 


Perinatal 

Mortality  Rate 
Maternal 
Deaths 


59  ( 67%  premature;  21%  con- 

genital anomalies;  12% 
sudden  infant  death 
syndrome ) 

13/1,000  live  births 

0 


Comments:  These  are  statewide  statistics  and  seem  to 
compare  favorably  with  reports  from  around 
the  country. 


Thomas  E.  Dyer,  M.D. 

Chairman 


( The  report  was  filed. ) 


MEDICINE  AND  RELIGION  COMMITTEE 

The  Medicine  and  Religion  Committee  met  on  three 
occasions  during  the  past  year. 

The  following  subcommittee  was  appointed  to  survey 
the  individual  hospitals  in  the  state  as  to  the  develop- 
ment of  departments  of  pastoral  care:  Peter  Huang,  M.D., 
overview  of  the  cardiocasular,  podiatric  and  the  ortho- 
and  Chaplain  Lynwood  L.  Swanson,  co-chairmen;  Charles 
M.  Bancroft,  M.D.,  William  B.  Cooper,  Jr.,  M.D.,  and 
Harvey  E.  Mast,  M.D.  The  subcommittee  completed  its 
work,  which  included  on-site  visits,  and  submitted  a 
report  which  is  on  file  in  the  Society  office.  This  survey 
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is  in  follow-up  of  an  initial  review  by  Dr.  Bancroft  and 
Chaplain  Swanson  ten  years  ago.  Inasmuch  as  state 
institutions  were  not  included,  the  survey  is  to  be  ex- 
tended to  include  them. 

The  program  for  the  Prayer  Breakfast  was  developed 
as  follows: 

OPENING  REMARKS  . . William  G.  Slate,  M.B.,  Ch.B. 

Chairman,  Medicine  and  Religion  Committee 


Medical  Society  of  Delaware 

WELCOME Robert  W.  Frelick,  M.D.,  President 

Medical  Society  of  Delaware 

PRAYER  Chaplain  Lynwood  Swanson,  Director 

Department  of  Pastoral  Care 
Wilmington  Medical  Center 


BREAKFAST 

HYMN  OF  PRAISE  Guide  Me,  O Thou  Great  Jehovah 
Mr.  Lee  Dettra,  Organist  and  Choir  Master 
First  and  Central  Presbyterian  Church 
VIOLIN  SOLO  . . . Meditation  from  Thais,  by  Massenet 

Isadore  Slovin,  M.D. 
Mrs.  Harry  Taylor,  Accompanist 

MEDITATION  V.  Terrell  Davis,  M.D. 

Edith  Incababian,  D.O. 
John  W.  Maroney,  M.D. 

PRESENTATION/ 

ANNOUNCEMENTS  . . William  G.  Slate,  M.B.,  Ch.B. 
CLOSING  PRAYER 

At  the  Prayer  Breakfast,  an  award  will  be  presented 
to  Rabbi  Herbert  E.  Drooz  for  his  ministry  in  our  insti- 
tutions and  community. 

William  G.  Slate,  M.B.,  Ch.B.,  M.S. 

Chairman 

( The  report  was  adopted. ) 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 

The  Medico-Legal  Affairs  Committee  met  several  times 
during  the  year.  The  principal  effort  was  a careful  and 
complete  revision  of  the  Interprofessional  Code  of  Con- 
duet  and  Practice  for  lawyers  and  doctors.  The  Com- 
mittee has  completed  its  proposed  revision,  and  a sub- 
committee will  meet  shortly  with  the  attorneys  to  nego- 
tiate a mutually  acceptable  revision.  A preliminary 
meeting  between  the  chairmen  of  the  two  societies  to 
arrange  the  agenda  has  already  taken  place. 

The  Committee  also  resolved  a fee  dispute  between  a 
member  and  an  attorney. 

The  possibility  of  abuse  of  subpoena  power  to  intimi- 
date physicians  has  been  called  to  the  attention  of  the 
Board  of  Trustees. 

Martin  Gibbs,  M.D. 

Chairman 

( The  report  was  filed. ) 

MENTAL  HEALTH,  ALCOHOLISM,  AND  DRUG 
ABUSE  COMMITTEE 

The  principal  concern  of  the  Mental  Health,  Alcohol- 


ism, and  Drug  Abuse  Committee  during  the  year  was  to 
identify  the  problem  of  the  chronic  mental  patient  and 
to  formulate  some  recommendations  to  the  Society.  This 
is  not  a new  problem,  nor  is  it  unique  to  the  State  of 
Delaware.  Nation-wide  attention  to  the  problem  has  not 
yielded  good  answers  to  date.  So  we  do  not  defend  our 
limited  progress.  We  have  seen  that  some  of  the  well- 
intentioned  solutions  advocated  by  government  agencies 
have,  indeed,  aggravated  the  problems  and  have  become 
part  of  the  problems  of  the  chronic  patients  in  the  com- 
munity. 

The  Committee  recognizes  two  major  categories  of 
chronic  mental  patients.  The  first  group  consists  of  those 
people  who  suffer  from  continuing  and/or  recurring  psy- 
chotic illnesses.  This  is  the  group  upon  whom  we  tra- 
ditionally focus  attention;  this  is  the  more  visible  group 
of  people  who  come  in  and  out  of  various  agencies 
through  the  revolving  doors  built  into  the  existing  sys- 
tems. The  second  group  of  patients  is  more  heterog- 
eneous, amorphous,  and  less  easily  identified  because  the 
chronic  psychiatric  nature  of  the  disorders  is  masked  by 
physical  complaints,  social  difficulties,  conflicts  with  the 
law,  or  substance  abuse. 

We  need  new  ideas  and  hope  we  can  work  some  con- 
cepts out  in  the  private  sector  of  medicine.  If  there  is 
year-to-year  continuity  in  this  Committee,  we  hope  to 
pursue  these  issues  further,  not  with  the  expectations  of 
solutions,  but  to  illuminate  the  less  obvious  facets  of  the 
puzzle.  One  goal  is  to  bring  our  thinking  to  the  atten- 
tion of  the  membership  by  frequent  contributions  to  the 
Journal. 

The  Chairman  wishes  to  express  his  gratitude  to  the 
Committee  members  for  their  participation. 

Norman  Taub,  M.D. 

Chairman 

( The  report  was  filed. ) 

SCHOOL  HEALTH  COMMITTEE 

The  following  is  the  annual  report  of  the  School 
Health  Committee  for  1981.  Of  major  concern  to  the 
School  Health  Committee  during  this  past  year  have 
been  the  problems  of  sports  medicine  in  the  State  of 
Delaware  and  of  the  decreasing  emphasis  on  school 
health  education. 

In  order  to  address  the  problem  of  a comprehensive 
sports  medicine  program,  a Subcommittee  of  the  School 
Health  Committee  was  formed  and  is , chaired  by  Janet 
Kramer,  M.D.  The  purposes  of  this  Committee  are  mul- 
tiple and  include  the  identification  of  physicians  with 
individual  school  athletic  programs  throughout  the  state; 
the  development  of  the  nucleus  for  a physician  trainer 
treatment  team  in  order  to  provide  a meaningful  con- 
tinuum of  health  delivery;  an  effective  medium  to  inform 
local  physicians  of  new  advances  involving  screening  of 
the  athlete  and  on-sight  evaluation;  and  a sounding  board 
for  the  recommendation  of  local  policies  in  order  to  pro- 
vide the  optimum  in  medical  care  of  the  athlete. 
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The  Subcommittee  on  Sports  Medicine  further  made 
recommendations  to  develop  an  improved  and  more 
meaningful  pre-screening  evaluation  form  for  the  athlete; 
to  foster  increased  communication  between  school  ath- 
letic physicians  and  the  individual  athlete’s  family  phy- 
sician; and  to  initiate  a current  survey  of  individual 
school  policies  on  physician  coverage  in  athletics  through- 
out the  State  of  Delaware. 

The  Subcommittee  on  Sports  Medicine  sponsored  an 
evening  educational  program  on  the  evaluation  of  the 
student  athlete.  This  program  was  presented  to  give  an 
overview  of  the  cardiovascular,  podiatric  and  the  ortho- 
paedic evaluation  of  adolescent  athletes.  This  was  well 
received  by  the  local  community. 

Educational  endeavors  continue  through  the  Recrea- 
tional and  Sports  Medicine  Program  at  the  Alfred  I.  du- 
Pont  Institute  in  presenting  seminars  on  sports  medicine 
in  the  immature  athlete. 

Dr.  Pizzutillo,  the  Chairman  of  the  School  Health  Com- 
mittee, has  also  been  invited  to  become  a member  of  the 
Physicians’  Committee  for  the  Delaware  Council  on  Phy- 
sical Fitness.  This  should  aid  in  promoting  effective 
measures  of  school  health  and  fitness. 

Concern  regarding  the  decreasing  interest  in  school 
health  education  has  been  highlighted  by  the  decreasing 
number  of  hours  allocated  for  health  education  in  ele- 
mentary and  secondary  schools;  by  the  observation  that 
health  education  teachers  are  not  being  used  in  their 
capacity  but  for  other  purposes;  and  also  by  the  pro- 
gressive loss  of  physicians  and  registered  nurses  as  mem- 
bers of  the  local  school  systems.  The  Committee  has 
recommended  that  further  research  in  these  areas  be 
pursued  in  order  to  inform  and  educate  parents  of  this 
trend  in  order  to  enlist  their  aid  as  an  effective  means 
of  re-establishing  school  health  education  in  its  proper 
perspective.  This  is  also  currently  the  effort  of  the 
Governor’s  Council  on  Physical  Fitness. 

“Coping  Skills,”  an  assessment  of  the  self-image  of  the 
child  in  a stress  situation,  is  being  prepared  from  kinder- 
garten to  12th  grade  and  was  reported  to  the  Committee 
by  Mrs.  Edith  Vincent.  The  Committee’s  recommen- 
dation was  that  psychologists  become  involved  in  the 
teachers’  summer  workshop  in  order  to  better  develop 
an  understanding  for  this  program  by  the  teachers  and 
make  them  more  effective  in  delivering  this  program  to 
the  students. 

The  School  Health  Committee  considered  and  dis- 
cussed Senate  Bill  No.  22  and  House  Bill  No.  97,  both 
of  which  relate  to  the  number  of  available  nurses  at  a 
given  school  site  and  also  to  the  ratio  of  nurses  to  stu- 
dents in  the  school  system.  At  this  time,  the  Committee 
determined  that  more  information  would  be  needed  be- 
fore a definite  recommendation  could  be  given.  The 
need  for  increased  nursing  is  apparent,  but  must  be  more 
objectively  qualified.  In  addition,  the  unit  system  for 
allocation  of  school  personnel  appears  to  be  quite  con- 


fused and  requires  clarification.  The  introduction  of 
handicapped  children  into  mainstream  school  systems  has 
altered  the  meaning  of  the  unit  system  and  essentially 
the  current  ratio  of  nurses  to  students  is  meaningless. 
Time  studies  of  nursing  care  to  determine  how  much  time 
a given  handicapped  child  will  require,  in  addition  to  the 
number  of  pupils  that  are  currently  being  cared  for  by 
nurses,  have  been  requested.  Mrs.  Edith  Vincent  has  of- 
fered to  search  for  this  information  in  order  that  more 
reasonable  recommendations  from  this  Committee  may 
follow. 

The  School  Health  Committee  also  reviewed  the 
recommended  AMA  immunization  form  that  is  proposed 
for  national  standardization.  Dr.  Craven  points  out  that 
all  immunization  records  of  patients  in  the  State  of  Dela- 
ware are  currently  computerized  and  available  on  very 
short  notice,  and  that  the  Delaware  system  is  far  in  ad- 
vance of  existing  systems  throughout  the  country.  It 
was  the  Committee’s  recommendation  that  the  utilization 
of  the  AMA  immunization  form  be  left  to  the  individual 
physician’s  discretion  in  light  of  the  advanced  system 
that  currently  exists. 

Peter  D.  Pizzutillo,  M.D. 

Chairman 

( The  report  was  filed. ) 

SPECIALTY  SOCIETIES  COMMITTEE 

During  the  last  six  months,  there  have  been  three 
meetings  of  physicians  representing  the  specialty  groups 
in  the  state  as  part  of  an  effort  to  assure  improved  inter- 
professional communication  between  these  branches  of 
professional  medicine  and  the  Medical  Society  of  Dela- 
ware. These  meetings  have  proved  fruitful  and  have 
helped  to  identify  some  common  problems.  For  example, 
the  concern  of  the  ophthalmologists  about  some  of  the  pro- 
posed programs  of  the  optometrists  was  of  interest  to 
all  groups  because  of  the  implications  of  the  activities 
of  the  paraprofessionals  in  the  State.  It  was  agreed  that 
this  forum  was  a good  one. 

At  the  second  meeting,  the  President  of  the  Society 
was  asked  to  serve  as  chairman  of  this  liaison  group, 
which  would  meet  at  regular  intervals  to  discuss  com- 
mon problems.  The  most  recent  meeting  was  devoted 
largely  to  problems  as  a result  of  the  recent  increase  in 
malpractice  rates.  In  addition,  the  implication  of  the 
clinical  social  workers’  requests  for  legislation  to  require 
health  insurance  benefits  for  their  services  was  brought 
to  the  attention  of  other  groups  who  might  not  have 
recognized  the  significance  of  this  type  of  potential  en- 
croachment on  the  practice  of  medicine. 

This  group  has  made  it  possible  for  the  various  spe- 
cialty groups  to  have  direct  access  to  the  Society  and  to 
the  Board  of  Trustees.  While  no  one  is  now  recom- 
mending official  representation  on  the  Board  of  Trustees 
as  is  done  in  the  AMA,  in  part  because  of  the  size  of 
the  State,  this  forum  should  assure  all  physicians  that 
their  interests  and  concerns  are  the  interests  and  concerns 
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of  the  Society  as  a whole.  I did  request  a report  from 
each  specialty  society  liaison  for  inclusion  in  the  House 
of  Delegates  book.  The  reports  which  were  submitted 
follow: 

Robert  W.  Frelick,  M.D. 

Chairman 

Delaware  Chapter,  American  College  of  Surgeons 

I was  encouraged  by  the  efforts  to  obtain  participa- 
tion by  the  specialty  society  groups. 

I sincerely  hope  this  committee  will  become  more 
than  a liaison  committee  and  suggest  that  it  be  appointed 
as  a standing  committee  to  the  Medical  Society  of  Dela- 
ware with  whatever  representation  we  might  be  able  to 
obtain  on  the  Board  of  Trustees. 

Howard  Wilk,  M.D. 
Delaware  Society  of  Nuclear  Medicine 

Speaking  with  reference  to  the  State  Society  of  Nuclear 
Medicine,  I feel  that  the  liaison  with  the  Medical  Society 
of  Delaware  established  this  year  has  addressed  a serious 
inadequacy  that  has  been  present  in  the  Medical  Society 
now  for  a number  of  years.  The  growth  of  specialization 
in  the  state  does  require  in-depth  analysis  of  certain 
problems  affecting  just  limited  segments  of  our  practi- 
tioners, i.e.,  those  in  one  particular  specialty.  Although 
several  other  committees  of  the  State  Society  do  work 
on  problems  connected  with  Nuclear  Medicine  and  Nu- 
clear Energy,  it  has  been  most  heartening  for  me  to  see 
a direct  pathway  opened  up  for  specialty  representation 
in  the  State  Medical  organization. 

As  of  this  date,  there  has  been  no  pressing  need  for 
direct  accessing  of  the  Medical  Society  by  the  practi- 
tioners in  Nuclear  Medicine,  but  I certainly  can  foresee 
that  in  the  near  future,  interaction  will  be  to  the  benefit 
of  both  groups. 

Robert  L.  Meckelnburg,  M.D. 

Delaware  Section,  American  College  of  Obstetrics  and 
Gynecology 

I feel  that  the  Specialty  Society  Liaisons  Committee 
is  definitely  an  asset.  The  group  has  already  proved 
useful  in  discussing  the  liability  insurance  situation,  and 
I am  sure  the  group  will  be  a source  of  help  in  many 
other  instances.  The  group  should  carry  on. 

Robert  Waterhouse,  M.D. 
Delaware  Academy  of  Ophthalmology 

Having  the  specialty  society  organization  provides  an 
excellent  outlet  for  ideas,  as  well  as  a way  to  communi- 
cate better  with  our  parent  organization.  Medicine  has 
been  fragmented  in  its  feelings,  in  its  political  action, 
and  its  ability  to  care  for  patients  over  the  past  decade. 
This  is  an  important  step  in  the  other  direction. 

This  past  year  we  were  able  to  bring  to  the  attention 
of  the  various  specialty  societies  the  fact  that  there  are 


some  difficulties  with  optometry  in  our  path  ahead.  We 
also  conveyed  the  interesting  development  in  ophthal- 
mology whereby  our  Academy  of  Ophthalmology  joined 
with  our  political  organization  ( The  American  Associa- 
tion of  Ophthalmology),  a rather  unusual  development. 
We  have  not  had  to  ask  the  Medical  Society  of  Delaware 
for  any  specific  help,  but  we  certainly  need  to  have  their 
attention,  acceptance,  and  wholehearted  support. 

I look  forward  to  this  liaison  committee  of  the  specialty 
societies  becoming  a very  viable  organization  in  our  fu- 
ture. 

Robert  Abel,  Jr.,  M.D. 
Delaware  Society  of  Internal  Medicine 

Often  there  are  many  facets  to  be  considered  in  deal- 
ing with  a particular  problem.  I feel  that  the  opportunity 
to  have  input  from  many  different  sources  is  certainly 
beneficial  in  dealing  with  the  various  issues  which  are 
of  concern  to  the  medical  profession.  This  Liaison  Com- 
mittee will  provide  one  more  source  to  exchange  informa- 
tion and  ideas. 

R.  Walter  Powell,  M.D. 
Delaware  Association  of  Neurological  Surgeons 

At  present  there  are  nine  neurosurgeons  practicing  in 
Delaware,  eight  in  the  Wilmington  area  and  one  in  Dover. 

I feel  that  the  liaison  group  is  an  excellent  way  of 
conveying  the  specialty  groups’  problems  to  the  State 
Society  and  that  in  the  future  the  group  will  play  a sig- 
nificant role  in  that  respect.  The  Delaware  Association 
of  Neurological  Surgeons  will  endeavor  to  maximize  com- 
munication with  the  Medical  Society  of  Delaware  in  an 
effort  to  improve  the  delivery  of  medical  care  in  Dela- 
ware. 

I am  not  aware  of  any  specific  problems  the  Delaware 
Association  of  Neurological  Surgeons  has  faced  in  the 
past  year.  It  is  helpful  to  know  that  should  any  develop 
in  the  future,  the  specialty  society  committee  is  available. 

Macdy  I.  Boulos,  M.D. 

Delaware  Psychiatric  Society 

I feel  that  this  Committee  has  been  beneficial  to  the 
psychiatrists  in  the  State. 

Of  utmost  importance  to  psychiatric  physicians  is  H.  B. 
292,  which  provides  direct  third-party  payment  to  li- 
censed certified  social  workers  and  which,  in  effect,  per- 
mits social  workers  to  practice  medicine.  We  feel  that 
we  have  had  input  through  this  Committee,  and  indeed 
have  been  working  with  the  Medical  Society  to  defeat 
H.B.  292. 

Aydin  Z.  Bill,  M.D. 

Delaware  Chapter,  American  College  of  Emergency 
Physicians 

It  never  ceases  to  amaze  me  how  the  obvious  is  ig- 
nored. Physicians  identify  with  their  specialty.  Thus, 
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an  emergency  physician  in  the  State  of  Delaware  or  any 
other  state  will  be  prepared  to  communicate  with  me 
rather  than  with  the  surgeon,  for  example,  for  the  obvious 
reason  that  the  surgeon  does  not  share  with  him  the  same 
professional  problems  and  desiderata.  If  the  purpose  of 
having  an  association  is  to  create  a general  communica- 
tion between  the  members,  it  is  obvious  that  sharing  the 
practice  of  healing  arts  is  not  a sufficient  denominator. 
The  creation  of  the  specialty  society  meetings  under  the 
umbrella  of  the  Medical  Society  is  indeed  a step  in  the 
right  direction,  and  I have  no  doubt  that  it,  or  similar 
techniques,  will  be  adopted  by  other  states  as  well  as 
nationally  in  the  near  future.  Furthermore,  a meeting  of 
the  different  specialties  creates  a way  of  informing  dif- 
ferent specialties  about  the  scope  of  their  practice  and 
the  mechanics  of  conducting  their  business.  Physicians 
are  notoriously  ignorant  in  this  respect.  We  as  emer- 
gency physicians  have  to  ensure  the  continuity  of  care 
with  other  physicians  for  patients  we  treat.  Also,  we 
have  to  call  upon  other  physicians  to  serve  those  cases 
we  feel  we  cannot  cope  with.  This  triaging  function 
necessitates  knowledge  about  other  specialties  and  the 
mode  of  their  action.  I have  been  practicing  emergency 
medicine  full-time  for  over  eight  years  in  this  part  of 
the  world  and  still  come  across  gray  zones  not  infre- 
quently. 

Helmi  A.  El-Ramli,  M.D. 
Delaware  Society  of  Anesthesiologists 

The  Delaware  Society  of  Anesthesiologists  consists  of 
26  active  members.  We  held  our  annual  business  meet- 
ing January  22,  1981,  in  Wilmington.  We  are  anticipat- 
ing a Fall  social  meeting  for  members  and  their  spouses 
to  be  held  in  the  Dover  area.  There  is  a possibility  we 
will  have  a scientific  meeting  late  this  year. 

Our  Society  has  not  had  any  major  problems  thus  far 
this  past  year,  and  consequently  has  had  little  activity. 
The  Specialty  Society  Liaisons  could  prove  helpful  should 
problems  arise  whereby  sharing  of  the  experience  and 
expertise  of  other  specialty  societies  would  be  used.  It 
could  provide  a “door”  through  which  our  problems 
could  reach  the  Medical  Society.  We  have,  up  to  this 
point,  not  had  any  more  input  into  the  Medical  Society 
affairs  as  a result  of  this  committee. 

Robert  E.  Erb,  M.D. 

Delaware  Chapter,  American  College  of  Physicians 

The  Delaware  Chapter  of  the  American  College  of 
Physicians  held  its  regional  meeting  on  May  9,  1981.  A 
joint  meeting  of  the  Maryland  and  Delaware  chapters 
is  planned  for  October  1982,  in  Baltimore. 

I have  had  the  opportunity  to  attend  only  one  meeting 
of  the  Specialty  Society  Liaisons.  I feel  that  the  forma- 
tion of  this  group  will  provide  a means  of  better  coordi- 
nation of  efforts  between  the  specialty  societies  and  the 
State  Society. 

Alfred  Lazarus,  M.D. 


Delaware  Occupational  Medical  Association 

I appreciate  the  opportunity  to  meet  with  other  spe- 
cialty society  representatives  and  to  hear  that  diverse 
medical  specialties  have  much  in  common. 

Joseph  A.  Glick,  M.D. 
Delaware  Academy  of  Dermatologists 

Regarding  the  Specialty  Society  Liaison  Committee, 
I have  personally  had  the  opportunity  to  attend  only  one 
meeting,  as  I was  just  elected  President  of  our  society  of 
dermatologists  a few  weeks  ago.  I have  not  had  an  op- 
portunity to  discuss  with  my  dermatologic  colleagues  any 
particular  issues  which  they  would  like  to  see  put  forth 
within  the  framework  of  this  committee,  but  I shall  do 
so  at  our  semi-annual  meeting  in  November.  I would 
only  comment  at  this  time  that  I believe  this  committee 
will  prove  quite  helpful  in  the  long  run  as  a vehicle 
for  specialty  society  input  into  Medical  Society  of  Dela- 
ware affairs. 

Peter  B.  Panzer,  M.D. 

Delaware  Chapter,  American  Academy  of  Pediatrics 

Too  often  the  specialty  groups  feel  set  apart  from  the 
whole  of  the  medical  community.  I feel  that  this  group 
will  be  very  helpful  in  creating  a feeling  of  unity  among 
the  societies. 

Forrest  G.  Hawkins,  M.D. 
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Delaware  Society  of  Orthopedic  Surgeons 

The  Delaware  Society  of  Orthopedic  Surgeons  was 
formed  in  1981  and  held  its  first  annual  meeting  in  June 
of  1981.  It  has  embarked  on  a program  of  social  as  well 
as  educational  endeavors.  It  will  hold  its  annual  meeting 
in  conjunction  with  the  Delaware  State  Medical  Society 
meeting.  The  current  president  is  Dr.  I.  Favel  Chavin. 
President-elect  is  Dr.  James  Waddell. 

The  Society  views  the  Specialty  Society  Committee  as 
another  channel  to  improve  communication  among  the 
specialties. 

Richard  T.  D’Alonzo,  M.D.,  P.A. 
Delaware  Pathology  Society 

Consultation  with  several  of  the  members  of  the  Del- 
aware Pathology  Society  indicated  that  the  prevailing 
feeling  was  that  the  Specialty  Society  Liaison  Committee 
has  had  neither  a positive  nor  a detrimental  effect  on  the 
Pathology  Society. 

James  F.  Reamer,  M.D. 
Delaware  Academy  of  Family  Physicians 

I have  enjoyed  the  liaison  with  the  State  Society  made 
possible  by  the  liaison  committee  and  appreciate  the 
opportunity  to  participate  as  a representative  of  the 
family  physicians  in  Delaware. 

Many  problems  are  shared  by  the  various  specialties. 
One  observation  I would  like  to  make  is  that  the  practice 
of  medicine  today  is  affected  by  many  outside  forces. 
As  an  example,  certain  procedures  are  no  longer  being 
performed  by  some  family  physicians  because  of  the 
cost  involved  in  obtaining  the  appropriate  liability  in- 
surance. 

The  Specialty  Society  Committee  can  serve  as  a chan- 
nel of  communication  for  the  various  specialty  groups. 

Roger  B.  Rodrigue,  M.D. 

Delaware  Radiology  Society 

We  have  experienced  no  problems  in  radiology  in  the 
State  of  Delaware  in  the  recent  past. 

We  think  the  new  organization  is  a very  sound  concept 
and  look  forward  to  cooperating  with  you  in  the  future. 

Emanuel  M.  Renzi,  M.D. 

John  T.  Oglesby,  II,  M.D. 

( The  report  was  adopted. ) 

AD  HOC  COMMITTEE  ON  ABORTION 

The  Ad  Hoc  Committee  on  Abortion  of  the  Medical 
Society  of  Delaware  has  functioned  through  the  auspices 
of  the  Public  Laws  Committee  over  the  past  several 
years.  Special  attention  on  this  issue  was  brought  to 
focus  approximately  two  years  ago,  at  the  birth  of  two 
viable  infants  following  saline  terminations  at  the  Wil- 
mington Medical  Center.  Following  those  incidents, 
the  Attorney  General  focused  investigation  on  these  two 


births  and  subsequently  embarked  on  a program  to  es- 
tablish laws  governing  abortions  in  Delaware. 

The  first  draft  of  these  proposals  was  cumbersome 
and  unrealistic.  It  would  have  made  the  traditional 
practice  of  medicine  impossible.  The  Medical  Society, 
therefore,  contacted  the  Attorney  General  and  lines  of 
communication  were  set  up  to  re-establish  a reasonable 
and  workable  set  of  guidelines. 

The  first  year’s  work  was  carried  out  with  representa- 
tives from  the  Attorney  General’s  Office,  Senator  Marshall, 
Representative  Ambrosino,  and  Mr.  B.  Wilson  Redfearn, 
the  Society’s  attorney.  Also,  Planned  Parenthood,  Right 
to  Life,  NOW,  Women’s  Health  Organization  (Orange 
Street  Clinic),  and  the  American  Civil  Liberties  Union 
all  had  input  as  to  their  thoughts  on  proposed  legislation. 
The  bill  which  was  introduced  never  got  out  of  com- 
mittee. 

During  the  last  legislative  session,  the  Society  retained 
Mr.  Victor  Battaglia  as  its  attorney.  I met  with  Mr. 
Battaglia  several  times,  and  brought  him  up  to  date  on 
the  background  information  and  work  that  had  been 
carried  out  in  the  prior  year.  Our  meetings  included 
one  in  my  office  at  which,  much  to  our  surprise,  we  were 
joined  by  Senator  Marshall,  a representative  of  the  At- 
torney General’s  Office;  Chaplain  Marlene  Walters;  a 
representative  of  the  Catholic  Church;  and  members  of 
the  Right  to  Life  group.  It  was  recognized  in  this  ses- 
sion that,  as  in  the  past,  there  were  many  areas  of  dis- 
agreement from  all  factions,  and  that  our  efforts  would 
best  be  directed  at  working  on  legislation  that  would 
address  issues  which  could  best  be  resolved  to  the  satis- 
faction of  all  parties. 

Abortion  continues  to  be  one  of  the  most  intensely 
debated  and  emotional  issues  of  our  time.  It  is  an  issue 
which  is  almost  without  resolution.  There  are  as  many 
opinions  as  there  are  people  who  are  asked  for  their 
input,  and  rarely  do  two  opinions  agree.  Many  long 
hours  over  the  past  two  years  have  gone  into  legislation 
that  would  not  interfere  with  medical  practice  and  would 
certainly  be  in  keeping  with  the  law  of  the  land,  which 
is  Abortion  on  Demand.  This  has  been  established  in 
the  cases  of  Roe  vs.  Wade  and  Doe  vs.  Bolton  by  the 
Supreme  Court  of  the  United  States. 

With  this  background  and  the  fact  that  we  live  in  a 
pluralistic  society,  it  seemed  only  reasonable  that  no 
group  should  have  the  right  to  impose  its  will  on  any 
other  group.  This  is  the  very  foundation  of  our  society, 
and  with  this  understanding,  our  subcommittee  proceeded 
along  those  lines  in  an  effort  to  guarantee  individual 
choice  for  abortions,  while  at  the  same  time  preventing 
illegal  abortion  and  terminations  of  pregnancy  when  the 
fetus  is  clearly  viable,  and  preserving  the  rights  of  any 
liveborn  fetus  that  was  a product  of  an  attempted  termi- 
nation of  pregnancy.  Most  importantly,  we  attempted 
to  ensure  the  medical  safety  of  the  procedure. 

The  legislation  that  was  settled  upon  was  a compromise 
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It  certainly  was  not  accepted  by  every  faction.  Each 
group  had  areas  that  it  wished  to  change  or  amend,  but 
it  did  seem  that  this  was  a basic  piece  of  legislation  that 
was  constitutional  and,  therefore,  the  Public  Laws  Com- 
mittee elected  to  support  it.  It  is  clear  that  we  as  prac- 
ticing physicians  could  certainly  practice  with  no  legisla- 
tion beyond  that  already  established  by  the  Supreme 
Court,  but  this  legislation  was  initiated  and  requested  by 
the  Attorney  General,  and  it  did  not  seem  to  interfere 
with  either  individual  rights  or  standard  medical  practice. 

As  you  know,  the  proposed  bill  was  introduced  by 
Senator  Marshall,  and  I attended  that  session.  Senator 
Marshall’s  fellow  legislators  appeared  angered  when 
Senator  Marshall  announced  that  there  were  seven 
amendments  that  he  wished  to  propose,  but  that  they 
were  being  printed  up  at  the  time.  The  legislators  pointed 
out  to  Senator  Marshall  that  after  two  years,  they  felt 
that  this  legislation  should  have  been  in  better  form, 
and  certainly  the  atmosphere  was  negative  from  the 
start.  Six  of  the  Senator’s  seven  amendments  would 
have  been  totally  unacceptable  to  the  Medical  Society 
of  Delaware.  These  were  all  defeated  except  for  the 
one,  and  it  was  tabled.  I personally  felt  that  after  the 
Medical  Society  gave  its  endorsement  to  the  basic  agreed- 
upon  legislation,  it  was  an  error  on  Senator  Marshall’s 
part  to  introduce  amendments  which  the  Medical  Society 
could  not  support.  The  debate  raged  for  over  five  hours, 
and  finally  the  bill  was  tabled  with  no  action  taken.  The 
bill  was  later  stricken  by  Senator  Marshall. 

Several  valid  points  were  made  by  the  NOW  organi- 
zation, and  these  issues  will  need  to  be  addressed  in 
revising  any  proposed  legislation  for  the  future.  It  is 
my  understanding,  however,  that  NOW,  Planned  Parent- 
hood, and  the  ACLU,  as  well  as  the  Governor’s  Com- 
mission on  Women,  all  would  like  to  see  no  legislation 
enacted.  This  would  certainly  be  acceptable  to  the 
Medical  Society  in  my  opinion,  and  physicians  can  act 
responsibly  without  further  legislation  being  enacted.  The 
Right  to  Life  group,  as  well  as  representatives  of  the 
Catholic  Church,  obviously  felt  that  the  proposed  legis- 
lation did  not  go  far  enough  and  were  unhappy  with 
the  bill  as  it  stood.  They  wanted  to  go  much  further, 
and  certainly  several  of  the  amendments  that  were  ini- 
tiated this  year  by  Right  to  Life  and  the  Attorney  General 
would  have  been  totally  unacceptable  to  practicing  phy- 
sicians, in  addition  to  being  unconstitutional. 

We  face  the  coming  year  with  the  certainty  that  this 
legislation  will  be  introduced  again.  Senator  Marshall 
has  expressed  an  interest  in  again  working  with  the 
Medical  Society.  I think  it  must  be  pointed  out  to  him 
that  we  cannot  support  additions  or  amendments  beyond 
those  that  we  approve  ahead  of  time. 

Senator  Holloway  has  been  a good  friend  to  the  Medi- 
cal Society  and  certainly  should  be  involved  in  our  dis- 
cussions in  the  coming  year.  He  should  be  informed 
as  to  our  feelings  and  reasons  for  supporting  or  reject- 
ing any  pieces  of  legislation. 


In  conclusion,  I think  it  would  behoove  the  Medical 
Society  to  continue  to  talk  to  Planned  Parenthood,  NOW, 
the  American  Civil  Liberties  Union,  Right  to  Life,  and 
representatives  of  the  Catholic  Church,  so  that  they  can 
all  have  input  into  this  legislation.  The  bill,  as  it  now 
stands,  does  have  some  areas  that  need  revamping,  as 
was  pointed  out  in  the  last  legislation  session.  The 
final  position  of  the  Medical  Society  certainly  will  have 
to  depend  on  the  final  form  of  the  bill,  which  should  be 
brought  before  the  Public  Laws  Committee  and  the 
Board  before  any  action  can  be  taken. 

Jeffry  I.  Komins,  M.D. 

Chairman 

( The  report  was  adopted. ) 

AD  HOC  COMMITTEE  ON  THE  ALFRED 
I.  du  PONT  INSTITUTE 

The  Ad  Hoc  Committee  on  the  Alfred  I.  du  Pont  In- 
stitute, widely  representative  of  the  membership  of  the 
Society,  had  its  annual  meeting  with  the  Institute  staff 
on  June  23,  1981.  The  building  program  was  the  im- 
mediate focus  of  the  visit.  The  Committee  spent  an  hour 
or  two  surveying  the  current  progress  in  the  building 
and  was  impressed  by  the  magnitude  of  the  program 
and  the  high  quality  of  the  work.  The  builders  claim 
that  this  will  be  the  most  highly  mechanized  building 
built  since  the  World  Trade  Center  in  New  York,  and 
that  it  will  set  the  tone  for  hospital  architecture  for 
possibly  the  next  ten  years. 

There  has  been  much  investigation  into  determining 
and  acquiring  the  best  quality  of  workmanship  and 
materials.  While  the  design  is  not  strikingly  innovative, 
efforts  have  certainly  been  made  to  take  advantage  of 
the  best  knowledge  in  energy  conservation.  There  will 
be  a large  outpatient  area  and  much  space  for  ancillary 
services,  including  a gymnasium  and  swimming  pool. 
In  spite  of  the  obvious  wealth  of  the  Foundation,  it  is 
becoming  apparent  to  the  planners  and  developers  that 
the  hospital  will— if  it  is  to  be  an  effective  instrument 
for  care  and  research— have  to  restrict  its  program  to 
children  with  orthopedic  and  neuromuscular  handicaps. 
There  is,  in  addition,  some  provision  for  long-term  re- 
habilitation for  complicated  burn  cases.  In  conjunction 
with  the  building  program,  a computerized  record  sys- 
tem is  being  developed. 

The  need  to  work  with  the  physicians  in  the  com- 
munity was  emphasized  by  both  the  staff  and  members 
of  the  Committee.  The  Committee  left  with  the  feeling 
that  the  growing  program  at  the  Alfred  I.  du  Pont  Insti- 
tute can  add  positively  to  the  medical  resources  in  the 
community.  They  felt  that  help  in  program  planning, 
i.e.,  computer  application,  may  be  of  significant  value 
to  the  local  profession  as  one  of  the  more  obvious  medi- 
cal interests.  It  will  be  necessary  that  the  medical  pro- 
fession, through  its  State  Society,  maintain  an  active 
liaison  with  the  Nemours  Foundation  and  the  staff  to 
ensure  that  optimum  benefit  is  derived  from  this  resource. 
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Dr.  G.  Dean  MacEwen  emphasized  that  the  staff  of  the 
Alfred  I.  du  Pont  Institute  is  not  directly  or  indirectly 
related  to  the  program  for  the  elderly  which  is  being 
developed  through  the  Nemours  Foundation. 

Robert  W.  F relick,  M.D. 

Chairman 

( The  report  was  filed. ) 

AD  HOC  COMMITTEE  ON  ALTERNATIVE 
METHODS  OF  HEALTH  CARE  DELIVERY 

The  Committee’s  activity  in  1981  was  primarily  con- 
cerned with  the  proposal  made  by  representatives  of  the 
Du  Pont  Company  and  the  Boston  University  Center 
for  Industry  and  Health  Care  for  a Cost  Containment 
Program.  This  proposal  was  accepted  by  the  Committee, 
adopted  by  the  Board  of  Trustees  of  the  Medical  Society 
of  Delaware,  and  was  approved  and  adopted  by  the 
General  Staff  of  the  Wilmington  Medical  Center  and  the 
Staff  Council  of  the  Wilmington  Medical  Center.  The 
proposal  states  that  the  Boston  University  Center  for 
Industry  and  Health  Care  would: 

1.  Employ  their  medical  data  expertise  to  analyze 
Wilmington  Medical  Center  data; 

2.  Develop  information  regarding  utilization  pat- 
terns for  selected  procedures  or  services  within 
the  community;  and 

3.  Propose  ways  in  which  this  information  can  be 
used  in  educational  communication  with  phy- 
sicians. 

The  data  that  would  be  analyzed  would  remain  con- 
fidential and  would  be  used  for  informational  and  edu- 
cational communication  with  physicians. 

Since  the  adoption  of  these  proposals  by  the  Medical 
Center,  the  Boston  University  Center  has  been  analyzing 
Wilmington  Medical  Center  data,  but  has  yet  to  release 
an  official  report  regarding  the  analysis  of  that  data. 
The  Committee  has  also  made  recommendations  regard- 
ing cost-saving  options  in  Delaware,  and  has  forwarded 
these  options  to  Secretary  Schramm  of  the  Department 
of  Health  and  Social  services  of  the  State  of  Delaware. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

( The  report  was  filed. ) 

AD  HOC  COMMITTEE  ON  CHIROPRACTIC 

Earlier  this  year  the  Board  of  Trustees  agreed  that  a 
meeting,  for  informational  purposes  only,  with  the  chiro- 
practors might  be  beneficial. 

The  Committee  did  meet  with  the  chiropractors,  and 
the  group  felt  that  the  timing  may  be  right  for  defining 
the  scope  of  chiropractic,  either  under  their  act  or  under 
the  Medical  Practice  Act. 

As  a result  of  the  meeting,  the  chiropractors  agreed 
to  propose  and  submit  in  writing  a definition  of  the 


scope  of  chiropractic  in  Delaware  as  they  see  it.  They 
submitted  a position/policy  paper  (on  file  in  the  State 
Society  office),  as  well  as  the  following  points  for  con- 
sideration by  the  physicians  regarding  chiropractic  in- 
clusion under  the  Medical  Practice  Act: 

1.  Ability  for  medical  doctors  to  have  influence 
and  authority  over  the  practice  of  chiropractic. 

2.  Review  of  quality  and  ethics. 

3.  Professional  cooperation. 

4.  Blue  Cross  parity. 

5.  Chiropractors  as  portal  of  entry  providers  using 
manipulation,  drugless  therapy  including  nutri- 
tional aids  and  acupunctcre  where  eligible. 

The  Committee  reviewed  the  information  submitted  to 
them  by  the  chiropractors  and  agreed  to  submit  a resolu- 
tion to  the  Board  of  Trustees  for  transmittal  to  the  House 
of  Delegates. 

I.  Favel  Chavin,  M.D. 

Chairman 

( The  report  was  filed. ) 

AD  HOC  COMMITTEE  ON 
NUCLEAR  ENERGY  AND  SAFETY 

The  Ad  Hoc  Committee  on  Nuclear  Energy  and  Safety 
has  held  two  meetings  during  the  past  year.  These  were 
held  jointly  with  the  Environmental,  Public  Health,  and 
Venereal  Disease  Committee,  chaired  by  Elmer  F.  Fan- 
tazier,  M.D. 

Guest  speaker  for  the  first  meeting  on  March  3,  1981, 
was  Colonel  Ronald  K.  Knapp  of  the  Department  of 
Public  Safety,  Division  of  Emergency  Planning  and  Op- 
erations. Colonel  Knapp’s  slide  presentation  outlined 
the  Radiological  Emergency  Plan  which  has  been  de- 
veloped for  Delaware.  A plan  of  this  nature  was  man- 
dated for  public  protection  following  the  Three  Mile 
Island  incident.  The  plan  includes  provision  for  the 
following:  1)  accident  assessment;  2)  notification  and 
communication;  3)  command  and  coordination;  4)  pro- 
tective actions;  and  5 ) parallel  actions.  It  was  Colonel 
Knapp’s  opinion  that  the  plan  is  complex  but  workable. 
On  April  8,  it  was  tested  in  an  exercise  with  the  State 
of  New  Jersey.  The  Federal  Emergency  Management 
Agency  has  evaluated  the  exercise  and  forwarded  its 
recommendations  to  the  Nuclear  Regulatory  Commission. 

Physician  involvement  with  the  Radiological  Emer- 
gency Plan  was  discussed.  Suggestions  included:  1) 
support  for  the  final  plan  once  it  is  approved;  and  2) 
attention  to  the  special  health  problems  involved  with  a 
radiological  emergency. 

In  addition,  Dr.  Meckelnburg  brought  to  the  March 
meeting  a series  of  slides  prepared  by  the  National 
Society  of  Professional  Engineers  on  sources  of  low-level 
radiation. 

A second  meeting  was  held  on  September  8,  1981. 
Mr.  Allan  C.  Tapert,  Radiological  Health  Program  Di- 
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rector,  Division  of  Public  Health,  discussed  the  Radi- 
ation Program  for  the  State  of  Delaware.  Responsibilities 
of  the  Office  of  Radiological  Health  include  monitoring 
of  x-ray  facilities,  development  of  safety  standards  for 
radiation-emitting  material,  development  of  rules  and 
standards  for  operators  and  equipment,  and  development 
and  management  of  Delaware’s  Radiological  Emergency 
Plan. 

Mr.  Tapert  indicated  that  there  are  deficiencies  in  the 
state’s  current  radiation  control  regulations,  which  were 
adopted  in  1969  and  which  do  not  provide  for  registra- 
tion of  sources  of  radioactive  material.  He  suggested 
that  relevant  portions  of  model  regulations  developed 
by  the  Conference  of  Radiation  Control  Program  Directors 
in  1978  could  serve  as  a source  for  revision  to  provide 
for  registration,  and  eventual  certification,  of  all  radiation 
users.  Mr.  Tapert  also  pointed  to  the  need  for  a survey 
using  “state  of  the  art”  instruments,  of  all  facilities  using 
radioactive  materials  in  order  to  develop  baseline  infor- 
mation so  that  the  Delaware  figures  can  be  compared 
with  national  averages  and  ranges.  He  noted  that  the 
Division  of  Public  Health  does  have  a computer  which 
could  be  used  for  that  purpose. 

The  Radiation  Protection  Authority,  chaired  by  Robert 
W.  Frelick,  M.D.,  is  looking  into  deficiencies  in  current 
regulations  and  will  be  reviewing  the  suggested  model 
regulations.  In  the  past,  funding  has  been  a stumbling 
block  in  radiation  control  activities.  One  physician  noted 
that  recently  enacted  federal  legislation  requires  the 
states  to  develop  programs  to  certify  radiation  users  with- 
in the  next  three  years.  Mr.  Tapert  noted  that  the  sup- 
port of  the  medical  community  will  be  important  in  the 
development  of  a program  for  Delaware. 

There  was  some  discussion  of  the  fragmentation  of 
radiation  control  activities  within  the  state,  since  several 
departments  ( Health  and  Social  Services,  Natural  Re- 
sources and  Environmental  Control,  Public  Safety,  and 
Transportation)  are  involved  in  various  aspects  of  radi- 
ation safety.  However,  primary  responsibility  rests  with 
the  Office  of  Radiological  Health  and  those  present  agreed 
that  it  is  appropriate  for  health  matters  to  remain  within 
the  Division  of  Public  Health. 

The  recommendation  of  the  Ad  Hoc  Committee  on 
Nuclear  Energy  and  Safety  and  the  Environmental,  Pub- 
lic Health,  and  Venereal  Disease  Committee  that  the 
Society  support  the  Office  of  Radiological  Health  in  its 
efforts  to  improve  radiation  control  in  the  State  of  Dela- 
ware was  approved  by  the  Board  of  Trustees  of  the  State 
Society  at  the  Board’s  October  meeting. 

Leslie  W.  Whitney,  M.D. 

Chairman 

( The  report  was  filed. ) 

AD  HOC  COMMITTEE  ON  THE 
NURSE  PRACTICE  ACT 

The  last  major  revision  of  the  Nurse  Practice  Act,  a 
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law  regulating  the  practice  of  nursing  in  Delaware,  was 
in  1970.  For  the  past  few  years,  the  Delaware  Nursing 
Association  has  been  working  on  a revision  which  has 
now  resulted  in  House  Bill  365  which,  contrary  to  present 
authority,  proposes  to  regulate  exactly  what  each  level 
of  nurse  can  do  legally  in  any  setting,  including  hospital 
care,  nursing  home  care,  or  office  practice. 

The  present  act  permits  individual  physicians  in  their 
office  practices  or  hospital  boards  in  the  institutional 
setting  to  have  well-trained  personnel  assigned  tasks 
under  supervision.  This  provides  flexibility  and  oppor- 
tunity for  on-the-job  training  to  alleviate  well-documented 
nursing  personnel  shortages. 

Earlier  drafts  of  the  proposed  Nurse  Practice  Act  pro- 
vided for  a specific  role  of  Clinical  Nurse  Specialist  in  in- 
dependent private  practice.  The  presently  proposed  H.B. 
365  has  deleted  this.  But  in  Section  B (8),  the  bill  has 
provided  a very  vaguse,  all-encompassing  authority,  “Per- 
forming activities  which  require  additional  preparation 
and  are  approved  by  the  Delaware  Board  of  Nursing.” 
This,  if  approved,  will  give  the  Board  of  Nursing  Practice 
blanket  authority  to  do  anything  in  the  future. 

Some  of  the  functions  which  the  Nurse  Practice  Act 
proposes  to  regulate  are  those  already  assigned  to  the 
Board  of  Medical  Practice,  but  no  proposal  has  been 
made  to  share  regulatory  authority  jointly. 

Because  the  provisions  of  the  proposed  Nurse  Prac- 
tice Act  will  affect  the  ability  of  hospitals  to  function 
economically,  the  Association  of  Delaware  Hospitals 
has  been  doing  the  major  portion  of  the  work  in  critiqu- 
ing this  proposal  and  making  alternative  recommenda- 
tions. 

Your  Ad  Hoc  Committee  on  the  Nurse  Practice  Act  has 
been  working  closely  with  the  Association  of  Delaware 
Hospitals  to  give  them  advice  and  support,  and  has  been 
on  the  alert  for  problems  affecting  physicians  specifically. 

We  recommend  that  either  through  this  Ad  Hoc  Com- 
mittee or  any  other  mechanism  you  designate,  the  Medi- 
cal Society  of  Delaware  continue  to  work  actively  with 
the  Association  of  Delaware  Hospitals  toward  a functional 
and  fair  Nurse  Practice  Act  which  will  perpetuate  the 
present  good  professional  relationship  of  nurses,  physicians 
and  hospitals  toward  the  goal  of  excelling  in  patient  care. 

David  Platt,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that 
the  Medical  Society  of  Delaware  obtain  professional 
legal  help  concerning  this  matter.) 

AD  HOC  COMMITTEE  ON  PHARMACY 

The  Committee,  which  was  established'  to  achieve 
better  communication  between  individual  physicians  and 
pharmacists  and  between  their  two  organizations,  met 
once  this  year.  Medical  Society  members  present  were: 
William  J.  Holloway,  M.D.,  Peter  P.  Potocki,  M.D., 
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Anne  Shane  Bader,  Executive  Director,  and  Marvin  H. 
Dorph,  M.D.,  who  chaired  the  meeting.  The  pharma- 
cists present  were:  Jerry  Bloch,  Eli  Stephanou,  Vince 
Massimiano,  Maureen  Fink,  Executive  Director  of  the 
Delaware  Pharmaceutical  Society,  and  Martin  Golden, 
Pharmaceutical  Control  Officer. 

At  the  meeting,  physicians’  concern  regarding  the  poor 
wording  and  occasional  improper  labeling  of  auxiliary 
advice  on  prescriptions  was  discussed.  Mr.  Golden  ex- 
plained that  labeling  prescriptions  is  legally  mandated 
in  Delaware,  since  pharmacists  are  required  by  law  to 
give  patients  special  instructions  and  pertinent  informa- 
tion. He  noted  that  pharmacists  who  fail  to  give  such 
warning  are  liable  for  malpractice,  but  cited  no  instance 
in  which  a suit  occurred. 

The  pharmacists  expressed  their  occasional  predica- 
ment in  getting  any  type  of  communication  with  phy- 
sicians, even  for  such  requests  as  whether  a prescription 
may  be  renewed. 

The  Committee  recommended  that  a joint  meeting, 
preferably  a social  event,  be  held  annually  in  order  for 
all  physicians  and  pharmacists  to  get  to  know  each  other. 
It  was  also  suggested  that  there  be  regular  written  com- 
muniques in  each  other’s  journals  or  newsletters  in  order 
to  increase  interdisciplinary  communication. 

It  was  recommended  that  members  of  the  Medical 
Society  of  Delaware  be  made  aware  that  if  any  of  the 
membership  has  a particular  problem  concerning  a 
pharmacist,  the  problem  should  be  discussed  with  the 
Delaware  Pharmaceutical  Society.  Vice  versa,  the 
pharmacists  should  be  aware  that  any  of  them  having 
a particular  problem  with  any  physician  should  feel  free 
to  report  it  to  the  Medical  Society  of  Delaware. 

An  effort  was  made  to  achieve  the  first  recommenda- 
tion by  encouraging  the  New  Castle  County  Medical 
Society  to  join  the  Medical  Society  of  Delaware  in  invit- 
ing the  pharmacists  to  attend  a regularly  scheduled 
NCCMS  meeting,  but  this  did  not  meet  with  the  approval 
of  the  County  Society  officers. 

It  is  recommended  that  the  Ad  Hoc  Committee  be 
continued  for  at  least  another  year  with  an  attempt  to 
achieve  the  recommendations  which  stemmed  from  the 
meeting  in  March. 

Bernadine  Z.  Paulshock,  M.D. 

Chairman 

( The  report  was  adopted. ) 

AD  HOC  COMMITTEE  ON 
PRISON  HEALTH  CARE 

In  the  fall  of  1978,  the  Ad  Hoc  Committee  on  Prison 
Health  Care  was  formed  to  determine  if  the  framework 
for  health  care  met  current  medical  standards.  The 
guideline  used  was  the  American  Medical  Association 
Standards  for  the  Accreditation  of  Medical  Care  and 
Health  Service  in  Jails  (1978). 


The  Committee  was  very  active  this  year.  It  held 
three  meetings,  one  of  which  was  an  on-site  visit  to  the 
Delaware  Correctional  Center  in  Smyrna.  In  addition, 
two  Committee  members,  James  P.  Marvel,  Jr.,  M.D., 
and  Norman  Taub,  M.D.,  visited  the  Sussex  Correctional 
Institute,  and  a full-Committee  on-site  evaluation  of 
medical  care  at  Ferris  School  is  scheduled  for  November, 
1981. 

Following  the  Delaware  Correctional  Center  trip,  dur- 
ing which  members  toured  the  infirmary,  pharmacy, 
dental  office,  and  a barracks-type  room  housing  prisoners 
and  visited  with  Warden  Walter  Redman,  the  Committee 
agreed  that  health  care  under  the  Sacred  Heart  Hospital 
contract  continues  at  a high  level.  It  is  vastly  superior 
to  the  period  prior  to  the  contract.  The  Committee 
recommended  that  a letter  be  forwarded  from  the  Medi- 
cal Society  of  Delaware,  to  the  Governor  if  appropriate, 
noting  the  improvement  in  prison  health  care. 

Sopie  specific  problems  discussed  during  the  year 
included: 

1.  Sussex  Correctional  Institution  inmates  refusing 
to  go  to  scheduled  appointments  with  physi- 
cians; 

2.  The  need  for  psychological  training  for  correc- 
tional officers  in  the  prisons;  and 

3.  The  Wilmington  Medical  Center’s  refusal  to  ac- 
cept adult  prisoners  ( except  on  an  emergency 
basis),  which  creates  a problem  in  providing 
health  care  for  the  inmate  population.  The  Com- 
mittee voted  to  recommend  that  this  position  be 
conveyed  to  the  Wilmington  Medical  Center  and 
the  Delaware  Hospital  Association,  and  that  the 
Wilmington  Medical  Center  be  urged  to  re- 
evaluate its  policy. 

Detailed  minutes  of  all  meetings  are  on  file  at  the 
Medical  Society. 

Richard  H.  Morgan,  M.D. 

Chairman 

( The  report  was  filed. ) 

AD  HOC  COMMITTEE  ON  THE 
VOLUNTARY  EFFORT 

The  Ad  Hoc  Committee  on  the  Voluntary  Effort  is 
a joint  committee  of  the  Medical  Society  of  Delaware  and 
the  Association  of  Delaware  Hospitals,  Incorporated. 
The  Committee  has  been  cooperative  with  the  National 
Voluntary  Effort  and  has  adopted  the  guidelines  in  1981 
as  recommended  by  the  National  Steering  Committee. 
Basically,  the  Committee  for  1981  recommended  that: 

1.  Hospitals  continue  to  keep  operating  with  capital 
expenditures  at  the  lowest  possible  level  con- 
sistent with  quality  care.  Increases  in  inpatient 
community  hospital  expenditures  should  deceler- 
ate in  1981  over  1980;  deceleration  should  be  2 
percentage  points  for  calendar  year  1982  over 
1980. 
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2.  Physicians  should  continue  with  fee-restraint,  and 
the  increase  in  fee  increases  should  be  less  than 
the  increase  in  the  ALL-ITEMS  INDEX  of  the 
Consumer  Price  Index.  This  has  both  the  en- 
dorsement of  the  American  Medical  Association 
as  well  as  the  Voluntary  Effort. 

3.  There  is  a strong  recommendation  from  the  Na- 
tional Voluntary  Effort  that  business  corporations 
who  deal  with  hospitals  exert  fee-restraint  in 
what  they  charge  hospitals;  only  by  this  effort  can 
the  hospitals  pass  on  lower  charges  to  their  pa- 
tients. 

4.  Hospital  medical  staffs  should  continue  to  reaffirm 
their  commitment  to  effective,  ongoing  voluntary 
utilization  review  programs  covering  all  physi- 
cian services  within  the  institution. 


( The  report  was  filed. ) 


Anthony  L.  Cucuzzella,  M.D. 

Chairman 


AD  HOC  COMMITTEE  ON 
WORKMEN'S  COMPENSATION 

The  Ad  Hoc  Committee  on  Workmen’s  Compensation 
was  involved  with  reviewing  and  making  recommenda- 
tions on  House  Bill  87,  providing  for  “The  Workers’ 
Compensation  Act  of  1981  for  the  State  of  Delaware,” 
which  was  stricken,  and  on  House  Bill  200,  the  bill  which 
eventually  passed  the  House  and  is  now  in  committee 
in  the  Senate.  The  Committee  reviewed  the  Act  solely 
to  evaluate  sections  dealing  with  the  rendition  of  medi- 
cal care  and  services  and  for  no  other  purposes.  Changes 
were  recommended  in  those  sections  dealing  with  medi- 
cal care  and  were  largely  involved  in  freedom  of  choice 
of  physicians  and  recommendations  for  physician  reim- 
bursement. The  recommendations  of  the  Ad  Hoc  Com- 
mittee were  largely  accepted  by  the  Board  of  Trustees 
of  the  Medical  Society  of  Delaware.  As  for  the  State, 
the  legislation  has  not  yet  been  passed. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 


( The  report  was  adopted  with  the  additional  recom- 
mendation that  the  Board  of  Trustees  continue  to  be 
active  in  formulating  this  legislation.) 

NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held  at 
the  Delaware  Academy  of  Medicine  Building  on  October 
6,  1981  to  consider  positions  to  be  filled  for  the  year 
November  1981  through  November  1982. 

The  following  nominations  were  made: 
President-Elect— Ignatius  J.  Tikellis,  M.D. 
Vice-President— Leroy  B.  Buckler,  M.D. 

Secretary— Joseph  F.  Kestner,  Jr.,  M.D. 

Treasurer— Peter  R.  Coggins,  M.D. 

Representative  to  the  Delaware 

Academy  of  Medicine— Robert  W.  Frelick,  M.D. 

FOR  STANDING  COMMITTEES 

Budget  Committee 

Olin  S.  Allen,  II,  M.D. 

Richard  T.  D’Alonzo,  M.D. 

Thomas  E.  Dyer,  M.D. 

Robert  E.  Heckman,  M.D. 

Christos  S.  Papastavros,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Bylaws  Committee 

Daniel  A.  Alvarez,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Jason  L.  Campbell,  M.D. 

William  H.  Duncan,  M.D. 

John  J.  Egan,  M.D. 

Christos  S.  Papastavros,  M.D. 

Dene  T.  Walters,  M.D. 

Medical  Economics  Committee 

Olin  S.  Allen,  II,  M.D. 

Joseph  A.  Arminio,  M.D. 

Robert  T.  Beattie,  M.D. 

Ben  C.  Corballis,  M.D. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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Joseph  A.  Elliott,  M.D. 

H.  Wendell  Gray,  Jr.,  M.D. 

Robert  E.  Heckman,  M.D. 

Richard  N.  Hindin,  M.D. 

Garth  A.  Koniver,  M.D. 

George  S.  Lerman,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Bhaskar,  S.  Palekar,  M.D. 

Jae  K.  Park,  M.D. 

Robert  J.  Scacheri,  M.D. 

Charles  G.  Wagner,  M.D. 

Owens  S.  Weaver,  M.D. 

Medical  Review  Committee 

John  H.  Benge,  M.D. 

Gustave  K.  Berger,  M.D. 

Bruce  L.  Bolasny,  M.D. 

Jason  L.  Campbell,  M.D. 

I.  Favel  Chavin.  M.D. 

Anthony  L.  Cucuzzella,  M.D. 

Fredric  M.  Davis,  D.O. 

John  J.  Egan,  M.D. 

Edward  M.  Goldenberg,  M.D. 

H.  Wendell  Gray,  Jr.,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  Keith  Hamilton,  M.D. 

Calvin  B.  Hearne,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Alfred  Lazarus,  M.D. 

Amir  Mansoory,  M.D. 

Peter  J.  Mette,  M.D. 

Christos  S.  Papastavros,  M.D. 

Anis  Saliba,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Emilio  R.  Valdes,  Jr.,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Charles  G.  Wagner,  M.D. 

Leslie  W.  Whitney,  M.D. 

Program  Committee 

Basilio  N.  Bautista,  M.D. 

Henry  R.  Cowell,  M.D. 

Lanny  Edelsohn,  M.D. 

Venerando  J.  Maximo,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Mustafa  Oz,  M.D. 

Roger  B.  Rodrigue,  M.D. 

Filomeno  T.  Viloria,  M.D. 

Public  and  Professional  Education  Committee 

Raafat  Z.  Abdel-Misih,  M.D. 

Daniel  A.  Alvarez,  M.D. 

Elizabeth  Craven,  M.D. 

William  H.  Duncan,  M.D. 

Karim  Eid,  M.D. 

Jack  Gelb,  M.D. 

Carl  I.  Glassman,  M.D. 

Edward  M.  Goldenberg,  M.D. 

Mark  J.  Granada,  M.D. 


O.  Keith  Hamilton,  M.D. 
Richard  N.  Hindin,  M.D. 
James  M.  Hofford,  M.D. 
Joseph  F.  Kestner,  Jr.,  M.D. 
Kyo  A.  Kim,  M.D. 

E.  Wayne  Martz,  M.D. 

Peter  J.  Mette,  M.D. 

Jose  C.  Pamintuan,  M.D. 
Yogish  A.  Patel,  M.D. 
Bernadine  Z.  Paulshock,  M.D. 
Stephen  R.  Permut,  M.D. 
James  F.  Reamer,  M.D. 

Roger  B.  Rodrigue,  M.D. 
Mansour  Saberi,  M.D. 

Shivdev  Singh,  M.D. 

J.  Jordan  Storlazzi,  M.D. 

Jane  C.  Straughn,  M.D. 
Filomeno  T.  Viloria,  M.D. 
Dene  T.  Walters,  M.D. 

John  S.  Wills,  M.D. 

Richard  Winkelmayer,  M.D. 

Public  Laws  Committee 

Charles  Allen,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 
Robert  W.  Buckley,  M.D. 

V.  Terrell  Davis,  M.D. 
Edward  S.  Dennis,  M.D. 

C.  Royer  Donoho,  Sr.,  M.D. 
William  H.  Duncan,  M.D. 
Alan  B.  Evantash,  M.D. 
Robert  W.  Frelick,  M.D. 
Edward  F.  Gliwa,  M.D. 

Ali  Z.  Hameli,  M.D. 

Robert  E.  Heckman,  M.D. 
Joseph  F.  Kestner,  Jr.,  M.D. 
Jeffry  I.  Komins,  M.D. 

Joseph  A.  Kuhn,  M.D. 

Vincent  G.  J.  Lobo,  Jr.,  D.O. 
Howard  Lovett,  M.D. 

James  R.  McNinch,  M.D. 
Allston  J.  Morris,  M.D. 

Jose  C.  Pamintuan,  M.D. 
Edward  F.  Quinn,  III,  M.D. 
Emanuel  M.  Renzi,  M.D. 
Gerald  J.  Savage,  M.D. 
Stephen  Schlesinger,  M.D. 
Sarabeth  Walker,  M.D. 

Newell  R.  Washburn,  M.D. 
Owens  S.  Weaver,  M.D. 
Arthur  F.  Zimmerman,  M.D. 

Publication  Committee 

Stephen  H.  Franklin,  M.D. 
William  J.  Holloway,  M.D. 
Robert  C.  Knowles,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
Richard  H.  Morgan,  M.D. 
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Bernadine  Z.  Paulshock,  M.D. 

P.  John  Pegg,  M.D. 

William  A.  Taylor,  M.D. 

John  S.  Wills,  M.D. 

Delegate— American  Medical  Association 
(term  expires  12-31-83) 

Roger  B.  Thomas,  Jr.,  M.D. 

Alternate  Delegate— American  Medical 
Association 

(term  expires  12-31-83) 

Rhoslyn  J.  Bishoff,  M.D. 

Judicial  Council 

Marvin  Dorph,  M.D. 

three-year-term 
O.  Keith  Hamilton,  M.D. 
three-year-term 

Board  of  Medical  Practice 
Kent  County 

Rhoslyn  J.  Bishoff,  M.D. 

Robert  E.  Heckman,  M.D. 

Norman  P.  Jones,  M.D. 

Joel  R.  Temple,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

New  Castle  County 

Ben  Corballis,  M.D. 

H.  George  DeCherney,  M.D. 

John  F.  Gehret,  M.D. 

Ali  Z.  Hameli,  M.D. 

Jeffry  I.  Komins,  M.D. 

Charles  F.  Reese,  III,  M.D. 

Harry  J.  Repman,  M.D. 

Charles  Strahan,  Jr.,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Feslie  W.  Whitney,  M.D. 

Sussex  County 

Daniel  A.  Alvarez,  M.D. 

C.  E.  Graybeal,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 

Anis  Saliba,  M.D. 

Judith  G.  Tobin,  M.D. 

Rafael  A.  Zaragoza,  M.D. 

Chairman 
I.  Favel  Chavin,  M.D. 
Harvey  E.  Mast,  M.D. 
Jane  C.  Straughn,  M.D. 
Joel  R.  Temple,  M.D. 

( The  slate  was  adopted. ) 

AMERICAN  CANCER  SOCIETY 

If  it  were  not  for  the  interest,  dedication,  and  talents 
given  to  the  American  Cancer  Society  by  its  many 
volunteers,  the  organization  would  not  exist.  The  ACS 
is  the  largest  voluntary  agency  in  the  world,  and  a recent 
study  found  that  while  many  charitable  organizations 
are  criticized  for  their  waste  and  mismanagement,  the 


American  Cancer  Society  is  perceived  as  efficient  and 
cost  effective. 

This  year,  the  Society  reached  35,871  adults  and 
95,529  youth  in  Delaware  with  educational  programs 
on  the  value  of  checkups,  cancer’s  seven  warning  signals, 
and  advantages  of  early  diagnosis,  and  the  possibilities 
of  prevention.  The  Delaware  ACS  is  one  of  the  highest 
rated  divisions  nationally. 

Three  thousand  health  care  professionals  received 
training  and  information  in  cancer  education  from  the 
ACS. 

Nine  hundred  cancer  patients  applied  for  assistance 
and  guidance  from  the  Society,  and  they  received  sick 
room  equipment  on  loan,  help  with  home  health  care 
services,  drugs,  transportation,  and  rehabilitation. 

During  1981,  a national  honors  citation  was  received 
by  the  Division  for  a film  about  opportunities  for  volun- 
teers to  participate  in  cancer  control.  A second  award 
was  received  for  “Gospelizing  for  Cancer  Awareness,” 
a program  developed  by  Grassroots  Productions. 

Grassroots  Productions  is  a new  endeavor  by  the 
ACS  to  help  reach  the  minority  population  with  edu- 
cational programs  and  services  for  patients  in  the  com- 
munity. Grassroots  public  education  efforts  have  reached 
over  6,000  adults  and  4,000  youth,  and  have  actively 
involved  black  and  Hispanic  people  in  their  own  com- 
munities. The  program  serves  as  a model  for  other  ACS 
divisions  throughout  the  U.S. 

William  G.  Slate,  M.B.,  Ch.B.,  M.S. 

Liaison 

( The  report  was  filed. ) 

AMERICAN  DIABETES  ASSOCIATION 
DELAWARE  AFFILIATE,  INC. 

In  the  past  year,  the  American  Diabetes  Association, 
Delaware  Affiliate,  Inc.  has  continued  with  its  public 
service  through  public  information  programs  about  dia- 
betes. We  are  currently  forming  a chapter  in  Sussex 
County,  which  we  plan  to  have  underway  by  1982. 

The  American  Diabetes  Association,  Delaware  Affiliate, 
Inc.  continues  to  conduct  free  detection  programs  which 
are  located  at  15  sites  throughout  the  state.  In  addition, 
we  have  provided  free  speakers  and  detection  programs 
at  numerous  senior  centers  and  major  shopping  malls 
in  Kent  and  New  Castle  Counties.  In  addition  to  our 
weekly  detection  program,  a week-long  detection  pro- 
gram is  conducted  for  the  first  week  of  November  1981. 
The  Association  continues  to  provide,  free  of  charge, 
one-to-one  counseling  on  the  medical  management  of 
diabetes  for  those  patients  who  are  either  newly  diagnosed 
or  having  special  problems.  Free  information  is  also 
provided  for  health  fairs  such  as  the  Healthy  Baby  Fair 
at  Christiana  Mall. 

The  State  of  Delaware  was  represented  by  nine  chil- 
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dren  who  attended  Camp  Firefly,  a summer  overnight 
camp  for  diabetic  youngsters.  The  Association  provides 
camperships  for  any  deserving  child  wishing  to  attend 
camp. 

Current  membership  includes  357  laypersons  and  60 
professionals.  In  the  past  year  we  have  seen  a drop  of 
almost  50%  in  our  professional  members.  We  would  like 
to  see  an  increase  of  interest  on  the  part  of  Delaware 
physicians  in  this  worthwhile  group  which  provides  the 
above  free  services  and  peer  support  for  our  patients. 

Please  feel  free  to  contact  this  organization  for  mem- 
bership information. 

Grafton  D.  Reeves,  M.D. 

Liaison 

( The  report  was  filed. ) 

AMERICAN  HEART  ASSOCIATION 
OF  DELAWARE 

I am  pleased  to  report  on  the  activities  of  the  Ameri- 
can Heart  Association  of  Delaware  for  the  fiscal  year 
ending  June  30,  1981. 

The  Heart  Association  has  continued  leadership  in  the 
training  of  physicians  and  critical  care  nurses  in  advanced 
cardiac  life  support.  There  are  currently  certified  726 
physicians  and  nurses  in  this  advanced  level  of  emer- 
gency cardiac  care.  The  Association  has  also  main- 
tained its  training  in  basic  cardiac  life  support  and  now 
lists  7,472  individuals  currently  certified  in  various  levels 
of  basic  cardiac  life  support. 

The  Cardiovascular  Nursing  Committee  held  two  ses- 
sions for  nurses  in  hypertension  control  during  the  year, 
thereby  completing  a three-year  project.  The  Associa- 
tion’s interest  for  the  expansion  of  mobile  advanced 
cardiac  life  support  service  has  been  maintained,  and 
later  this  year  New  Castle  County  will  have  total  cover- 
age by  paramedic  units  from  five  different  locations 
throughout  the  county.  Downstate,  the  city  of  Dover 
provides  mobile  advanced  cardiac  life  support  ambulance 
service  and  is  the  only  area  outside  of  New  Castle  County 
currently  providing  this  high  level  of  service. 

Five  courses  were  presented  to  the  general  public  for 
post-cardiac  patients  during  1980-81.  This  program 
will  continue  with  five  additional  courses  this  fiscal  year. 
The  Zipper  Club  for  pre-  and  post-cardiac  surgical  pa- 
tients continues  to  meet  on  a monthly  basis  in  the  Asso- 
ciation’s offices.  This  is  a self-help  group.  Members 
assist  in  providing  information  and  support  to  those  in 
need  of  these  services. 

C.  Richard  Conti,  M.D.,  presented  the  Annual  David 
Flett  du  Pont  Memorial  Lecture  and  spoke  on  “An  Over- 
view of  Coronary  Spasm:  Its  Role  in  Different  Forms  of 
Coronary  Disease  and  Methods  of  Treatment.”  Our 
Speakers’  Bureau  continues  to  be  very  busy  providing 
educational  topics  to  industry,  community  groups,  and 
schools. 


The  Heart  Association  has  again  this  year  supported 
the  Tel-Med  Program  of  the  Academy  of  Medicine,  the 
Cardiac  Shelf  at  the  Academy  of  Medicine,  and  the 
DIMER  Program.  In  addition,  both  hospitals  and  inter- 
ested nurses  are  receiving  professional  education  publi- 
cations on  a regular  basis.  The  Association  also  dis- 
tributed nearly  65,000  pieces  of  public  health  education 
materials  to  schools,  the  general  public,  and  to  clubs  and 
organizations. 

The  Association  has  plans  to  expand  its  local  research 
support  over  the  next  several  years.  We  are  hopeful  of 
generating  applications  of  high  scientific  merit  from  the 
University  and  the  medical  community. 

In  closing,  on  behalf  of  the  Heart  Association  I wish 
to  extend  our  appreciation  to  all  physicians  who,  through 
their  volunteer  and  financial  support,  have  taken  an  in- 
terest in  our  organization. 

Paul  C.  Pennock,  M.D. 

Liaison 

( The  report  was  filed. ) 

CONTROLLED  SUBSTANCE  ACT 
ADVISORY  COMMITTEE 

The  Controlled  Substance  Act  Advisory  Committee 
of  the  State  of  Delaware  has  met  once  during  the  past 
year.  At  that  meeting,  there  was  a request  that  dialogue, 
preferably  through  shared  seminars,  be  established  be- 
tween physicians  and  pharmacists  to  explore  the  differ- 
ences and  mutual  strengths  of  the  two  professions. 

I note  that  an  Ad  Hoc  Committee  on  Pharmacy,  chaired 
by  Bernadine  Z.  Paulshock,  M.D.,  has  been  appointed 
to  achieve  better  communication  between  individual 
physicians  and  pharmacists  and  between  their  two  or- 
ganizations. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

( The  report  was  filed. ) 

COORDINATING  COUNCIL  FOR  THE 
HANDICAPPED  CHILD  OF  DELAWARE,  INC. 

I continued  as  the  Liaison  Representative  from  the 
Medical  Society  of  Delaware  to  the  Coordinating  Council 
for  the  Handicapped  Child  of  Delaware,  Inc.,  during 
1981.  As  a member  of  the  Executive  Committee,  I at- 
tended meetings  every  other  month. 

The  Coordinating  Council  continues  its  primary  role  as 
an  advocate  for  handicapped  children  of  Delaware  to 
assure  that  their  needs  are  considered.  With  the  addi- 
tion of  an  Executive  Secretary  towards  the  end  of  1980, 
the  Council  has  been  more  active  than  ever  before  in 
this  area. 

Members  of  the  Coordinating  Council  have  worked 
on  the  following  committees:  a state- wide  committee  on 
special  education,  a committee  to  consider  the’  Inter- 
national Year  of  Disabled  Persons,  the  New  Castle  County 
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Coalition  for  Exceptional  Persons  Committee  on  Voca- 
tional Education,  and  an  Ad  Hoc  Committee  on  collabor- 
ation between  public  and  private  service  providers. 

The  highlight  of  the  year  was  the  annual  meeting  held 
at  the  Alfred  I.  du  Pont  Institute  on  the  subject  of  the 
emotionally  handicapped  adolescent.  There  were  175 
persons  in  attendance  representing  mental  health  agen- 
cies, schools,  health  agencies,  and  parents.  The  need 
for  improved  services  for  emotionally  disturbed  adoles- 
cents was  apparent  in  this  meeting,  and  the  Coordinating 
Council  reported  to  Secretary  Patricia  Schramm  of  the 
Department  of  Health  and  Social  Services  its  support 
for  immediate  improvement  in  this  area  as  recommended 
by  the  Delaware  Chapter  of  the  American  Academy  of 
Pediatrics. 

A fall  meeting  is  planned  for  November  6,  1981,  at 
the  Du  Pont  Country  Club  on  the  subject  of  respite  care. 
All  members  of  the  Coordinating  Council  and  other 
interested  persons  will  be  invited  to  this  morning  meet- 
ing. 

At  this  time,  I feel  the  Coordinating  Council  for  the 
Handicapped  Child  of  Delaware,  Inc.  is  doing  a splendid 
job  in  its  advocacy  for  children  with  all  sorts  of  handi- 
caps who  live  in  Delaware. 

Henry  H.  Stroud,  M.D. 

Liaison 

( The  report  was  filed. ) 

DELAWARE  INSTITUTE  OF  MEDICAL 
EDUCATION  AND  RESEARCH  (DIMER) 

June  30,  1981,  marked  the  completion  of  eleven  years 
of  funded  operation  of  the  Delaware  Institute  of  Medi- 
cal Education  and  Research.  DIMER  has  sponsored 
the  admission  of  a total  of  234  Delawareans  to  Jefferson 
Medical  College,  including  the  class  which  entered  in 
September,  1981.  One  hundred  forty- three  have  gradu- 
ated, and  there  are  79  currently  studying  at  Jefferson. 

When  DIMER  first  began,  the  Board  followed  the 
policy  expressed  by  the  General  Assembly  in  the  original 
legislation  and  looked  upon  this  program  as  Delaware’s 
substitute  for  having  its  own  medical  school.  They 
reasoned  that  if  the  University  of  Delaware  had  a medical 
school,  tuition  would  be  the  same  as  the  undergraduate 
school,  which  at  that  time  was  $500  per  year.  The  tuition 
at  Jefferson  was  $2500  per  year,  and  therefore  every 
DIMER  student  was  given  an  automatic  tuition  reducing 
scholarship  of  $2000  per  year.  This  continued  for  sev- 
eral years  and  was  a major  inducement  for  the  very  best 
Delaware  students  to  go  to  Jefferson.  The  makeup  of  the 
Legislature  changed,  and  new  members  unfamiliar  with 
this  concept  began  to  criticize  the  fact  that  scholarship 
money  was  being  given  to  students  who  really  didn’t 
need  it.  The  DIMER  Board,  responsive  to  the  General 
Assembly,  reduced  this  automatic  scholarship  and  then 
eliminated  it  entirely.  Since  that  time,  scholarships  have 
been  given  out  solely  on  the  basis  of  need,  but  the  prob- 
lem remained  of  how  to  evaluate  the  need  of  individual 


students.  In  order  to  be  as  impartial  as  possible,  the 
Board  decided  to  have  this  evaluation  done  by  some 
organization  which  had  been  giving  out  scholarships  and 
loans  to  students  in  the  health  professions  for  many  years, 
namely  the  Scholarship  and  Loan  Committee  of  the  Dela- 
ware Academy  of  Medicine.  This  committee  reviews 
all  applications  for  DIMER  scholarship  funds  at  a nomi- 
nal charge  per  application.  Sensitive  to  the  responsibility 
of  disbursing  state  funds,  in  recent  years  they  in  turn 
have  had  all  financial  statements  evaluated  by  a com- 
mercial organization  in  Princeton,  New  Jersey,  which 
does  this  type  of  service  for  universities  and  medical 
schools  throughout  the  United  States.  The  organization 
is  known  as  GAPSFAS. 

There  have  been  two  guiding  principles,  and  in  the 
last  two  years,  three.  First,  scholarships  are  based  strictly 
on  need;  second,  children  of  physicians  are  not  eligible; 
and  third,  support  shall  not  exceed  four  years.  The 
second  of  these  has  not  always  been  fair,  such  as  when 
a physician  parent  has  died  or  is  totally  disabled.  The 
third  condition  applies  when  a student  for  academic 
or  health  reasons  repeats  a year  and  thus  might  require 
five  or  more  years  to  complete  the  medical  curriculum. 

The  actual  mechanism  is  that  the  student,  after  being 
informed  by  Jefferson  that  he  or  she  is  accepted  for  ad- 
mission, contacts  the  Delaware  Academy  of  Medicine, 
fills  out  an  application  for  aid  and  has  a financial  state- 
ment filled  out  by  his  family  and  sent  to  GAPSFAS, 
which  evaluates  the  financial  need  and  sends  a report  to 
the  Academy.  The  Scholarship  and  Aid  Committee  re- 
views these  and  recommends  to  the  DIMER  board  how 
funds  should  be  allocated.  The  DIMER  Board  at  its 
July  meeting  reviews  this  and  has  final  authority  relative 
to  approval  of  this  recommendation.  Usually  about  80% 
of  the  funds  are  allocated  in  July.  There  are  always 
late  acceptances  to  Jefferson  and  late  applications  for  aid, 
so  that  another  15-18%  will  be  allocated  in  September 
or  October.  Usually  $2000-$3000  is  held  back  for  un- 
foreseen emergencies  until  January  or  February.  The 
secretary  of  the  DIMER  Board  acts  as  liaison  by  sitting 
with  the  Scholarship  and  Aid  Committee  of  the  Delaware 
Academy  of  Medicine.  Other  members  of  the  committee 
include  a dentist,  a local  philanthropist,  a former  mem- 
ber of  the  State  Scholarship  Committee,  a representative 
from  the  University  of  Delaware,  and  two  practicing 
physicians. 

For  the  class  entering  in  September,  1982,  the  Dela- 
ware State  legislature  has  reduced  the  number  of  places 
available  from  20  to  19. 

Currently  serving  on  the  DIMER  Board  of  Directors 
are: 

University  of  Delaware  appointments : 

Harold  Schmittinger,  Esq. 

Bruce  Bredin 
Frank  South,  Ph.D. 

Governor’s  appointments : 
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David  Howard,  M.D. 

Stephen  L.  Hershey,  M.D.  (pending) 

James  R.  McNinch,  M.D. 

Wilmington  Medical  Center  appointments : 

Charles  J.  Harrington,  Ph.D. 

Rodney  M.  Layton,  Esq. 

Charles  M.  Smith,  M.D.  (pending) 

E.  Wayne  Martz,  M.D. 

Secretary 

( The  report  was  adopted  with  the  recommendation 
DIMER  strive  to  return  to  having  20  places  at  Jefferson 
Medical  College. ) 

DELAWARE  LUNG  ASSOCIATION 

The  Delaware  Lung  Association  ( DLA ) is  gearing 
up  for  its  Diamond  75th  Anniversary  by  offering  several 
new  programs  to  the  public.  This  has  been  accomplished 
by  revising  our  committee  structure  to  allow  greater 
participation  by  interested  individuals.  To  reflect  our 
new  goals,  the  program  of  work  has  been  developed  to 
emphasize  the  program  areas  of  Chronic  Obstructive 
Pulmonary  Disease  (COPD),  Asthma,  and  School  Health. 

A new  six-week  course  has  been  developed  for  patients 
with  lung  disease.  In  addition,  a resource  directory  has 
been  written  for  patients  with  COPD  to  inform  them  of 
available  services  throughout  the  state.  Presentations 
have  been  made  to  senior  centers  throughout  the  state 
on  the  prevention  of  various  lung  diseases. 

The  Family  Asthma  Program  is  offered  as  a five-week 
program  for  children  with  asthma  and  their  parents.  A 
new  self-help  program  called  “Superstuff”  has  been  de- 
veloped by  the  American  Lung  Association  and  the 
American  Thoracic  Society.  It  is  designed  for  the  ele- 
mentary school  child  with  asthma  who  is  receiving  medi- 
cal care. 

In  the  broad  area  of  school  health  education,  the  DLA 
promotes  the  biofeedback  program  which  demonstrates 
the  immediate  physiological  changes  due  to  smoking. 
Also  developed  by  our  national  office  are  elementary 
school  programs  to  educate  students  about  the  health 
hazards  of  smoking.  We  have  participated  in  New  Castle 
County  in-service  day  programs  and  in  the  annual  PTA 
convention. 

New  smoking  cessation  programs  include  a new  self- 
help  program  called  “Freedom  from  Smoking.”  Intro- 
duced to  Delaware  in  January,  1981,  the  program  was 
developed  by  an  American  Lung  Association/ American 
Thoracic  Society  committee  over  a period  of  five  years. 
We  have  received  over  600  requests  for  the  two-part, 
self-help  program.  Our  quit-smoking  clinics  continue 
to  be  offered  throughout  the  state. 

The  Pollution  Standard  Index  continues  to  be  broad- 
cast daily,  Monday  through  Friday,  on  radio  stations 
WNRK  and  WILM,  and  is  printed  daily  in  the  Evening 
News-Journal. 


The  pulmonary  function  screening  program  continues 
to  be  offered  as  a community  service.  Nearly  4000  per- 
sons were  tested  in  1980  at  the  Association’s  office,  indus- 
trial sites,  schools,  and  public  locations.  TB  skin  testing 
is  also  available  to  the  public  at  our  office. 

Under  a grant  with  the  State  Department  of  Natural 
Resources  and  Environmental  Control,  DLA  conducted 
auto  emissions  tests  at  the  New  Castle  County  inspection 
lanes  during  the  summer. 

DLA  sponsored  the  1980  Annual  Meeting  of  the  East- 
ern Section— American  Thoracic  Society  on  September 
26-27,  1980,  in  Wilmington.  We  continue  to  support 
the  Medical  Society  of  Delaware’s  Continuing  Medical 
Education  Seminars  for  Physicians  by  sponsoring  two 
programs  related  to  respiratory  disease,  and  the  Annual 
Infectious  Disease  Symposium  in  May. 

We  provide  subscriptions  to  Basics  of  R.D.  to  resi- 
dents and  interns  and  nursing  and  respiratory  therapy 
students.  Interested  physicians  receive  subscriptions  to 
Clinical  Notes  on  R.D.  We  provide  medical  journals  for 
the  Academy  of  Medicine  and  sponsor  ten  tapes  for  the 
Tel-Med  program. 

Scholarship  assistance  was  provided  for  three  students 
enrolled  in  the  Delaware  Technical  & Community  College 
Respiratory  Therapy  Course  in  Georgetown.  DLA  pro- 
vided a scholarship  for  one  respiratory  therapist  from 
the  Wilmington  Medical  Center  to  attend  an  advanced 
course  in  Respiratory  Therapy  at  the  University  of  Chi- 
cago. 

DLA  and  the  Delaware  Society  for  Respiratory  Ther- 
apy co-sponsored  the  Second  Annual  Respiratory  Thera- 
pists Seminar  on  November  7,  1980. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Liaison 

( The  report  was  filed. ) 

DELAWARE  POLITICAL  ACTION  COMMITTEE 
DELPAC 

1980  has  been  a quiet  year  for  the  Delaware  Political 
Action  Committee  because  of  lack  of  activity  on  the 
campaign  trails.  Editorials  were  placed  in  the  Delaware 
Medical  Journal  to  help  encourage  physicians  to  par- 
ticipate in  their  political  future.  Representatives  went 
to  the  AMPAC  Conference  in  Washington,  D.C.,  in  Sep- 
tember and  learned  valuable  information  about  educat- 
ing our  legislators  as  to  the  needs  of  the  medical  com- 
munity and  supporting  political  candidates. 

This  year  we  saw  our  membership  increase  by  only 
two  members  to  a total  of  80.  This  is  somewhat  distress- 
ing because  of  the  impact  that  future  legislation  will  have 
on  medical  care.  We  will  need  strong  physician  support 
to  influence  the  direction  of  medicine.  It  is  our  hope 
that  there  will  be  greater  enthusiasm  in  the  coming  year 
for  various  activities  sponsored  by  DELPAC  and  there 
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will  be  broader-based  participation.  Every  effort  has 
been  made  to  eliminate  partisanship  from  this  committee. 

Robert  Abel,  Jr.,  M.D. 

Chairman 

( The  report  was  adopted. ) 

DELAWARE  REVIEW  ORGANIZATION 

The  year  1980-81  was  a record  year  for  DELRO.  In 
April  and  May  of  1981,  the  Health  Standards  and  Quality 
Bureau  of  the  Department  of  Health  and  Human  Ser- 
vices conducted  an  evaluation  of  the  effectiveness  of  all 
PSROs  nationally.  DELRO  scored  2,210  points  out  of 
a possible  2,350  and  was  ranked  the  third  most  effective 
PSRO  in  the  nation. 

During  the  past  12  months,  the  Professional  Review 
Committee  of  DELRO  reviewed  12,375  patient  days 
utilizing  the  retrospective  review  system  currently  in 
place.  Of  these  days,  21%  (2,656)  were  determined  to 
be  medically  unnecessary.  Using  an  average  per  diem 
of  only  $200,  this  translates  into  a cost  of  $531,200.  All 
hospitals  and  44  individual  practitioners  were  notified  of 
the  review  findings,  and  98%  of  the  hospital-specific 
problem  areas  and  87%  of  the  individual  physicians  have 
demonstrated  a minimum  reduction  of  50%  or  greater  in 
their  medically  unnecessary  days. 

During  the  past  year,  quality  review  studies  have  been 
conducted  by  the  Quality  Assurance  Committee  in  the 
following  areas:  D&C,  tonsillectomy  and  adenoidectomy, 
hysterectomy,  cataract,  inguinal  herniorrhaphy,  trans- 
urethral resection  of  prostate,  transurethral  resection  of 
bladder  tissue,  total  hip  replacement,  resection  of  colon, 
cholecystectomy,  pneumonia,  and  lacerations  treated  in 
emergency  rooms.  Additionally,  the  Committee  has 
evaluated  the  quality  of  care  being  rendered  by  30  in- 
dividual physicians.  Following  notification  to  these  phy- 
sicians, the  quality  of  care  problems  have  been  accept- 
ably improved. 

It  is  most  appropriate  at  this  time  to  commend  the 
members  of  the  Board  of  Directors,  the  Professional  Re- 
view Committee,  Quality  Assurance  Committee,  and  the 
DELRO  staff  for  their  outstanding  accomplishments  this 
year. 

Despite  recommendations  from  the  President  of  the 
United  States  to  eliminate  the  PSRO  program,  Congress 
has  voted  not  to  repeal  the  legislation  for  either  the  PSRO 
program  or  utilization  review  requirements.  Funding 
levels  continue  to  be  a problem  for  the  program  nation- 
ally, but  DELRO  is  adequately  funded  through  July  1, 
1982. 

Physician  involvement  in  DELRO  activities  continues 
to  increase.  Currently,  725  Delaware  physicians  are 
members  of  the  Organization. 

William  D.  Johnson,  M.D. 

President 

( The  report  was  filed. ) 

Del  Med  Jrl,  Jan  1982— Vol  54,  No  1 


Proceedings  of  the  House  of  Delegates,  1981 

LEGISLATIVE  SPECIALISTS  REPORT 

It  is  fascinating  how  legislative  years  vary  over  a 
period  of  time— how  new  problems  arise  and  old  ones 
disappear. 

It  was  interesting  in  1981  that,  for  the  first  time  in 
several  years,  there  was  no  effort  made  to  amend  or 
change  the  malpractice  legislation  adopted  in  1975  which 
has  served  the  general  public,  insurance  carriers,  and  the 
medical  profession  so  well. 

A proliferation  of  malpractice  litigation  began  to  de- 
velop in  1981,  and  there  are  ominous  signs  on  the  horizon 
that  it  may  not  be  possible  to  keep  the  lid  on  liability 
insurance  rates.  This  is  a problem  that  all  of  us  should 
be  thinking  about,  and  to  that  end  we  have  asked  the 
AMA  for  an  update  on  related  activity  in  other  jurisdic- 
tions. 

We  are  pleased  to  note  that  1981  was  the  first  year 
in  more  than  a decade  during  which  no  legislation  was 
introduced  or  pending  in  the  General  Assembly  relating 
to  payment  for  chiropractic  services  under  Blue  Shield 
coverage. 

There  is,  however,  a major  area  of  concern-  for  us  in 
the  deliberations  of  the  Joint  Sunset  Committee  of  the 
General  Assembly.  While  no  formal  review  of  the  Board 
of  Medical  Practice  is  currently  scheduled  before  1984, 
there  are  other  proposals  afloat  that  would  radically 
change  our  current  modus  operandi.  We  had  been  sched- 
uled for  review  in  1983,  but  were  replaced  by  another 
board.  Essentially,  the  Sunset  Committee  reviews  stand- 
ing agencies  and  regulatory  boards  of  the  Delaware  gov- 
ernment and  makes  recommendations  as  to  whether  they 
should  be  abolished  or  modified  or  incorporated  into  some 
other  organization.  The  proposal  that  is  under  some  dis- 
cussion would  be  to  abolish  the  current  regulatory  boards 
and  create  one  super-board  of  all  health-related  agencies 
with  a member  of  each  profession  represented.  While 
there  is  a great  deal  of  opposition  to  this  from  all  who 
would  be  affected,  we  cannot  afford  to  ignore  the  threat. 
Certainly  the  Board  of  Medical  Practice  is  by  far  the  best 
method  available  to  establish  standards  and  criteria  for 
the  medical  profession. 

The  Medical  Society  of  Delaware  sponsored  or  sup- 
ported a number  of  bills  which  were  passed  by  both 
Houses  of  the  General  Assembly  and  signed  by  Governor 
du  Pont.  S.B.  25  dealt  with  the  regulation  of  anatomical 
studies;  S.B.  27  authorized  the  Board  of  Medical  Ex- 
aminers to  require  the  licensing  of  physicians  from  ad- 
jacent states  as  they  require  of  our  physicians;  S.B.  141 
dealt  with  the  purity  of  food  and  drugs  in  the  state;  and 
S.B.  146  provided  for  the  coordination  of  handicapped 
services. 

Some  other  bills  favored  by  the  Medical  Society  are 
pending  and  are  expected  to  pass  early  in  1982.  H.S.  1 
for  H.B.  91  would  exempt  certain  health  care  profes- 
sionals from  liability  while  rendering  emergency  care. 
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It  easily  passed  the  House  but  has  been  laid  on  the  table 
in  the  Senate,  where  it  can  be  brought  to  the  floor  when 
the  131st  General  Assembly  resumes  its  regular  sessions 
in  January.  By  the  same  token,  S.B.  265,  which  removes 
the  requirement  that  the  President  Judge  of  the  Superior 
Court  sit  on  the  Board  of  Medical  Practice,  sailed 
through  the  Senate  but  was  held  up  in  the  House  by 
the  need  to  consider  bills  of  greater  urgency.  It  should 
pass  easily  in  1982,  since  legal  services  are  furnished  to 
the  Board  of  Medical  Practice  by  the  Department  of 
Justice. 

H.B.  274,  a bill  we  opposed  because  it  transfers  the 
licensing  of  drug  abuse  prevention,  control,  treatment 
and  educational  programs  from  the  Division  of  Public 
Health  to  the  Bureau  of  Alcoholism  and  Drug  Abuse, 
Division  of  Mental  Health,  passed  in  the  House  but  is 
firmly  in  committee  in  the  Senate.  Two  other  bills  we 
opposed,  H.B.  276,  forbidding  abortion  coverage  in  health 
insurance  programs  except  through  an  optional  rider,  and 
H.B.  317,  expanding  the  treatment  of  alcoholism  to  em- 
brace certain  out-of-state  institutions,  are  in  House  com- 
mittees, where  we  anticipate  they  will  remain.  Also  in 
committee  in  the  House  is  H.B.  54,  which  changes  the 
method  of  execution  from  hanging  to  intravenous  injec- 
tion of  a lethal  substance.  It  was  opposed  by  the  Society 
because  of  ambiguity  over  who  would  administer  the 
lethal  substance. 

S.B.  89,  pertaining  to  the  determination  of  death,  is 
also  in  committee  in  the  House  after  passing  the  Senate. 
The  Society  supported  this  legislation,  but  suggests  that 
it  be  amended  to  conform  to  model  legislation  supported 
by  the  AM  A and  a Presidential  Commission:  “An  individ- 
ual who  has  sustained  either  1 ) irreversible  cessation  of 
circulatory  and  respiratory  functions,  or  2)  irreversible 
cessation  of  all  functions  of  the  entire  brain,  including 
the  brain  stem,  is  dead.  A determination  of  death  must 
be  made  in  accordance  with  accepted  medical  standards.” 
S.B.  89  contains  the  above  definition  except  for  the  phrase 
“including  the  brain  stem.” 

S.B.  19,  the  “living  will”  legislation,-  which  the  Society 
reviewed  and  supported  in  its  amended  form,  also  passed 
the  Senate  but  was  defeated  in  the  House. 

We  are  deeply  concerned  about  another  bill  which 
was  passed  in  the  Senate  when  Blue  Cross,  fearing  a 
battle  over  legislation  dealing  with  its  hospital  contracts, 
failed  to  express  its  opposition.  This  is  S.B.  292,  which 
would  permit  direct  payment  of  licensed  clinical  social 
workers  by  the  insurance  carrier.  While  we  recognize 
the  professionalism  of  licensed  clinical  social  workers, 
we  believe  it  is  imperative  for  them  to  function  under 
the  supervision  of  a medical  or  osteopathic  physician. 
The  Society  is  unalterably  opposed  to  this  legislation, 
which  would  permit  social  workers  to  engage  in  what 
has  been  traditionally  considered  the  practice  of  medi- 
cine. It  authorizes  medical-type  services  including  the 
provision  of  mental  health  services,  and  diagnosis  and 
treatment  of  mental,  nervous,  and  emotional  disorders 


and  ailments.  We  were  able  to  get  S.B.  292  amended 
in  the  House,  and  the  bill  is  now  back  in  the  Senate. 
Please  take  the  time  to  inform  your  Senator  before  Janu- 
ary of  your  opposition  to  this  bill,  which  attacks  pro- 
fessional standards  which  should  not  be  changed. 

In  an  attempt  to  put  the  “helmet  law”  back  on  the 
books,  the  Society  caused  S.B.  351  to  be  introduced  near 
the  end  of  the  last  session  of  the  General  Assembly. 
The  bill  is  now  in  committee  in  the  Senate. 

H. B.  200,  the  workmen’s  compensation  bill,  S.B.  207, 
the  abortion  bill  which  was  eventually  stricken,  and 
H.B.  365,  pertaining  to  the  Nurse  Practice  Act,  are  dis- 
cussed elsewhere  in  this  book  in  the  reports  of  the  ad 
hoc  committees  formed  to  deal  with  those  pieces  of 
legislation. 

As  always,  the  State  Society  staff  welcomes  your  sug- 
gestions respecting  our  government  and  legislative  re- 
lations. This  is  one  of  our  ongoing  programs  that  works 
most  successfully  with  your  input,  so  please  let  us  know 
of  your  concerns  and  interest. 

Ned  Davis 
Legislative  Specialist 

( The  report  was  filed. ) 

MEDICAL  ADVISORY  COMMITTEE,  DIVISION 
OF  SOCIAL  SERVICES,  STATE  OF  DELAWARE 

The  Medical  Advisory  Committee  is  appointed  by  the 
Division  of  Social  Services.  It  is  composed  of  repre- 
sentatives from  medicine,  dentistry,  optometry,  nursing, 
pharmacy,  hospital  services,  consumers,  consumer  groups, 
and  such  others  concerned  with  health  as  the  Division 
feels  are  appropriate  to  provide  the  Division  advice, 
recommendations,  and  assistance  in  the  formulation  and 
administration  of  programs  of  medical  and  health  care. 
The  Society  is  represented  by  myself,  Anne  Shane  Bader, 
and  Dr.  David  Platt.  Dr.  David  Levitsky  represents  the 
American  Academy  of  Pediatrics,  Delaware  Chapter. 

Patricia  Schramm,  Secretary,  Department  of  Health 
and  Social  Services,  and  Josephine  Finnell,  Director, 
Division  of  Social  Services,  have  participated  in  a num- 
ber of  the  meetings  of  the  Medical  Advisory  Committee 
to  the  Division  of  Social  Services.  We  have  been  as- 
sured that  the  Medical  Advisory  Committee  will  be  heard 
from  and  will  participate  in  more  decisions. 

Several  members  of  the  Committee  have  served  on 
task  forces  to  evaluate  problem  areas.  In  addition,  at- 
tention was  given  to  matters  such  as  reimbursement  of 
psychologists,  failure  of  the  state  to  renew  a contract 
with  Delaware  pharmacists,  and  debate  over  the  con- 
troversial birthing  center. 

Recommendations  made  by  the  Medical  Advisory 
Committee  during  the  course  of  the  year  and  their  dis- 
position follows: 

I . A recommendation  made  to  increase  the  income 
for  FSI-Medicaid  eligibles  was  approved  by  the 
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General  Assembly  and  implemented  in  July, 
1981. 

2.  A recommendation  to  implement  an  adult  vision 
care  program,  if  financially  feasible,  was  dropped 
because  of  the  evolution  of  the  Nemours  Health 
Clinic. 

3.  A recommendation  that  Division  of  Social  Ser- 
vices Task  Forces  include  representatives  from 
providers  is  currently  being  accomplished. 

It  was  pleasing  to  see  the  unfailing  support  of  the 
Medical  Society  of  Delaware  during  the  past  year.  We 
hope  that  1982  will  demonstrate  the  progressive  role  of 
the  Medical  Advisory  Board. 

Robert  Abel,  Jr.,  M.D. 

Representative 

( The  report  was  filed. ) 

SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware,  Inc.,  a 
chapter  of  the  Spina  Bifida  Association  of  America,  is 
a non-profit  organization  founded  ten  years  ago  by  Dela- 
ware parents.  Our  membership  consists  ( c parents  of 
children  born  with  the  neural  tube  defect,  Spina  Bifida; 
Spina  Bifida  adults;  interested  professionals;  and  caring 
relatives  and  friends.  We  currently  have  60  Spina  Bifida 
children  and  adults  in  our  group. 

The  purposes  of  the  Spina  Bifida  Association  of  Dela- 
ware are: 

1.  To  promote  social,  educational,  and  vocational 
development  of  the  Spina  Bifida  child  or  adult; 

2.  To  help  provide  community  education  to  increase 
awareness  and  acceptance  of  the  person  with 
Spina  Bifida; 

3.  To  promote  education  and  group  support  for  the 
parents  of  the  Spina  Bifida  child  or  adult; 

4.  To  help  promote  research  into  the  causes,  im- 
proved treatment,  and  prevention  of  Spina  Bifida; 

5.  To  promote  accessibility  of  public  facilities  to 
all  handicapped  persons; 

6.  To  support  the  goals  and  programs  of  the  Spina 
Bifida  Association  of  America;  and 

7.  To  raise  funds  to  further  the  above  goals. 

But  our  primary  function  is  and  always  has  been  to 
serve  as  a support  network  for  member  families.  We 
can  be  of  assistance  from  those  first  crucial  days  of 
adjustment  when  the  Spina  Bifida  child  is  bom,  through 
the  years  of  medical  care  and  treatment,  socialization, 
and  on  to  the  post-adolescent  period  of  vocational  train- 
ing, placement,  and  eventual  contributing  citizenship. 

Present  programs  and  activities  of  the  Spina  Bifida 
Association  of  Delaware  are: 

1.  Parent  Outreach  Program  — trained  parent  con- 
tact to  aid  new  families. 

2.  Community  Awareness  Program  — parents  and 
professionals  speaking  and  presenting  slides  and 
films  to  civic  groups,  schools,  etc. 


3.  SBAD  N ewsletter  — published  four  times  yearly. 

4.  SBAD  meetings  — four  business  meetings  com- 
bined with  guest  speaker  programs.  Executive 
meetings  are  also  held. 

5.  Social  functions  — mothers’  meetings,  family  pic- 
nic, Christmas  party,  camping  weekend,  outings, 
and  children’s  programs. 

6.  SBAD  Library  — maintaining  a collection  of  re- 
lated materials  such  as  books,  slides,  films,  etc. 

7.  Fundraising  — raffles,  annual  sales  of  handmade 
articles,  etc.  to  finance  our  own  programs,  and 
also  so  that  we  may  donate  to  other  existing  pro- 
grams. 

8.  Memorial  Fund  — to  honor  all  deceased  children 
through  the  purchase  of  equipment,  films,  books; 
or  by  scholarship  grants  to  those  seeking  careers 
in  related  fields. 


( The  report  was  filed. ) 


Nina  L.  Steg,  M.D. 

Liaison 


WILMINGTON  MEDICAL  CENTER 
CANCER  PROGRAM 

In  July  of  1980,  the  Delaware  Cancer  Network  became 
The  Wilmington  Medical  Center  Cancer  Program.  The 
great  majority  of  the  cancer  control  programs  developed 
under  the  auspices  of  the  Delaware  Cancer  Network 
have  been  continued  as  part  of  The  Wilmington  Medical 
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Center  Cancer  Program.  The  staff  working  with  the 
Cancer  Program,  including  the  Delaware  State  Registry, 
have  moved  from  their  former  headquarters  at  1202 
Jefferson  Street  to  newly  refurbished  quarters  in  the 
General  Division  of  the  Medical  Center.  Offices  are  now 
located  on  the  third  floor  of  Robin  Hall  ( 1424  Chestnut 
Street,  P.O.  Box  2653,  Union  Street  Station,  Wilmington, 
DE  19805,  428-4510). 

Mrs.  Pauline  Lauer  serves  as  business  manager  and 
administrator  working  with  Principal  Investigators  in  the 
development  of  grant  and  contract  proposals,  and  is 
responsible  for  the  day-to-day  management  of  programs 
and  budgets.  At  the  present  time  a number  of  grants 
and  contracts  continue.  These  include  the  Breast  Screen- 
ing Follow-Up  Study  which  follows  a selected  cohort  of 
1810  women  who  are  enrolled  in  the  Breast  Cancer  De- 
tection Demonstration  Project.  This  follow-up  will  con- 
tinue for  a total  of  five  years.  The  Breast  Cancer  Man- 
agement Program  follow-up  is  continuing  as  a 10-year 
study  and  is  funded  by  a grant-in-aid  from  the  Delaware 
Division  of  the  American  Cancer  Society.  The  SERA 
program  which  collected  blood  from  patients  with  benign 
and  malignant  diseases  has  been  terminated,  and  no  ad- 
ditional follow-up  is  contemplated.  A number  of  proto- 
col studies  continue  under  the  direction  of  Robert  W. 
Frelick,  M.D.  These  include  the  National  Surgical 
Adjuvant  Breast  and  Bowel  Project  (NSABP),  a Primary 
Breast  Cancer  Therapy  Group  Grant,  the  NSABP  Colo- 
rectal Subcontract,  and  a Cancer  Control  Program  Sub- 
contract under  NSABP.  A number  of  protocols  under 
the  Cancer  and  Leukemia  Group  B ( CALBG ) Subcon- 
tract also  continue  and  the  Gynecological  Oncology  Group 
(GOG)  study  continues  under  the  directorship  of  Wil- 
liam Slate,  M.B.,  Ch.B.,  M.S. 

The  Wilmington  Medical  Center  Cancer  Program  has 
also  assumed  responsibility  for  the  continuation  of  the 
Delaware  State  Registry.  This  has  been  brought  about 
by  a contract  with  the  State  of  Delaware  through  the 
Division  of  Public  Health  to  continue  the  registration  of 
patients  with  malignant  diseases  as  required  by  House 
Bill  980.  The  State  Registry  continues  under  the  man- 
agement of  Mrs.  Ida  Ingold  with  Leslie  W.  Whitney, 
M.D  .,  as  Medical  Advisor.  As  planned,  all  local  hospital 
tumor  registries  and  tumor  control  programs  in  affiliated 
hospitals  have  been  taken  over,  funded  and  managed  by 
the  individual  hospitals.  Continuation  of  the  network 
concept  has  been  accomplished  through  the  Liaison 
Fellow  Program  of  the  Committee  on  Cancer  of  the 
Delaware  Chapter  of  the  American  College  of  Surgeons. 

The  Delaware  Division  of  the  American  Cancer  Society 
has  generously  funded  the  continuation  of  a number  of 
programs.  These  include  the  report  of  the  Delaware 
Cancer  Reporting  Service  on  the  incidence  and  survival 
rates  of  cancer  in  Delaware  as  well  as  the  printing,  dis- 
tribution, and  revision  of  a selected  number  of  the  pam- 
phlets and  educational  publications  developed  by  the  Del- 
aware Cancer  Network.  In  addition,  they  have  supplied 
microfiche  readers  for  affiliated  hospitals  throughout  the 


state  and  have  also  provided  a microfiche  reader/printer 
at  the  State  Tumor  Registry  office. 

The  help,  interest,  and  support  given  by  the  Medical 
Society  has  continued  to  contribute  to  the  success  of  the 
statewide  cancer  control  program. 

Leslie  W.  Whitney,  M.D. 

Liaison 

(The  report  was  filed.) 

RESOLUTIONS 

RESOLUTION  81-1 

Whereas,  the  Department  of  Health  and  Social  Ser- 
vices as  presently  structured  is  of  such  size  that  it  is 
virtually  impossible  to  effectively  and  efficiently  provide 
the  best  services  to  the  citizens  of  Delaware;  and 

Whereas,  there  should  be  present  at  the  Cabinet  level 
a physician  knowledgeable  in  medical  affairs  to  be  readily 
accessible  to  advise  the  Chief  Executive  on  the  impact 
proposed  programs  would  have  on  the  health  of  our 
citizens;  and 

Whereas,  a separate  Department  of  Health  would 
create  the  atmosphere  to  attract  and  retain  well-trained 
and  dedicated  personnel  to  provide  health  services  to 
the  citizens  of  Delaware;  and 

Whereas,  the  health  of  our  citizens  is  our  most  precious 
resource;  and 

Whereas,  the  Chief  Executive  of  our  State  considered 
the  establishment  of  a separate  Department  of  Health 
while  campaigning  for  the  office  of  Governor  as  one  of 
the  ten  planks  of  his  platform;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  draft 
legislation  to  create  a separate  Department  of  Health, 
seek  an  appropriate  sponsor,  and  promote  the  establish- 
ment of  a separate  Department  of  Health  for  the  State 
of  Delaware;  and  be  it  further 

Resolved,  that  upon  approval  of  this  Resolution,  a copy 
of  the  Resolution  be  forwarded  to  the  Governor  and  to 
the  Chairmen  of  the  Health  and  Social  Services  Com- 
mittees of  the  Delaware  State  Senate  and  House  of  Rep- 
resentatives. 

BOARD  OF  TRUSTEES 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption  of 
this  resolution.  The  House  adopted  the  resolution. 

RESOLUTION  81-2 

Whereas,  more  children  die  each  year  from  automobile 
accidents  than  from  all  infectious  disease;  and 

Whereas,  auto  seat  restraints  have  been  shown  to 
markedly  reduce  child  morbidity  and  mortality;  and 
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Whereas,  decreased  morbidity  will  decrease  medical 
costs;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  support 
the  current  auto  seat  restraint  bill  known  as  HOUSE 
BILL  154. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  in  the 
Resolved  the  words  in  principle  be  added  between  sup- 
port and  the  and  that  the  resolution  then  be  adopted. 

The  House  did  not  adopt  the  resolution  as  amended. 

The  House  adopted  the  resolution  as  introduced. 

RESOLUTION  81-3 

Whereas,  physicians  have  always  looked  to  the  family 
to  support,  physically  and  emotionally,  their  patients;  and 

Whereas,  patients,  without  a base  for  support,  are  more 
frequently  ill  and  more  frequently  have  prolonged  re- 
covery, or  even  more  frequently  fail  to  recover;  and 

Whereas,  the  family  is  divided,  or  never  fully  estab- 
lished, by  birth  out  of  wedlock,  need  for  both  parents 
to  work,  separation  and  divorce;  and 

Whereas,  this  nation  has  always  shown  strength  when 
our  nation  has  depended  and  worked  from  the  family 
unit;  and 

Whereas,  these  growing  problems  with  the  family  unit 
have  been  obvious  but  have  not  been  given  leadership 
recognition;  now  therefore  be  it 

Resolved,  that  the  American  Medical  Association  do  an 
in-depth  study  of  the  diminishing  family  unit,  and  the 
effects  of  the  decline  of  the  family  unit,  on  the  health 
and  welfare  of  the  people  and  the  nation;  and  be  it 
further 

Resolved,  that  the  American  Medical  Association  take 
an  active  leadership  role  in  demonstrating  the  value  in 
restoration  of  the  family  unit. 

Rhoslyn  J.  Bishoff,  M.D. 


Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption  of 
this  resolution. 

The  House  adopted  the  resolution. 

RESOLUTION  81-5 

Whereas,  drugs  used  after  the  expiration  date  may  be 
ineffective  or  even  harmful;  and 

Whereas,  pharmacists,  in  transferring  drugs  from  manu- 
facturer’s containers  to  a container  supplied  to  the  pa- 
tients, are  still  not  required  to  indicate  the  expiration 
date  of  drugs  on  the  patient  container;  now  therefore 
be  it 

Resolved,  to  reaffirm  Resolution  79-3  adopted  by  the 
House  of  Delegates  that  the  Medical  Society  of  Delaware, 
via  appropriate  means,  advocate  such  legislative  and/or 
regulatory  changes  that  would  mandate  the  inclusion 
of  the  expiration  date  on  all  prescription  drug  labels  on 
containers  dispensed  to  patients;  and  further  be  it 

Resolved,  that  an  accounting  of  what  has  been  accom- 
plished by  this  resolution  and  all  other  resolutions,  other 
than  bylaws  and  constitutional  amendments,  be  made 
available  to  the  House  of  Delegates  prior  to  the  next  an- 
nual session  following  adoption  and/or  referral  of  each 
resolution. 

New  Castle  County  Medical  Society 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption  of 
this  resolution. 

The  House  adopted  the  resolution  and  referred  it  to 
the  Board  of  Trustees  for  implementation. 

NEW  BUSINESS 

The  House  adopted  the  Insurance  Buyers’  Council 
report  which  had  been  ordered  by  the  Board  of  Trustees. 
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Proceedings  of  the  House  of  Delegates,  1981 


The  Society  will  continue  to  endorse  the  Aetna  program 
for  the  coming  year  commencing  December  1,  1981. 
The  House  further  recommended  that  the  Society  contact 
the  Office  of  Insurance  Commissioner  regarding  the  dis- 
parity in  premiums  before  the  rates  are  finalized  by  the 
Insurance  Commissioner. 

ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 
RESOLVED,  That  each  and  all  the  Resolutions,  acts 
and  proceedings  of  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware  heretofor  had  been 


adopted  since  the  last  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  Delaware  as  shown 
by  the  records  of  the  minutes  and  all  the  acts  of  the 
officers  and  trustees  of  the  Society  in  carrying  out 
and  promoting  of  the  purposes,  objects  and  interests 
of  this  Society  since  the  last  House  of  Delegates 
meeting  are  approved  and  ratified  and  hereby  made 
the  acts  and  deeds  of  the  Medical  Society  of  Dela- 
ware. 

( The  complete  report  of  the  Proceedings  of  the  House 
of  Delegates  is  on  file  in  the  Medical  Society  office  and 
is  available  to  members  for  reference.) 


As  a memorial  to  the  members  of  the  Society  who  were  lost  through  death  during  the  past  year,  the 
assembly  rose  for  a moment  of  silence  as  the  names  were  read: 

Charles  F.  Egan,  Jr.,  M.D. 

Floyd  I.  Hudson,  M.D. 

Seymour  R.  Kaplan,  M.D. 

David  J.  King,  M.D. 

Paul  C.  Koether,  M.D. 

Eugene  C.  Milewski,  M.D. 

Alfred  R.  Shands,  M.D. 

Alexander  Smith,  M.D. 

Harry  Taylor,  M.D. 


WIDE  RANGE  POCKET  ^ RADIOS  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


n 


ALLENTOWN 


g DOYLESTOWN 
READING 


A MALVERN 
LANCASTER 


WILMINGTON 

I \ 

BRIDGETON 


MANAHAWKINi 

A 

HAMMONTON, 
ATLANTIC 


WILDWOOD 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  RBC  SERVICES 

COMPUTER  MESSAGE  STORAGE  CENTER 

Messages  are  stored  for  one-half  hour 
from  the  time  you  are  "BEEPED."  To  hear 
your  message  over  the  telephone  simply 
dial  your  assigned  computer  number. 

NEW  20  Cmm  MOBILE  RADjO  SYSTEM 

20  LINE  RADIO  DISPATCH  SERVICE 

No  more  waiting  for  a clear  channel.  Calls 
are  automatically  transferred  from  line 
to  line  to  avoid  busy  situations — similar 
to  the  Multi-Button  Business  Telephone. 

CALLFOR  A FREE  2 FOOT [21 5-879-0900 
609-964-7660 
MAP& DEMONSTRATION  302-656-2774 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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ANNUAL  MEETING  HIGHLIGHTS 


Anthony  L.  Cucuzzella,  M.D. 


Norman  L.  Cannon,  M.D. 

Special  awards  were  presented  to  Drs.  Cannon  and  Cucuzzella  at  the  Annual  Meeting  Banquet  on 
November  21,  1981.  Dr.  Norman  L.  Cannon  was  the  recipient  of  the  Society’s  Distinguished  Service 
Award  presented  by  the  President  and  Fellows  of  the  Medical  Society  of  Delaware,  in  recognition  of 
his  outstanding  work  as  a leader  in  the  Medical  Society  of  Delaware,  and  of  his  unswerving  dedi- 
cation to  the  ideals  of  the  profession  of  medicine.  The  President’s  Award  was  presented  to  Dr. 
Anthony  L.  Cucuzzella  in  recognition  of  his  service  and  outstanding  contiburions  to  medicine  in  the 
community  and  the  State  of  Delaware. 

A special  citation  was  presented  to  Eugene  C.  Syrovatka,  J.D.,  bv  the  President  and  Fellows  of 
the  Medical  Society  of  Delaware  in  recognition  and  appreciation  of  his  outstanding  dedication  to  the 
medical  profession. 

At  the  Annual  Prayer  Breakfast  a citation  was  presented  to  Rabbi  Herbert  E.  Drooz  in  recognition 
of  the  Society’s  respect  for  him  as  a distinguished  Delaware  citizen. 


Eugene  C.  Syrovatka,  J.D. 
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50  YEAR  MEMBERS 


Members  of  the  Medical  Society  of  Delaware  who  have  completed  50  years  in  the  practice  of 
medicine  are  honored  at  the  House  of  Delegates’  luncheon  each  year.  Four  members  attained  this 
distinction  in  1981.  Plaques  in  honor  of  this  achievement  have  been  presented  to  Edward  M.  Bohan 
M.D.,  Laurence  L.  Fitchett,  M.D.,  Edmund  G.  Laird,  M.D.,  and  Harold  A.  Tarrant,  M.D. 


Edward  M.  Bohan,  M.D. 


Laurence  L.  Fitchett,  M.D. 


Edmund  G.  Laird,  M.D. 


Harold  A.  Tarrant,  M.D. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  5'/4%  Interest  and  Regular  Checking. 


N.O.W.  INTEREST  CHECKING 

Now  at  Artisans'  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That's  what  our  new  N O W interest 
checking  account  is  all  about  With  an 
average  monthly  deposit  of  $500,  your 
Artisans'  N O W.  account  pays  you  5 /*% 
interest  per  annum,  compounded  daily  to 
yield  5 47%  If  your  balance  falls  below 
$500,  there's  a $3  00  service  charge  for 
that  month.  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations 

flRTISRnS’ 

SHVinns  BHnK 

Member  F.D  I C 

Banking  the  Way  You  Need  It 


REGULAR  CHECKING 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required.  If  your 
balance  falls  below  $300,  there  s a $3  00 
service  charge  for  that  month.  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


An  Equal  Housing  Lender 

In  New  Casrle  County  call  658-6881 
In  Dover  674-32  I 4 • 9th  A.  Tatnall  Sts..  Wilmington 
• Concord  Mall  • Midway,  Polly  Drummond  6. 
Graylyn  Shopping  Centers  and  Dover,  Delaware 
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In  Brief 


Impaired  Health 
Care  Professionals 


American  Group 
Psychotherapy 
Association 


Health  Care 
Labor  Law 


Total  Hip  Joint 
Replacement 


Sports  and  Ski 
Medicine 


Emergency 
Medicine  for 
Primary  Care 
Physicians 


The  American  Society  of  Law  and  Medicine  wil  sponsor  a conference  on  IM- 
PAIRED HEALTH  CARE  PROFESSIONALS:  A CHALLENGE  TO  THE 
PROFESSIONS,  on  March  5,  1982,  at  the  Detroit  Plaza  Hotel.  Contact:  Ameri- 
can Society  of  Law  and  Medicine,  765  Commonwealth  Avenue,  16th  Floor,  Bos- 
ton, Massachusetts  02215;  (617)  262-4990. 

The  American  Group  Psychotherapy  Association,  Inc.  is  holding  its  annual  meet- 
ing on  February  11-15,  1982,  at  the  Waldorf-Astoria  Hotel  in  New  York  City. 
The  meeting  will  offer  colloquia,  symposia,  paper  forums,  media  presentations, 
and  workshops.  The  Institute  and  Conference  are  appoved  for  credit  in  Category 
I of  the  Physician’s  Recognition  Award  of  the  AM  A.  Contact:  American  Group 
Psychotherapy  Association,  Inc.,  1995  Broadway,  14th  Floor,  New  York,  New 
York  10023;  (212)  787-2618. 

The  American  Society  of  Law  and  Medicine  will  sponsor  a seminar  on  HEALTH 
CARE  LABOR  LAW  on  April  30,  1982,  at  the  Vista  International  Hotel  in  New 
York  City.  Contact:  American  Society  of  Law  and  Medicine,  765  Commonwealth 
Avenue,  16th  Floor,  Boston,  Massachusetts  02215;  (617)  262-4990. 

The  National  Institute  of  Arthritis,  Diabetes,  and  Digestive  and  Kidney  Diseases 
is  sponsoring  an  NIH  CONSENSUS  DEVELOPMENT  CONFERENCE  ON 
TOTAL  HIP  JOINT  REPLACEMENT,  on  March  1-3,  1982,  at  the  Masur  Audi- 
torium, Building  10,  National  Institutes  of  Health,  Bethesda,  Maryland.  This 
conference  is  designed  to  conduct  a scientific  evaluation  of  the  safety  and  effec- 
tiveness of  total  hip  joint  replacement  procedures.  Contact:  Stephen  L.  Gordon, 
Ph.D.,  Director,  Musculoskeletal  Diseases  Program,  National  Institute  of  Arth- 
ritis, Diabetes,  and  Digestive  and  Kidney  Diseases,  Westwood  Building,  Room 
405,  Bethesda,  Maryland  20205;  (301)  496-7326. 

Virginia  Sportsmedicine  and  Rehabilitation  Institute  and  Northern  Virginia  Con- 
sortium for  Medical  Rehabilitation  are  sponsoring  a SPORTS  AND  SKI  MEDI- 
CINE SYMPOSIUM  on  March  20-27,  1982,  at  Steamboat  Springs,  Colorado. 
Category  I CME  credit  is  available.  Contact  course  chairman:  Robert  P.  Nirschl, 
M.S.,  M.D.,  3801  N.  Fairfax  Drive,  Suite  60,  Arlington,  Virginia  22203;  (7071 
525-2200. 

The  Office  of  Continuing  Medical  Education  of  the  Medical  College  of  Virginia 
is  sponsoring  the  4th  Annual  Conference  on  Emergency  Medicine  entitled 
“EMERGENCY  MEDICINE  FOR  THE  PRIMARY  CARE  PHYSICIAN,”  on 
April  23-25,  1982,  at  Fort  Magruder  Conference  Center,  Williamsburg,  Virginia. 
Contact:  Glenda  Snow,  Office  of  Continuing  Medical  Education,  Box  48,  MCV 
Station,  Richmond,  Virginia  23298. 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


NSURANCE  PEOPLE 


J.A 


l\C. 


Wilmington 


Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Rehobo th  Beach 

125  Rehoboth  Avenue 227-3826 


201  Pine  Street 


Seaford 


629-5585 

(Toll  Free)  856-3247 
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SB  292 


The  problem  of  the  incipient  encroachment 
of  paramedical  and  allied  health  professionals 
is  one  of  the  priorities  I outlined  when  I assumed 
the  office  of  the  Presidency  of  the  Society. 

A special  committee  on  Paramedical  and  An- 
cillary Professionals  has  been  formed.  Dr.  Ig- 
natius J.  Tikellis  was  kind  enough  to  accept  the 
chairmanship  of  this  parent  committee.  Sub- 
committees and  their  chairmen  are  as  follows: 
Certified  Nurse  Anesthetists,  Dr.  Robert  E.  Heck- 
man; Chiropractic,  Dr.  I.  Favel  Chavin;  Licensed 
Clinical  Social  Workers,  Dr.  V.  Terrell  Davis; 
Nurse  Practice  Act,  Dr.  Dene  T.  Walters;  Phy- 
sician Assistants,  Dr.  Vincent  G.  J.  Lobo,  Jr.;  Op- 
tometrists, Dr.  Robert  Abel,  Jr.;  and  Pharmacy, 
Dr.  William  J.  Holloway. 

If  there  are  specialty  or  subspecialty  groups 
not  mentioned  who  feel  that  they  are  also  af- 
fected by  this  problem,  I would  like  to  have 
the  matter  brought  to  the  attention  of  the  So- 
ciety so  that  I can  form  a subcommitee  to  sudy 
the  situation. 

Clinical  social  workers  now  have  a bill  pend- 
ing in  the  legislature  asking  for  an  amendment 
to  the  existing  code  which  would  require  car- 
riers who  provide  health  insurance  which  reim- 
burses for  mental  health  services  and  for  the 
diagnosis  and  treatment  of  mental,  nervous,  or 
emotional  disorders  and  ailments  to  offer  cover- 
age for  these  same  services  when  performed  by 
a clinical  social  worker. 

Title  31  of  the  Delaware  Code,  Section 
3702(2),  defines  Clinical  Social  Work  as  “a  ser- 
vice in  which  a special  knowledge  of  social 
resources,  human  capabilities  and  the  part  that 
unconscious  motivation  plays  in  determining  be- 
havior is  directed  at  helping  people  to  achieve 
more  adequate,  satisfying  and  productive  social 


adjustment.  The  application  of  social  work 
principles  and  methods  includes,  but  is  not  re- 
stricted to,  counseling  and  using  applied  psy- 
chotherapy of  non-medical  nature  with  individ- 
uals, families  or  groups.” 

The  Eoard  of  Medical  Practice  sought  the 
opinion  of  the  Attorney  General’s  office  and  it 
was  the  opinion  of  the  Attorney  General’s  office 
that  the  distinction  set  forth  above  clearly  indi- 
cated that  the  practice  of  clinical  social  work 
does  not  include  the  use  of  therapy  of  a medical 
nature.  Senate  Bill  292,  however,  does  not  make 
such  a distinction  in  the  types  of  services  for 
which  the  licensed  clinical  social  worker  may  be 
reimbursed.  According  to  the  Attorney  General’s 
office,  it  is  possible  that  S.B.  292  will  create  some 
confusion  as  to  the  scope  of  practice  afforded 
licensed  clinical  social  workers.  It  also  men- 
tioned that  the  argument  may  be  advanced  that 
the  amendments  of  the  various  sections  of  the 
Delaware  Code  dealing  with  reimbursement  for 
work  performed  by  a licensed  clinical  worker 
will  permit  licensed  social  workers  to  engage 
in  the  independent  diagnosis  and  treatment  of 
nervous  or  emotional  disorders  and  to  employ 
therapy  of  medical  nature.  S.B.  292  as  written 
permits  social  workers  to  engage  in  what  has 
been  traditionally  considered  the  practice  of 
medicine. 

With  the  introduction  of  Senate  Amendment 
Number  5 to  Senate  Bill  Number  292,  the  con- 
cerns expressed  by  our  Society  have  been  re- 
moved. Senate  Amendment  5 passed  the  Senate 
Thursday,  January  28,  1982. 

In  essence  the  bill  now  provides  for  the  clinical 
social  worker  to  be  reimbursed  (if  requested 
by  the  contract  holder)  for  services  which  are 
defined  in  Title  31  Chapter  37  of  the  Delaware 
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Code.  The  purpose  of  this  amendment  is  to 
make  clear  that  the  services  rendered  by  licensed 
clinical  social  workers  are  not  the  same  as  those 
rendered  by  physicians. 

This  is  still  a matter  of  urgent  concern  for  the 
Society.  This  legislation  now  goes  to  the  House 
side  of  Legislative  Hall  to  be  voted  on.  We 
should  continue  to  talk  to  our  legislators  to  make 
sure  that  if  the  bill  passes,  Amendment  Number 
5 passes  with  the  bill. 

This  is  just  the  beginning  of  problems  with 
allied  health  professionals  in  their  attempts  to 
expand  their  role  to  include  the  practice  of  medi- 
cine, which  they  are  not  qualified  or  properly 
trained  to  do.  Again,  I urge  every  member  of 
the  Society  to  express  his  views  and  concerns  to 
his  individual  legislator. 

Rafael  A.  Zaragoza,  M.D. 


DELAWARE 

NUCLEAR  MEDICINE,  INC. 


NUCLEAR  MEDICINE 
NUCLEAR  CARDIOLOGY 
STRESS  STUDIES 

SUITE  102,  1 PIKE  CREEK  CENTER 
WILMINGTON,  DELAWARE  19808 
(302)  999-7640 


SIXTEENTH  ANNUAL  MAIN  LINE  CONFERENCE 

"Current  Concepts  in  Medicine  for  the  Practicing  Physician" 

THURSDAY,  FRIDAY  and  SATURDAY,  APRIL  29,  30  and  May  1 , 1 982 

VALLEY  FORGE  HILTON,  KING  OF  PRUSSIA,  PA. 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 


In  affiliation  with  Jefferson  Medical  College 


PROGRAM  INCLUDES: 


GUEST  SPEAKERS  INCLUDE: 


• Coronary  Disease 

• Hypertension 

• Diagnostic  Studies 

• Office  Infections 

• Office  Emergencies 

• Neurology 

• Nutrition 

• Chronic  Edema 

• And  26  Concurrent  Clinics 


FRANK  A.  ELLIOTT,  M.D. 

Consulting  Neurologist 
The  Pennsylvania  Hospital 

ANDREAS  R.  GRUENTZIG,  M.D. 

Professor  of  Medicine  (Cardiology)  and  Radiology 
Emory  University,  Atlanta 

VICTOR  HERBERT,  M.D.  J.D. 

Chief,  Hematology  and  Nutrition  Laboratory 
Bronx  Veterans  Administration  Medical  Center, 
New  York 

HAROLD  D.  ITSKOVITZ,  M.D. 

Director,  Division  of  Clinical 
Pharmacology  and  Hypertension 
New  York  Medical  College 

R.  RUSSELL  MARTIN,  M.D. 

Professor  of  Medicine  and 
Microbiology  and  Immunology 
Baylor  College  of  Medicine,  Houston 


FOR  INFORMATION  WRITE: 

HAROLD  J.  ROBINSON, M.D. , Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital,  Bryn  Mawr,  Pennsylvania  19010 

Approved  for  20  hours  of  Prescribed  AAFP,  PMS,  AMA  Category  I CME  Credit 

AOA  and  ACGPOMS  approved 

Registration  Fee:  $165.00  (includes  3 luncheons,  cocktails  and  dinner) 
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LEIOMYOBLASTOMA  OF  GASTRIC  ORIGIN:  AN 
UNUSUAL  CASE  AND  REVIEW 
OF  THE  LITERATURE 


Leiomyoblastoma  is  an  unusual  tumor  of 
smooth  muscle  which  most  commonly  arises 
from  the  stomach1  but  may  originate  in  the 
esophagus,1  duodenum,1  jejunum,1'5  omentum,2 
ileum,1,2  colon,1  rectum,1  retroperitoneum,1’2  uter- 
us,1-2 and  vulva.1  The  earliest  description  of  this 
tumor  was  by  Martin,  Bazin,  Feroldi,  and  Caban- 
ne  in  I960.6  This  report  included  six  cases  of  bi- 
zarre, gastric,  smooth  muscle  tumors  which  were 
labeled  “myoid  intramural  tumor  of  stomach.” 
Stout  coined  the  term  “leiomyoblastoma”  in  re- 
porting the  first  large  series  of  this  entity  which 
included  69  cases,  two  of  which  were  malignant.7 

An  unusual  case  of  leiomyoblastoma  was  re- 
cently treated  at  the  Wilmington  Medical  Cen- 
ter, prompting  this  account  and  literature  survey. 
The  424  cases  accumulated  from  the  world’s 
literature  plus  the  present  case  will  be  analyzed 
as  to  site  of  origin,  sites  of  metastases,  patho- 
logic characteristics,  treatment  modalities,  and 
prognosis. 

Case  Report 

B.S.,  a single  23-year-old  black  male,  came  to 
the  Emergency  Room  on  January  7,  1976,  with 
the  chief  complaint  of  vomiting  bright  red  blood 
twice  in  24  hours.  This  was  associated  with 

Dr.  Witmer  is  a third-year  resident  in  the  Department  of  Sur- 
gery at  the  Wilmington  Medical  Center. 

Dr.  Whitney  is  Clinical  Associate  Professor  of  Surgery  at  Jef- 
ferson Medical  College  and  Senior  Attending  in  the  Department 
of  Surgery  at  the  Wilmington  Medical  Center. 


Dennis  R.  Witmer,  M.D. 

Leslie  W.  Whitney,  M.D. 

nausea  and  midepigastric  pain  which  occurred 
after  three  days  of  poor  eating.  The  patient  had 
consumed  five  or  six  drinks  each  evening  prior 
to  his  admission.  For  three  days,  he  had  noted 
melanotic  stools  followed  by  extreme  weakness. 
His  past  medical  history  was  significant  only  for 
“anemia”  of  unknown  duration,  a tonsillectomy, 
an  adenoidectomy,  and  a circumcision.  He  denied 
any  allergies  to  medications.  He  worked  as  an 
assembly-line  laborer.  He  denied  smoking,  but 
admitted  to  occasional  weekend  binge  drinking. 

On  physical  examination,  his  vital  signs  were: 
temperature,  38  °C  orally;  blood  pressure,  170/60 
supine;  heart  rate,  120;  and  respiration,  20.  The 
head,  ears,  eyes,  nose,  throat,  chest,  and  heart 
were  unremarkable.  The  abdomen  was  neither 
distended  nor  tender.  There  was  neither  organo- 
megaly nor  mass.  Bowel  sounds  were  hyper- 
active. Rectal  exam  was  unremarkable  except 
for  tarry,  guiac  positive  stool.  The  remainder 
of  the  physical  exam  was  normal.  Laboratory 
studies  included  hemoglobin  of  4.0  mg/dl  with 
a hematocrit  of  13%.  White  blood  cell  count  was 
13,900  with  77%  polymorphonuclear  leukocytes, 
1%  segmented  neutrophils,  15%  lymphocytes,  and 
7%  monocytes.  The  red  blood  cell  indices,  elec- 
trolytes, amylase,  prothrombin  time,  partial 
thromboplastin  time,  and  platelet  count  were 
normal.  The  SGOT  was  increased  at  82  MU/ml 
(normal  is  10-50);  LDH  was  242  MU/ml  (nor- 
mal is  100-225). 
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FIGURE  1 

Leiomyoblastoma  of  stomach 
from  exploratory  laparotomy  on 
1/13/76.  Note  area  of  normal 
gastric  mucosa.  H & E stain, 
lOOx. 


The  patient  continued  to  have  melena.  He 
was  transfused  with  several  units  of  whole  blood 
over  the  subsequent  48  hours,  which  brought  his 
hemoglobin  to  11.0  mg/dl  and  hematocrit  to  34%. 

An  upper  gastrointestinal  series  disclosed  a 
6 to  7 cm  smooth,  well-circumscribed  mass  pos- 
teriorly in  the  gastric  fundus  at  the  gastro- 
esophageal junction.  The  radiologists  impres- 
sion was  leiomyoma  or  leiomyosarcoma.  Five 
days  after  admission,  endoscopy  revealed  the 
mass  described  radiographically.  Two  biopsy 


specimens  showed  only  chronic  inflammatory 
changes. 

At  exploratory  laparotomy,  a 6 to  7 cm  intra- 
luminal mass  at  the  cardioesophageal  junction 
was  found.  Frozen  sections  were  reported  as 
leiomyoma  or  leiomyosarcoma.  A wide  local 
excision  was  carried  out  and  the  stomach  closed 
primarily. 

Permanent  sections  showed  a very  cellular 
neoplasm  composed  of  cells  with  rather  large, 
round  to  ovoid  nuclei  exhibiting  a hyperchro- 


FIGURE  2 

Leiomyoblastoma  metastatic  to 
scalp  showing  invasion  of  bone. 
H & E 20x. 
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matic,  finely  stippled  cytoplasm.  These  cells 
had  a general  pattern  and  individual  configura- 
tion consistent  with  the  epithelioid  type  cell  pro- 
liferation seen  in  leiomyoblastomatous  neoplasms 
of  the  stomach.  (Figure  1) 

The  patient  became  febrile  on  the  fourth 
postoperative  day,  and  a wound  abscess  was 
drained.  Cultures  yielded  alpha  and  beta  hemo- 
lytic streptococci.  No  antibiotics  were  adminis- 
tered, and  the  patient  was  eventually  discharged 
on  the  eleventh  postoperative  day. 

A second  hospital  admission  occurred  after 
three  months  of  intermittent  headaches  associ- 
ated with  a slowly  enlarging  mass  of  the  scalp 
situated  at  the  vertex  of  the  skull.  The  mass 
measured  8x8  cm,  was  tender  and  nonmobile. 
There  were  no  palpable  cervical  lymph  nodes. 
An  incisional  biopsy  at  the  scalp  lesion  showed 
plump,  mostly  spindle-shaped  cells,  in  some 
areas  producing  short  fascicles.  Review  of  tissue 
from  a gastric  leiomyoblastoma  resected  Janu- 
ary 13,  1976,  shows  this  to  be  the  same  tumor. 
At  this  point,  the  scalp  lesion  appeared  more 
aggressive  than  the  original  lesion.  (Figure  2) 

A total  excision  of  the  scalp  lesion  was  done 
four  days  after  a normal  CT  scan  of  the  brain 
was  obtained.  A postoperative  Tc99  sulphur 
colloid  liver/spleen  scan  was  also  unremarkable. 
Discharge  followed  an  uneventful  recovery  on 
the  fifth  postoperative  day.  A 99mTc  MDP  bone 
scan  was  normal.  The  patient  subsequently  re- 
ceived 5000  rads  local  radiotherapy  to  the  skull 
over  a four-week  period. 

The  third  admission  was  on  February  20,  1980, 
because  of  recurrent  pain  and  swelling  at  the 
scalp  scar  area.  A CT  scan  of  the  head  and  a 
liver/spleen  scan  were  within  normal  limits. 

A partial  craniectomy  with  excision  and  fi- 
guration of  a mass  was  performed.  Grossly,  the 
tumor  seemed  to  be  invading  bone  and  dura. 
Histologically,  its  appearance  was  again  consis- 
tent with  the  gastric  primary  tumor. 

The  patient  had  two  bone  scans  by  March  8, 
1980.  Both  showed  slightly  increased  uptake  in 
the  left  sternoclavicular  joint  and  some  delay  of 
excretion  by  the  left  kidney,  but  with  low  prob- 
ability for  metastatic  disease. 


The  patient  was  admitted  a fourth  time  on 
June  18,  1980,  because  of  a history  of  gradually 
enlarging  right  upper  quadrant  abdominal  mass. 
There  was  no  evidence  of  gastrointestinal  tract 
bleeding,  nausea,  or  vomiting.  He  did  complain, 
however,  of  a stiff,  sore  neck,  mostly  on  the  left 
side  and  shooting  pains  originating  in  the  right 
lateral  hip  area  which  radiated  to  the  right  knee, 
sometimes  associated  with  thigh  swelling. 

An  upper  GI  series  done  two  months  previously 
disclosed  a large  extraluminal  mass  pushing  the 
gastric  remnant  towards  the  left  but  producing 
no  obstruction.  (Figure  3)  Abdominal  CT  scan 
of  April  23,  1980,  showed  a mass  9.5  to  10  cm  in 
diameter,  of  homogeneous  density,  extraluminal, 
in  the  right  upper  quadrant,  which  displaced  the 
stomach,  inferior  vena  cava,  and  head  of  pan- 
creas to  the  left.  (Figure  4)  Chest  and  spine 
radiographs  were  negative,  but  a bone  scan 
demonstrated  an  abnormal  uptake  in  the  several 
vertebrae  in  the  distal  third  of  the  right  femur. 
No  bone  biopsy  was  done. 

At  exploratory  laparotomy  on  June  17,  1980, 
a 16x15x9  cm  mass  was  encountered  in  the  right 
upper  quadrant  with  serosal  attachments  to  the 


FIGURE  3 

Upper  GI  series  demonstrating  mass  effect  of 
tumor  on  stomach  and  small  bowel. 
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FIGURE  4 

CT  scan  of  abdomen  showing 
large  right  upper  quadrant  mass 
interposed  between  liver  and 
stomach. 


stomach  anteriorly  and  fibrinous  bands  to  the 
liver  and  omentum.  (Figure  5)  It  was  a highly 
vascular  tumor  with  areas  of  cystic  degeneration 
and  necrosis.  A 1 to  1.5  cm  nodule  was  dis- 
covered on  the  anterior  surface  of  the  right  he- 
patic lobe  which  was  removed  by  wedge  ex- 
cision. 

Both  lesions  were  histologically  identical  to 
the  gastric  primary  and  scalp  metastases,  but  ap- 
peared even  more  undifferentiated.  (Figure  6) 

The  patient  did  well  postoperatively  except 
for  right  lower  lobe  atelectasis  which  cleared 


with  aggressive  pulmonary  toilet.  He  was  dis- 
charged on  the  ninth  postoperative  day. 

Subsequently,  he  received  two  courses  of  in- 
travenous doxorubicin  (Adriamycin,  Adria)  (90 
mg  each)  one  month  later  without  beneficial  ef- 
fect. A bone  scan  of  September  4,  1980,  revealed 
worsening  of  the  previous  lesions  plus  new  areas 
of  increased  uptake  in  the  fourth  through  the 
seventh  thoracic  vertebrae. 

Discussion 

The  case  reported  here  is  unusual  in  several 


FIGURE  5 

Abdominal  mass  delivered 
through  incision  at  exploratory 
laparotomy  of  6/17/80. 
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FIGURE  6 

Recurrent  leiomyoblastoma  ex- 
cised 6/17/80.  Microscopy  show- 
ing frequent  mitoses.  H & E 
lOOx. 


respects.  First,  the  primary  tumor  occurred  in  a 
23-year-old  black  man.  Most  gastric  leiomyo- 
blastomata  occur  in  Caucasians  40  to  70  years  old. 
Second,  three  years  after  total  removal  of  the 
primary  tumor,  metastatic  lesions  developed  in 
the  scalp  and  cranium.  These  occurred  one  year 
later  requiring  re-excision.  Such  lesions  have 
not  been  reported  previously. 

Furthermore,  following  the  first  operation,  an- 
other mass  (this  one  extraluminal)  was  discov- 
ered. It  seems  possible  that  this  could  represent 
a second  solitary  primary  since  it  presented  at  a 
different  position  from,  and  such  a long  time 
after,  the  original  gastric  lesion  was  discovered. 

Finally,  the  histologic  appearance  of  this  tumor 
became  more  aggressive  over  four  years  display- 
ing increased  pleomorphism  and  mitoses.  It 
eroded  into  bone  locally  as  well  as  metastasizing 
to  distant  bone,  as  evidenced  by  bone  scan. 
These  distant  metastases,  however,  were  never 
probed  by  biopsy. 

Literature  Review  (See  Table  1) 

We  reviewed  the  world’s  literature  on  leiomyo- 
blastoma, which  is  summarized  in  Table  1.  This 
case  included,  425  cases  have  been  reported  since 
1960,  of  which  237  (58%)  were  male,  170  (42%) 
were  female,  and  18  unidentified  as  to  sex.  The 
patients  ranged  in  age  from  five  days  to  91  years.9 
Tumor  size  has  varied  from  0.4  cm10  to  one 


which  was  30x25x8  cm  and  weighed  up  to  7,250 
gms.11 

Although  often  asymptomatic,  these  patients 
may  present  with  GI  bleeding,  anemia,  or  ab- 
dominal mass.  Radiographic  studies  are  of 
greatest  sensitivity  when  used  in  conjunction 
with  endoscopy;  neither  is  very  accurate  in  dif- 
ferentiating benignity  from  malignancy. 

Malignancy  in  a total  of  56  (13%)  of  cases  has 
been  evidenced  by  metastases  to  regional  lymph 
nodes, 10’12_1S  omentum,1’13’16  peritoneum, 1*2>10’1 7 
liver, 1>2>10’12’17-19  lung,1*10  thyroid,1  bone,1  spinal 
cord,1  and  mediastinum.10 

The  longest  interval  from  primary  occurrence 
to  metastatic  disease  has  been  10  years,19  and 
the  longest  survival  recorded  is  30  years.20 

Pathology 

There  is  some  confusion  about  the  histologic 
classification  and  nomenclature  of  this  entity. 
The  World  Health  Organization  assigns  this  soft 
tissue  neoplasm  to  the  epithelioid  leiomyoma 
group.21  Appelman  and  Helwig  reviewed  127 
surgical  specimens  and  describe  the  benign  form, 
which  they  label  epithelioid  leiomyoma,  and  a 
malignant  variety  termed  epithelioid  leiomyo- 
sarcoma (leiomyoblastoma),10  The  latter  form 
has  two  subtypes. 

The  epithelioid  leiomyoma  typically  has  plump, 
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TABLE  1 

SUMMARY 

OF  WORLD'S  LITERATURE 

YEAR 

AUTHOR  NO.  OF 

AGE  RANGE 

SEX 

CLINICAL 

CASES 

M 

F SITE  OF  PRIMARY 

SITE  OF  METASTASES  CORRELATION 

1972 

Lavin  ( 1 ),  et  al. 

44 

12-81  years 

18 

26  neck  (1) 

peritoneum  and 

gastric  bleeding  in 

esophagus  (1) 

omentum  (10) 

8 of  26  gastric 

duodenum  (1 ) 

liver  (8) 

primaries.  multi- 

stomach (26) 

lung  (3) 

centric  in  2 of  26 

jejunum  (2) 

thyroid  (1 ) 

gastric  primaries. 

ileum  (2) 

bone  (1 ) 

colon  (2) 

spinal  cord  (1 ) 

rectum  (1) 

18  out  of  44  cases 

retroperitoneum  (1) 

had  proven 

uterus  (6) 
vulva  (1 ) 

metastases 

1972 

deCastro  (25),  et  al. 

1 

16  years 

1 stomach 

none 

pallor,  fatigue,  ane- 

mia, associated 
chondromatous 
hamartoma  of 
lung. 

1973 

Abramson  (12) 

3 

31-78  years 

3 

0 stomach  (3) 

liver  and  nodes  (1 ) 

bleeding  and  weight 

loss 

1973 

Murphy  (11) 

1 

59  years 

1 

0 stomach 

none 

30x25x8  cm.  wt.  loss 

and  increased  ab- 
domen girth 

1973 

Pizzimbono  (2), 

5 day-91  yars 

90 

£2  stomach  (145) 

12  out  of  155  some 

et  al. 

155 

jejunum  (2) 

multiple  metastases 

ileum  ( 1 ) 

to  liver,  peritone 

transverse 

um,  greater  omen 

mesocolon  (1) 

turn,  and  general 

lesser  sac  (1 ) 
omentum  (1 ) 
retroperitoneum  ( 1 ) 
uterus  (2) 
gastrocolic  liga  ( 1 ) 

ized 

1974 

O'Brien  & Shier  (26) 

6 

28-71  years 

2 

4 stomach  (6) 

none 

bleeding  (3) 
incidental  (3) 

1974 

Silberman  (3),  et  al 

1 

? 

? 

? jejunum  (1 ) 

none 

1974 

Cornog  (22) 

10 

33-67  years 

5 

5 stomach  (10) 

liver  (1 ) 

associated  gastric 
adenocarcinoma  (2). 
ovarian  Ca  10  yrs. 
later  ( 1 ) 

1975 

Uhrich  (14) 

1 

? 

0 

1 stomach  ( 1 ) 

liver  (1) 

pain,  fullness. 

1975 

Maeda  (13),  et  al 

2 

57,  65  years 

1 

1 stomach  (2) 

mediastinum. 

omentum  and 
nodes  (1 ) 

1975 

Welch  (27) 

1 

? 

? 

? stomach  ( 1 ) 

none 

1975 

Mann  (28),  et  al. 

2 

73,  75  years 

1 

1 stomach  (2) 

none 

bleeding  (2) 

1976 

Langley  (4) 

6 

58-77  years 

1 

5 stomach  (5) 

none 

melena 

jejunum  (1 ) 

mass 

weakness 

1976 

Schmitt  and 
Heidelberger  (14) 

1 

7 years 

0 

1 stomach 

nodes  (1 ) 

anemia 

1976 

Appelman  and 

127 

10-85  years 

90 

37  stomach  (127) 

16  of  127  metasta- 

pain and 

Helwig  (10) 

sized  to:  liver, 
lymph  nodes,  peri- 
toneum, retroperi- 

hemorrhage 

toneum,  lung  (2), 

mediastinum 

1978 

Tisell  (15),  et  al. 

1 

15  years 

1 stomach  ( 1 ) 

lymph  nodes  andmultiple  pulmonary 

local  recurrence 

chondrohamartomas 

1978 

Sagara  (29),  et  al 

40 

22-77  years 

19 

21  stomach  (40) 

none 

pain  and  bleeding 

1978 

Yamagiwa  (30), 
et  al. 

4 

30-59  years 

3 

1 stomach  (4) 

none 

1979 

Frimodt-Moller 

5 

49-73  years 

2 

3 stomach  (5) 

3 of  the  5 to  liver 

bleeding,  pain. 

(17),  et  al. 

and/or  peritoneum 

i weight  loss 

1979 

Langley  (5),  et  al. 

11 

41-80  years 

? 

? stomach  (10) 

none 

bleeding,  pain. 

small  bowel  (1 ) 

mass 

1980 

Cathcart  (31),  et  al 

2 

? 

? 

? stomach  (2) 

none 

pain,  bleeding 

Present 

1 

23  at  onset 

1 

stomach 

scalp,  cranium. 

bleeding 

Case 

bone 

1972-1980 

425 

5 days-91  years 

237 

170  18 

56  (13%) 

(58%)  (42%) 
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spindle  cells  with  pleomorphic  round  to  ovoid 
hyperchromatic  nuclei  and  few  mitoses.10,18  Clear 
cytoplasmic  vacuoles  which  do  not  stain  for 
mucopolysaccharides,  glycogen,  or  lipids  have 
been  described,  but  they  have  no  corresponding 
ultrastructural  component  and  are,  therefore, 
thought  to  be  artifacts  of  fixation.18  However, 
electron  microscopic  studies  have  shown  fila- 
ments within  the  cytoplasm  which  have  the 
dimensions  of  myofilaments  found  in  smooth 
muscle  cells.22,23 

The  malignant  form  has  two  types.  The  first 
pattern  typically  shows  plump,  spindle  cells  in 
sheets,  but  their  size  is  diminished  owing  to 
fewer  vacuoles.  The  other  pattern  consists  of 
small,  round,  less  well-differentiated  cells  in 
clusters,  whorls,  or  in  fibrous  septa,  with  more 
frequent  mitotic  figures.10 

Another  interesting  syndrome  of  gastric  epithe- 
lioid leiomyosarcoma  functioning  extra-adrenal 
paraganglioma,  and  pulmonary  chondroma  was 
described  by  Carney  in  a series  of  15  patients 
who  had  at  least  two  of  these  three  uncommon 
neoplasms.2  The  gastric  tumors  were  often  mul- 
tiple, usually  associated  with  anemia,  and  had 
a variety  of  histologic  appearances.  The  extra- 
adrenal tumors  occurred  in  nine  of  15  patients, 
were  manifested  by  paroxysmal  tachycardia,  hy- 
pertension, and  headache,  and  were  located  any- 
where from  the  carotid  sheath  to  the  abdominal 
aortic  ganglia.  The  pulmonary  neoplasms  were 
usually  asymptomatic,  multiple,  and  discovered 
by  routine  chest  radiographs.  Chondromatous 
hamartoma,5  and  chondroma4  were  the  com- 
monest histologic  types.  These  were  excised 
either  because  of  suspected  malignancy  or  be- 
cause of  rapidly  increasing  size. 

Treatment  and  Survival 

Surgical  extirpation  has  been  most  widely 
employed  for  gastric,  uterine,  and  intestinal  leio- 
myoblastoma. Patients  with  gastric  lesions  treated 
by  total,  subtotal,  or  partial  gastrectomy  have 
shown  no  differences  in  survival.1,10  Therefore, 
wide  local  excision  which  spares  as  much  normal 
tissue  as  possible  is  recommended.10 

Lavin  et  al  described  one  patient  with  an 
esophageal  primary  treated  over  a nine-year 
period  with  three  courses  of  radiation  therapy.1 


The  tumor  size  was  significantly  reduced,  but 
the  patient  expired  12  years  after  diagnosis  with 
locally  recurrent  disease. 

Several  features  have  been  correlated  with 
increased  malignant  potential  and  poorer  prog- 
nosis. Appelman  and  Helwig  noted  malignancy 
to  be  associated  with  symptoms  of  GI  bleeding, 
tumor  size  greater  than  6 cm  in  diameter,  more 
bizarre  histology,  and  greater  than  10  mitoses 
per  50  high  power  fields.10  Lavin  et  al  linked 
less  favorable  prognosis  to  symptoms  present 
longer  than  six  months,  tumor  size  greater  than 
10  cm,  extragastric  primary  tumor,  and  the  pres- 
ence of  metastatic  lesions.1 

Summary 

An  unusual  case  of  metastatic  gastric  leiomyo- 
blastoma is  presented  along  with  a review  of 
424  cases  from  the  world’s  literature.  Males 
have  a slight  predominance  (58%  male,  42%  fe- 
male ) . The  tumors  occur  most  commonly  in  the 
fifth  through  seventh  decade  of  life,  and  they 
metastasize  infrequently  ( 13% ) . Patients  usually 
present  with  symptoms  of  gastrointestinal  tract 
bleeding,  anemia,  or  abdominal  pain,  but  may 
be  asymptomatic.  Roentgenography  is  usually 
the  most  helpful  diagnostic  test. 

Histologically,  the  cells  are  plump,  round  to 
ovoid  in  shape  with  hyperchromatic  nuclei  and 
prominent  cytoplasmic  vacuoles  shown  to  be  arti- 
facts of  fixation.  Electron  microscopic  studies 
support  the  smooth  muscle  origin  of  these  tu- 
mors. 

Treatment  should  consist  of  conservative  local 
resection  of  the  primary  tumor  and  also  excision 
of  metastases  when  they  occur,  since  long-term 
survival  of  patients  with  these  slow-growing 
lesions  has  been  reported. 

Poor  prognosis  is  associated  with  primary  tu- 
mors greater  than  6 to  10  cm  in  size,  extragas- 
tric primary  tumors,  proven  metastases,  more 
than  eight  to  10  mitoses  per  50  power  fields, 
and  bizarre  histologic  appearance. 

Finally,  gastric  leiomyoblastoma  or  histologic- 
ally related  neoplasms  may  be  associated  with 
tumors  of  the  lung  and/or  extra-adrenal  sympa- 
thetic ganglia.  Patients  with  symptoms  of  dys- 
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pnea,  hemoptysis,  paroxysmal  hypertension,  and 
headache  should  be  investigated  for  the  presence 
of  such  synchronous  lesions. 
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material.  Preferred  length  is  approximately  200  words.  For  further  informa- 
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MULTIPLE  ORGAN  FAILURE 

Fashions  exist  in  medicine  as  well  as  in  other 
fields.  Entities  which  have  existed  unnoticed 
for  many  years  sometimes  begin  to  evoke  wide- 
spread current  interest.  One  such  entity  is 
“multiple  organ  failure.” 

It  is  surprising  that  this  subject  took  so  long 
to  be  addressed.  Facetiously,  one  might  point  out 
that  in  death  all  organs  fail,  but  actually,  evolu- 
tion of  the  concept  of  multiple  system  failure  was 
slow  in  developing.  Attention  focused  first  on 
single  organ  systems;  Churchill  likened  failing 
organs  to  weak  links  in  a chain.1  The  cardio- 
vascular system  ( shock ) was  considered  the 
single  limiting  organ  system  early  in  World  War 
II,  as  discussed  by  Baue.2  Later,  the  kidney 
became  the  single  limiting  organ  system.  Sub- 
sequently, posttraumatic  pulmonary  insufficiency 
was  recognized.  Thus,  it  appears  that  the  com- 
prehensive concept  of  multiple  organ  failure 
grew  out  of  multiple  isolated  observations  with- 
out systematic  attempts  at  correlation.  Subse- 
quently, in  the  last  few  years,  attempts  have 
been  made  to  study  the  relationships  and  depend- 
encies between  systems,  but,  as  Baue  notes,  the 
hazard  in  such  attempted  correlations  is  in  in- 
correctly associating  events  as  cause  and  effect 
because  they  occur  sequentially. 

Observations  on  seriously  ill  patients  confirm 
the  fact  that  multiple  organ  systems  are  affected 
more  often  than  previously  realized.  Indeed, 
one  would  expect  all  organs  to  be  involved  as 
they  are  interdependent.  Septic  shock  provides 
the  best  example  of  this  syndrome  which  is  also 
encountered  in  other  forms  of  shock  or  toxemia. 

What  is  the  cause  of  multiple  organ  failure? 
To  answer  this  question,  one  must  recall  that  all 
organ  systems  are  composed  of  cells  which  can 
be  injured  by  many  insults,  such  as  bacterial 


toxins,  lack  of  oxygen,  antibodies,  toxic  metabo- 
lites, etc.  On  this  basis,  one  can  understand 
clinical  and  laboratory  observations  in  a par- 
ticular patient  and  predict  future  developments. 

The  most  common  cause  of  multiple  organ 
failure  is  sepsis.  All  organ  systems  are  affected 
directly  by  the  bacterial  toxins,  including  the 
cardiovascular,  hematologic,  renal,  hepatic,  and 
nervous  systems.  Early  in  the  patient’s  course, 
when  the  clinical  symptoms  are  minimal  or  ab- 
sent, various  laboratory  tests  may  be  slightly 
abnormal  but  may  go  undetected  if  not  specifi- 
cally requested  because  of  a high  index  of  clini- 
cal suspicion.  The  bilirubin  may  be  slightly 
elevated,  fibrin  split  products  may  appear  in  the 
serum,  arterial  Po2  may  be  low.  By  the  time 
full  clinical  symptomatology  appears,  the  patient 
may  no  longer  be  salvageable.  Irreversibility 
is  not  a sharp  endpoint;  cells  may  die  or  re- 
cover. Some  organs  such  as  the  kidney  or 
liver  can  regenerate  by  hyperplasia  of  the  re- 
maining living  cells.  Others  such  as  the  central 
nervous  system  cannot.  Repair  of  some  organs 
is  by  substitution  of  fibrous  tissue  for  cells  of 
specialized  function.  Thus,  the  final  outcome 
can  be  expected  to  vary  from  patient  to  patient, 
and  is  dependent  upon  many  factors  such  as  the 
state  of  the  organs  before  injury,  the  noxious 
agent,  and  the  earliness  of  diagnosis  and  treat- 
ment. 

It  is  important  to  think  of  the  possibility  of 
multiple  organ  failure  long  before  it  becomes 
clinically  apparent  when  irreversible  changes  may 
render  successful  treatment  impossible.  In  es- 
sence, all  severely  ill  patients  should  be  con- 
sidered to  have  potential  multiple  organ  failure. 

David  V.  Pecora,  M.D. 
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CHAPERONAGE  OF  THE  PELVIC 
EXAMINATION:  A LAWYER'S  VIEWPOINT 

“Why  Do  We  Chaperone  the  Female  Pelvic 
Exam?”  by  Stephen  G.  Clyman  is  a very  inter- 
esting article,1  but  it  should  be  called  “An  His- 
torical Perspective  on  the  Question.”  The  ar- 
ticle doesn’t  really  suggest  any  answer  to  the 
problem.  From  a legal  point  of  view,  I feel  that 
the  author’s  research  time  would  have  been  bet- 
ter spent  in  finding  out  whether  the  presence 
of  a female  attendant  is  in  fact  a deterrent  to 
charges  of  impropriety  against  physicians. 

The  practice  of  having  an  attendant  is  unlikely 
to  be  challenged  as  sexist,  since  the  very  people 
who  would  make  that  charge  are  the  people  most 
likely  to  believe  the  worst  about  the  morals  of 
male  physicians.  How  could  a true  feminist  ob- 
ject to  the  supportive  presence  of  a Sister  during 
such  a traumatic  procedure?  It’s  true  that  the 
custom  of  an  attendant  is  based  on  the  traditional 
prejudice  that  women  are  hysterical  and  delicate, 
but  in  a way  modern  feminism  echoes  this  atti- 
tude in  its  cant  about  the  insensitivity  of  male 
doctors  to  women’s  feelings  about  their  bodies. 

If  a physician-client  of  mine  asked  me  for  a 
legal  opinion  on  whether  he  should  use  an  at- 
tendant during  pelvic  examinations,  I would  say 
yes,  and  for  sigmoidoscopies  too,  and  the  attend- 
ant might  be  either  male  or  female.  Any  pre- 
caution which  can  so  easily  be  taken  should  be, 
since  a spurious  charge  of  rape  or  sodomy  could 
have  such  irreparably  damaging  consequences. 

Emeline  L.  Kitchen  Diener,  Esq. 

Ms.  Diener  is  a member  of  the  Pennsylvania  Bar  and  the  wife 
of  a physician. 


COTTON  MATHER  (1663-1728) 

ON  THE  UNCERTAINTIES  OF  PHYSICIANS 

A few  months  ago  my  75-year-old  uncle  had 
his  second  open  heart  surgery,  receiving  a re- 
placement aortic  valve  at  an  internationally 
famous  clinic.  His  son  who  accompanied  him 
to  the  hospital  insists  that  his  presence  was  not 
merely  a comfort  to  his  father  but  an  absolute 
necessity.  According  to  my  cousin,  on  one  day 
a physician  came  in,  examined  the  patient,  looked 
him  straight  in  the  eye,  and  said  words  to  this 
effect:  “Never  let  anyone  operate  on  your  heart 
again.” 

The  next  day  another  physician  visited  who 
said,  “I  have  scheduled  your  heart  operation 
for  two  days  from  now.” 

The  next  day  a third  physician  visited  who 
announced,  “Your  examination  is  now  complete 
and  you  will  be  discharged  later  this  morning.” 

This  not  so  funny  story  came  to  my  mind  a 
few  days  later  when  I was  browsing  in  The 
Angel  of  Bethesda  by  Cotton  Mather,  written 
more  than  200  years  ago  but  made  generally 
available  only  recently  through  the  painstaking 
work  of  Dr.  Gordon  Jones.1 

Both  of  Cotton  Mather’s  grandfathers  were 
Puritan  clergymen.  His  father  also  was  a noted 
clergyman,  as  well  as  president  of  Harvard  Uni- 
versity. While  many  clergymen  in  colonial 
New  England  doubled  as  physicians,  Cotton 
Mather  became  particularly  interested  in  medi- 
cine when,  according  to  Dr.  Jones,  it  seemed  as 
if  young  Cotton,  because  of  a stammer,  might 
not  be  able  to  follow  in  the  family  tradition  as 
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a preacher  and  would  have  to  become  a physi- 
cian instead. 

The  chapters  of  The  Angel  of  Bethesda  com- 
bine Mather’s  advice  on  medical  management 
of  various  diseases  with  prayers  he  considered 
appropriate  to  the  maladies.  As  he  had  read 
widely  (in  his  works  he  quotes  more  than  250 
medical  authorities)  it  is  not  surprising  that  he 
noted  that  doctors  often  disagree  with  each 
other.  An  excerpt  from  Capsula  (Chapter)  XL 
will  show  how  Mather  summarizes  these  dis- 
agreements. 

When  we  are  upon  a Consumption,  it  may 
be  as  proper  a Time  and  Place  as  any  to 
make  a Remark  upon,  The  Uncertainties  of 
the  Physicians,  on  whose  Advice  the  Patients 
depend  so  much  for  their  Lives,  and  the 
Comfort  of  them.  Their  Uncertainties  appear 
notoriously  and  sufficiently  in  their  Contra- 
dictions to  one  another;  which  indeed  are 
very  Conspicuous  in  this  Distemper  (as  Dr. 
Marten  in  his,  New  Theory,  has  with  a Just 
Ingenuity  observed,)  but  also  to  be  found 
in  all  other  Diseases.  How  rarely  does,  A 
Council  of  Doctors,  do  the  Patient  so  much 
good,  as  a Single  One  happens  to  do!  A 
Famous  Physician,  Who  shall  be  Nameless, 
Died  of  a Disease,  which  at  that  very  Time, 
he  had  a Book  in  the  Press,  to  teach  the 
Cure  of.  We  will  single  out,  The  Consump- 
tion, for  our  Experiment;  because  it  is  One 


of  those  Maladies,  which  have  the  greatest 
Share  in  the  Depraedations  of  Mortality;  and 
on  which  more  has  been  written  than  upon 
many  others  .... 

Some  Physicians  are  violent  in  it,  That  the 
Cure  of  a Consumption  must  be  accom- 
plished only  by  Alcalis.  Others  with  as 
much  Violence  urge,  that  it  must  be  only 
by  Acids.  I will  spare  the  Names  of  the 
Gentlemen  on  both  Sides. 

Many  hold,  that  no  Good  is  to  be  done  in 
a Consumption,  without  Opiates.  It  is  held 
by  others,  that  they  are  Pernicious  Things  . . . 

We  know,  what  Shelves  of  Medicines  are 
prepared  with  Sugar,  for  a Consumption. 
But  Harvey  Exclaims  against  Pectorals  pre- 
pared with  Sugar  . . . 

Conserve  of  Roses,  has  been  in  high  Es- 
teem for  many  Ages;  And  an  Army  of  Ad- 
vocates, besides  the  great  Names  of  Pla- 
terus,  and  Forestus,  and  Riverius,  might  be 
mustered  for  the  Defending  of  it.  But  Syl- 
vius decries  it  as  an  useless  thing,  And  Har- 
vey asserts  the  Patients  to  be  rather  the 
Worse  than  the  Better  for  it. 

Balsam  of  Sulphur  is  cried  up  to  the  Skies: 
And  particularly,  by  Sylvius  tis  valued  above 
all  Medicines.  But  Hoffman  and  Wal- 
schmid,  as  vehemently  disrelish  it;  and  say, 
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it  rather  Increases  than  Extirpates  the  Dis- 
temper . . . 

The  Milk-diet  is  recommended  by  Do- 
laeus,  and  a Thousand  more.  Harvey  sais, 
Tis  useless;  and  in  many  Cases,  hurtful  . . . 

Lett  Weikard  and  Harvey  Engage  one  an- 
other upon  the  Juice  of  Turnips ; The  former 
with  Panegy ricks,  the  Latter  with  Invec- 
tives . . . 

Helmont,  and  Ettmuller,  and  Borellus,  and 
Dolaeus,  condemn  the  Letting  of  Blood  in  a 
Consumption : And  Capivaccius  thinks,  there 
will  be  Seldome,  if  Ever,  any  Need  of  it. 
Yett  Galen,  and  Mercatus , and  Spigelius, 
and  Sylvius,  and  Willis,  and  many  others, 
approve  it;  especially  on  the  Beginning  of 
the  Disease.  Hippocrates  would  have  us 
Bleed  in  Distempers  of  the  Lungs,  as  most 
as  Long  as  there  is  any  Blood  in  the  Body. 
Yea,  our  Sydenham  does  allow  Bleeding  on 
some  Invitations;  And  our  Morton  does  ad- 
vise it,  as  often  as  a New  Peripneumonick 
Feaver  happens  in  this  Distemper. 

Contemporary  physicians  who  are  trying  to 
decide  for  themselves  whether  to  recommend 
medical  management  of  coronary  artery  disease 
versus  by-pass  surgery,  or  which  is  the  best 
treatment  of  cancer  of  the  breast,  or  whether  or 
not  to  advise  jogging,  or  whether  or  not  to  per- 
mit the  eating  of  butter,  may  be  heartened  to  be 
reminded  that  from  the  beginning  of  recorded 
history  doctors  have  always  differed  among  them- 
selves, but  still,  as  Mather  concludes,  “there  is  a 
time  when  in  their  hands  there  is  good  success.” 

Bernadine  Z.  Paulshock,  M.D. 

1.  Jones  GW  (ed).  The  angel  of  Bethesda  by  Cotton  Mather. 
Barre,  Massachusetts:  Barre  Publishers,  1972. 


CORRECTION: 

The  following  references  were  omitted 
from  the  editorial  by  John  S.  Wills,  M.D., 
entitled  “Barium  Examination  of  the  Small 
Bowel:  A Need  for  Reassessment”  (Del 
Med  J.  1982;  54:22). 

1.  Fried  AM,  Poulos  A,  Hatfield  DR.  The  effectiveness 
of  the  incidental  small-bowel  series.  Radiology.  1 98.1 : 
140:45-6. 

2.  Rabe  FE,  Becker  GJ,  Besozzi  MJ,  Miller  RE.  Efficacy 
study  of  the  small  bowel  examination.  Radiology.  1981; 
140:47-50. 
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WHY  DO  WE  CHAPERONE  THE 
FEMALE  PELVIC  EXAM? 


Stephen  G.  Clyman 


At  present  almost  all  male  physicians  call  in 
a nurse  or  other  female  attendant  to  chaperone 
their  pelvic  exam  of  a female  patient.  This  prac- 
tice is  advocated  in  most  contemporary  physical 
exam  and  gynecological  texts  and  seems  logical 
and  sensible,  both  for  the  comfort  of  the  patient 
and  the  protection  of  the  physician.  Upon  closer 
scrutiny,  some  inconsistencies  become  apparent 
if  the  chaperone  is  utilized  only  by  male  ex- 
aminers, only  for  legal  protection,  or  only  during 
the  pelvic  portion  of  a complete  examination. 

We  seek  to  broach  this  rarely  discussed  but 
very  important  topic  for  further  consideration 
and  discussion  by  discussing  the  purpose  of  the 
attendant  with  respect  to  logical,  legal,  historical, 
and  contemporary  thinking. 

Logical  and  Legal  Considerations 

When  we  mention  “legal  protection”  we  are 
considering  preventing  a patient  from  making 
false  allegations  against  an  innocent  physician 
of,  for  example,  undue  familiarity.1  The  noto- 
riety and  embarrassment  which  inevitably  ensue 
are  injurious  and  potentially  scarring  to  the  phy- 
sician’s reputation.  The  presence  of  a third  per- 
son obviously  protects  against  these  allegations 
and  acts  to  quell  unjust  accusations  by  virtue  of 
bearing  witness. 

If  a patient  files  charges,  how  far  could  she 
go  with  her  allegations?  We  discuss  this  not 
merely  because  a patient  may  win  a case,  al- 
though it  is  hoped  she  would  not  if  she  were  the 
only  witness,  but  because  the  stronger  her  case, 
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the  more  injury  might  be  done  to  the  physician’s 
reputation.  The  patient’s  case  is  hard  to  prove 
since  she,  upon  entering  into  the  physician-pa- 
tient relationship,  gives  implied  consent  for  phy- 
sical examination.2’3  Nevertheless,  the  more  of 
the  story  of  the  “incident”  on  which  plaintiff  and 
defendant  concur,  the  stronger  the  plaintiff’ s 
case.  If,  for  instance,  the  patient  alleges  that 
she  was  in  the  stirrups  but  the  doctor  states  that 
she  was  never  even  undressed,  then  her  allega- 
tion might  hold  less  weight.  On  the  other  hand, 
if  a pelvic  exam  did  take  place,  her  allegation 
may  seem  more  plausible. 

An  important  point  here  is  that  the  allegations 
of  wrongdoing  done  to  a patient  who  had  been 
disrobed  during  her  examination  should  be  about 
equally  strong  as  those  of  a patient  who  had  a 
pelvic  exam,  for  certainly  what  could  be  alleged 
was  done  to  the  latter  could  also  be  done  to  the 
former  with  about  equal  ease.  Does  this  then 
not  imply  that  if  an  attendant  is  to  be  called 
in  for  the  pelvic  exam,  one  should  also  be  called 
in  whenever  a patient  is  disrobed  for  examination 
of  other  parts  of  the  body? 

Historical  Perspective 

“The  diseases  of  women  and  children,”  was 
originally  taught  as  a part  of  pediatrics.4  It 
gradually  distinguished  itself  from  abdominal 
surgery  after  the  development  of  techniques 
such  as  Ephraim  McDowell’s  ovariotomy  in  1809, 
Marion  Sim’s  vesicovaginal  fistula  repair  in  the 
1840s,  and  aseptic  technique  in  the  1860s  and 
1870s;  and  it  was  named  gynecology.  Early 
gynecologic  exam  not  uncommonly  consisted  of 
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visual  inspection  often  without  palpation,  or 
vice  versa.  A 1907  text  states:  “It  is  not  neces- 
sary to  even  inspect  the  external  female  geni- 
talia as  a routine  practice.  It  should  be  done 
as  little  as  possible  in  ordinary  consulting-room 
work.”6  This  thinking  persisted,  especially  in 
urban  areas  under  Anglican  influence,  into  the 
very  early  20th  Century.7 

The  earliest  pelvic  exams  must  logically  have 
been  followed  by  discussion  of  the  need  of  a 
third  party.  Occasional  complaints  of  misbe- 
havior seem  to  have  occurred  as  illustrated  in 
this  text  from  1889: 

The  question  of  this  attendant  has  fre- 
quently been  discussed,  and  we  often  see 
effusive  communications  in  the  medical  jour- 
nals concerning  the  necessity  of  always  hav- 
ing a third  person  present  at  such  pelvic 
examinations;  and  perhaps  it  is  better  to 
have  such  an  assistant  at  hand,  though  I 
think  occasion  where  she  is  wanted  for  the 
purpose  of  protection  must  be  extremely 
rare.8 

Here,  it  seems  it  was  deemed  helpful  rather 
than  advisable  to  have  a third  person  present, 
more  for  reasons  other  than  that  of  legal  pro- 
tection. 

Perusal  of  a few  dozen  pre-1935  texts  revealed 
a dearth  of  mention  of  the  need  of  a chaperone. 
Perhaps  this  dearth  is  a reflection  of  prevailing 
cultural  attitudes  toward  the  integrity  of  phy- 
sicians. Or,  to  the  contrary,  perhaps  it  is  evi- 


dence of  a tacit  acknowledgement  that  the  third 
person  should  always  be  there.  This  possibility 
is  demonstrated  by  this  text  from  1924,  which 
made  no  mention  of  the  need  of  a chaperone 
but  nevertheless  had  an  illustration  of  the  posi- 
tioning for  bimanual  exam  which  shows  a nurse 
present.  (Figure  1) 

The  third  person’s  presence  may  have  been 
a custom  which  grew  for  the  combined  purposes 
of  comfort  for  the  patient  as  well  as  assistance 
to  and  legal  protection  for  the  gynecologist.  The 
concept  of  comfort  for  the  patient  seems  to  be 
the  main  reason  expressed  in  earlier  texts.  A 
1916  text  states  that  pelvic  exams  should  be  done 
only  “in  the  presence  of  an  attending  nurse  or 
a female  friend  of  the  patient,  preferably  a rela- 
tive.”9 The  reference  to  nonmedical  personnel 
as  chaperone  argues  against  the  concept  of  assist- 
ance to  the  doctor.  The  fact  that  the  third  per- 
son should  be  “preferably  a relative”  suggests 
that  the  person  is  there  to  alleviate  any  patient 
apprehension  which  might  arise  with  the  pelvic 
exam,  and  perhaps  also  because  relatives  were 
those  most  concerned  with  protection  of  the 
virtue  and  reputation  of  their  female  kin. 

Advocacy  of  chaperonage  for  the  purpose  of 
legal  protection  gradually  became  more  forth- 
right, as  demonstrated  by  a 1934  text: 

Again,  it  is  unwise  to  examine  any  woman 
except  in  the  presence  of  a third  party— pre- 
ferably a nurse,  or  other  independent  person. 
(Italics  are  theirs.)10 


FIGURE  1 

(From  Bandler,  Samuel  Wyllis: 
Medical  Gynecology.  W.B.  Saun- 
ders Company,  Philadelphia, 
1924:26) 
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This  statement  gives  the  impression  that  the 
third  person  is  not  present  primarily  for  the 
comfort  of  the  patient  or  the  assistance  of  the 
examiner.  The  use  of  “independent  person”  has 
legal  significance,  and  the  “unwise”  implies  that 
the  chaperone  is  there  for  the  legal  protection 
of  the  examiner.  This  tone  is  revealed  in  a text 
from  1952  by  Novak  and  Novak:  “The  presence 
of  a nurse,  or  a female  relative  or  friend,  should 
be  looked  upon  as  essential  for  obvious  rea- 
sons.”11 

The  reasons  are  not  that  obvious  but  can  be 
deduced.  If  the  chaperonage  were  solely  for  the 
comfort  of  the  patient,  it  would  be  extremely 
helpful  but  certainly  not  essential.  On  the  other 
hand,  if  it  were  for  the  protection  of  the  phy- 
sician, it  would  be  essential  with  all  patients,  at 
all  times. 

Current  Thinking 

The  advent  of  regular  gynecologic  examination 
( a custom  which  was  accelerated  by  the  develop- 
ment of  the  Papanicolaou  test  of  cervical  cy- 
tology described  in  1928  and  confirmed  in  194312 ) 
and  the  influx  of  women  into  the  medical  pro- 
fession have  accentuated  and  complicated  the 
question  of  the  need  for  chaperonage. 

Contemporary  gynecologic  and  physical  diag- 
nosis texts  advocate  the  presence  of  a (female) 
third  person  but  differ  in  stating  with  whom 
(new  patients  or  all  patients),  for  whom  (male 
examiners  only  or  all  examiners),  and  when  (just 
pelvic  exam  or  whole  exam)  her  presence  is 
mandatory.  Most  current  texts  present  the  need 
for  a chaperone  for  legal  protection  of  the  phy- 
sician. 

One  of  the  inconsistencies  in  modern  texts  is 
that  of  sexual  bias,  as  shown  in  this  text  from 
Barbara  Bates’  popular  guide  to  physical  exami- 
nation: 

Male  examiners  are  customarily  attended  by 
female  assistants.  Female  examiners  may  or 
may  not  prefer  to  work  alone  but  should 
be  similarly  attended  if  the  patient  is  emo- 
tionally disturbed.13 

This  passage  seems  vague  as  to  why  an  assistant 
should  ever  be  present  as  shown  by  the  use  of 
the  word  “customarily.”  If  we  assume  that  the 


reason  is  for  legal  protection,  then  the  advocacy 
of  a chaperone  is  sexist.  Surely  a female  ex- 
aminer is  just  as  vulnerable  as  a male  to  outcries 
of  “undue  familiarity.” 

Another  current  text  puts  it: 

A nurse  or  other  female  attendant  should  al- 
ways be  present  for  the  physical  examination 
if  the  gynecologist  is  male  ...  It  ...  is 
comforting  to  female  patients,  since  for  some 
of  them  the  situation  is  a source  of  consider- 
able apprehension  and  embarrassment.  Fur- 
thermore, it  affords  complete  protection  to 
the  physician  against  the  possibility  that  a 
patient  with  an  unsuspected  psychotic  tend- 
ency may  subsequently  allege  improper  be- 
havior on  his  part  in  the  examining  room.14 

The  author  here  explains,  with  good  reason,  why 
an  attendant  should  be  present.  Nevertheless, 
we  still  have  the  problem  of  sexual  bias,  and 
the  problem  of  the  questionable  assumption  that 
the  addition  of  a third  person  will  make  the 
situation  less  embarrassing. 

Another  author  who  seems  similarly  biased 
(though,  in  a later  text  he  recommends  a chap- 
erone for  both  male  and  female  physicians ) 
states : 

...  a physician  should  always  have  a female 
attendant  or  assistant  present  during  the  ex- 
amination of  a female  patient  who  is  a total 
stranger  to  him.  In  this  way  he  will  avoid 
any  possible  attempts  at  blackmail  . . ,16 

The  new  point  presented  here  is  that  a chaper- 
one is  needed  only  if  the  examiner  does  not  know 
the  patient.  The  excerpt  just  quoted  continues: 

...  by  women  who  pose  as  patients  and  who, 
when  disrobed  and  alone  with  them,  threat- 
en to  yell  and  ‘expose’  them  immediately. 
Other  women  attempt  to  make  trouble  for 
physicians  a few  days  after  their  visits.16 

Examining  this  entire  passage  carefully,  the 
reader  will  notice  a most  important  point  that 
seems  to  have  been  missed  through  the  years 
by  many  authors:  a patient  does  not  have  to  be 
in  the  lithotomy  position  to  threaten  or  yell. 
Many  texts  imply  that  by  performing  a pelvic 
exam  physicians  become  more  legally  vulnerable 
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to  accusations,  and  that  is  why  that  is  the  only 
part  of  the  physical  exam  in  which  a chaperone 
is  called  for,  although  some  texts  do  call  for 
chaperonage  of  the  complete  physical  exam.15 
What  prevents  the  patient  from  making  allega- 
tions of  sexual  improprieties  whenever  she  is 
disrobed  and  alone  with  the  physician? 

Discussion 

Some  important  questions  have  been  raised 
thus  far,  but  not  completely  answered.  When 
should  an  examiner  have  a chaperone  present? 
It  makes  little  sense  to  have  a chaperone  for  a 
pelvic  exam  but  not  for  the  rest  of  any  exam 
during  which  the  patient  is  disrobed.  Ideally, 
should  a third  person  be  present  whenever  any 
patient  is  undressed?  This  would  present  many 
practical  and  economic  problems.  Would  it  be 
adequate  just  to  have  an  attendant  within  shout- 
ing distance  for  the  entire  exam?  Perhaps.  This 
argument  can  be  carried  to  its  logical  extreme 
by  asking  whether  a chaperone  should  be  present 
whenever  a stethoscope  is  put  to  a woman’s  chest 
by  a male  examiner.  The  basic  concept  deserves 
continued  attention  and  discussion. 

Another  relevant  question  is  whether  a female 
examiner  should  have  an  attendant  whenever 
she  examines  a male,  or  only  when  examining 
male  genitalia?  In  such  a situation  does  a female 
physician  not  have  the  same  legal  vulnerability 
as  her  male  colleague  when  he  does  a pelvic 
examination? 

If  the  use  of  a chaperone  were  to  be  universal, 
some  other  problems  might  arise.  Some  patients 


might  perceive  the  chaperone’s  presence  as  an 
action  of  mistrust  by  the  physician,  which  would 
be  deleterious  to  rapport.  In  addition,  the  at- 
tendant’s presence  might  cause  some  shyness  on 
the  part  of  the  patient  about  asking  specific 
personal  questions. 

In  this  discussion,  we  have  overlooked  the 
valuable  use  of  an  assistant  to  help  the  doctor 
with  the  procedure  of  the  examination.  We  have 
also  neglected  any  discussion  of  a third  person’s 
presence  serving  to  alleviate  apprehensions  of 
the  patient.  It  is  sad  that  in  today’s  climate  we 
frequently  put  legal  considerations  ahead  of  the 
patient’s  well-being.  If  for  nothing  else,  it  is  on 
this  account  that  this  topic  should  be  discussed. 
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TEXTBOOK  OF  SEXUAL  MEDICINE,  Robert  C.  Ko- 
lodny,  M.D.,  William  H.  Masters,  M.D.,  Virginia  E. 
Johnson,  D.Sc.,  Little,  Brown  and  Co.,  Boston,  1979. 
642  pp.  Illus.  Price  $18.95. 

The  authors’  purpose  is  to  fill  the  need  for  a 
textbook  primarily  oriented  towards  the  needs 
of  clinicians  working  with  patients  who  have 
sexual  problems.  In  this  book  they  meet  that 
need  admirably. 

They  write  clearly  with  easily  understood 
definitions  and  just  the  right  amount  of  detail 
for  the  general  clinician.  Their  diagrams  are 
clear  with  just  the  right  amount  of  detail,  so 
that  they  may  readily  be  used  for  patient  in- 
formation. 

The  expected  initial  chapters  with  basic  sex 
anatomy  and  physiology  are  interesting  even 
when  one  already  knows  this  area  well. 

The  broad  middle  part  of  the  book  covers  a 
variety  of  areas  pertinent  to  sexual  medicine. 
These  include  excellent  discussions  of  diabetes 
and  other  endocrine  factors,  myocardial  infarc- 
tion and  other  cardiovascular  diseases,  clear 
explanations  and  diagrams  of  penile  prostheses 
in  the  urologic  chapter.  One  of  the  most  im- 
portant chapters  is  the  clearest  and  most  com- 
plete chapter  on  the  effects  of  commonly  used 
medications  on  sexuality. 

The  last  third  of  the  book  contains  clear  ex- 
positions of  their  well  known  concepts  of  cau- 
sality and  treatment  of  sexual  problems.  The 
gem  of  the  book  is  the  last  chapter  entitled 
“Practical  Management  of  Sexual  Problems.”  It 
focuses  on  the  clinical  needs  of  the  office  prac- 
titioner who  is  not  a specialist  in  sex  therapy. 

This  book  is  highly  recommended  to  all  phy- 
sicians. 

Gregory  Sarmousakis,  M.D. 


CURRENT  MEDICAL  DIAGNOSIS  AND  TREATMENT, 
1981,  Edited  by  Marcus  A.  Krupp,  M.D.,  and  Milton 
J.  Chatton,  M.D.,  Lange  Medical  Publications,  Los 
Altos,  California,  1981.  1100  pp.  Price  $21.00. 
Paperback. 

The  latest  update  of  this  popular  medical 
review  text  continues  its  tradition  of  providing 
an  inexpensive  but  relatively  complete  and  up- 
to-date  reference  book.  The  book  is  well  suited 
for  use  as  a daily  desk  reference,  providing  es- 
sential information  on  a variety  of  everyday  and 
uncommon  medical  problems.  In  addition  to 
covering  internal  medicine,  there  are  chapters  on 
dermatology,  obstetrics  and  gynecology,  psychia- 
try, poisoning,  and  other  areas  which  may  be 
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unfamiliar  to  some  practitioners.  The  appendix 
contains  material  on  immunization,  laboratory 
tests,  and  CPR. 

As  with  most  books  from  Lange  Medical  Pub- 
lications, the  text  is  very  dry  reading  but  very 
much  to  the  point.  There  are  few  wasted  words. 
Illustrations  are  rare,  but  there  is  appropriate 
use  of  tables  and  graphs  to  emphasize  important 
material.  References  to  1979  are  included,  indi- 
cating the  editors’  sincere  attempt  to  keep  the 
information  as  recent  as  possible. 

Current  Medical  Diagnosis  and  Treatment  is 
one  of  the  few  remaining  bargains  in  medical 
publications.  Almost  every  practitioner  will  find 
a wealth  of  useful  information  in  this  book.  By 
the  end  of  the  year,  my  copy  will  certainly  be 
worn  enough  to  justify  the  purchase  of  next  year’s 
revision. 

Lawrence  M.  Markman,  M.D. 
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CARDIOVASCULAR  REVIEW,  1979,  Edited  by  Ger- 
ald C.  Timmis,  M.D.,  Williams  and  Wilkins  Com- 
pany, Baltimore,  1979.  227  pp.  Price  $10.95.  Pa- 
perback. 

This  6/2”x10”  paperback  (not  pocket-sized) 
contains  brief  summaries  of  1,500  papers  pub- 
lished in  major  American  medical/cardiology 
journals  between  1971  and  1978.  The  papers 
are  arranged  under  an  arbitrary  group  of  sub- 
ject headings  listed  as  a “contents”  section  with 
no  index. 

Compared  to  the  annual  subspecialty  reviews, 
the  comments  on  each  paper  are  briefer  and 
there  is  minimal  editorial  comment.  The  “Key 
References”  section  published  monthly  in  Circu- 
lation has  practically  no  abstracted  information. 
Cardiovascular  Review,  1979  splits  the  difference. 

The  stated  purpose  of  this  book  is  to  serve 
as  a rapid  access  to  recently  published  cardio- 
vascular literature.  It  serves  this  purpose  well, 
and  creates  a convenient  bridge  between  current 
textbooks  and  journals. 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box  was  contributed  by  Howard  Mann,  M.B.,  B.Ch. 


Radiographs  of  the  stomach  ob- 
tained 1 1 days  apart  on  a mid- 
dle-aged diabetic  female.  What 
is  your  diagnosis? 


Dr.  Mann  is  a second-year  resident  in  the  Department  of  Radi- 
ology at  the  Wilmington  Medical  Center. 
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THE  VIEW  BOX:  DIABETIC  GASTRIC  NEUROPATHY 


These  two  radiographs,  obtained  during  two 
upper  GI  series  performed  11  days  apart  on  the 
same  patient,  are  strikingly  similar.  Each  shows 
several  characteristic  features  found  in  diabetic 
gastric  neuropathy. 

1.  Elongation  of  the  stomach 

2.  Evidence  of  ineffectual  peristaltic  waves 
(This  is  most  obvious  during  examination 
under  fluoroscopy. ) 

3.  Retention  of  solid  residue,  appearing  as  an 
amorphous  intragastric  mass  which  moves 
with  changes  in  patient  positioning 

4.  Dilatation  and  atony  of  the  duodenal  bulb; 
the  duodenal  loop  remains  normal  in  con- 
figuration 

5.  Absence  of  spontaneous  regression  on  sub- 
sequent examinations 

Taken  together,  these  features  are  highly  sug- 
gestive of  this  diagnosis  in  the  appropriate  clini- 
cal setting.  Several  other  disorders  may  closely 
mimic  diabetic  gastric  neuropathy;  these  will 
be  discussed  subsequently. 

Clinical  Correlation 

Gramm  et  al  recently  discussed  this  condition 
with  reference  to  a series  of  43  patients  studied  at 
their  institution.1  Forty-two  of  the  43  patients 
were  receiving  insulin  at  the  time  of  their  first 
abnormal  upper  GI  series.  The  remaining  pa- 
tient was  receiving  an  oral  hypoglycemic  agent. 
According  to  hospital  records,  49%  of  the  patients 
were  characterized  as  having  poorly  controlled 
diabetes.  It  is  important  to  note  that  the  re- 
maining 51%  were  evenly  divided  into  fair  and 
good  control  categories. 

Presenting  symptoms  were  varied  and  essen- 
tially nonspecific.  Forty-nine  percent  of  the  pa- 
tients presented  with  nausea,  vomiting,  or  both. 
Abdominal  pain  and  anorexia  were  reported  by 
23%  and  14%,  respectively.  Belching  was  the 


main  complaint  in  9%;  early  satiety  with  heart- 
burn in  7%.  Twenty-six  percent  of  the  patients 
had  no  complaints  referrable  to  the  upper  gastro- 
intestinal tract. 

A strong  association  was  found  with  other 
complications  of  diabetes.  Eighty-eight  percent 
of  the  patients  had  peripheral  neuropathy,  as 
did  the  patient  whose  radiographs  are  shown. 
Other  clinical  manifestations  in  Gramm’s  series 
included;  nocturnal  diarrhea  in  37%,  orthostatic 
hypotension  in  33%,  neurogenic  bladder  in  21%, 
retinal  microangiopathy  in  58%,  and  diabetic 
nephropathy  in  44%. 

Differential  Diagnosis 

Several  other  conditions  may  mimic  diabetic 
gastric  neuropathy  radiographically,  and  may 
mislead  the  clinician  as  well.  Surgical  or  auto- 
vagotomy due  to  tumor  invasion  of  the  vagus 
nerve  may  be  confused;  the  patient’s  history  and 
other  radiographic  features  usually  allow  dis- 
tinction.23 

Drug  induced  gastric  motility  disorders  are  be- 
coming increasingly  prevalent.  Offenders  in- 
clude tranquilizers  (particularly  Valium),  anti- 
cholinergics, ganglion-blocking  agents,  and 
agents  such  as  the  phenothiazines  and  tricyclic 
antidepressants  which  have  some  anticholinergic 
action.  Drug-induced  peristaltic  abnormalities 
are  reversible  with  cessation  of  the  drug  therapy, 
and  repeat  upper  GI  examination  following  ces- 
sation of  therapy  will  show  normal  peristalsis. 

Bezoars  of  numerous  kinds  may  also  cause 
confusion.  However,  distinction  is  usually  easily 
possible  by  clinical  correlation  and  the  absence 
of  the  other  characteristic  radiographic  findings 
enumerated  above. 
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STAPHYLOCOCCAL  TOXIC  DISEASES 


Charles  P.  Craig,  MD. 


A dramatic  increase  in  sales  of  modified  super- 
absorbant  tampons  culminated  in  the  1979-1980 
outbreak  of  “Toxic  Shock  Syndrome.”  This  epi- 
sode focused  attention  on  Staphylococcus  aureus 
as  a cause  of  a spectrum  of  diseases  ranging  from 
mild,  nonlethal  food  poisoning,  through  toxic 
shock,  which  has  a mortality  approaching  10%  .15 
Because  it  incorporates  most  features  of  the  other 
staphylococcal  syndromes,  toxic  shock  syndrome 
is  an  instructive  collage  of  such  disorders. 

Case  History 

A 21-year-old  married  mother  of  one  child 
developed  fever  and  a raised  morbilliform  gen- 
eralized rash  on  the  fourth  day  of  her  menstrual 
cycle.  She  had  nausea,  vomiting,  and  diarrhea. 
She  was  admitted  to  her  local  hospital  where  her 
temperature  rose  progressively  to  104° F,  she 
became  oliguric,  and  her  blood  pressure  fell  to 
70/40.  She  was  confused  and  delirious  and  was 
therefore  transferred  to  the  university  teaching 
service  of  a nearby  hospital.  There,  in  addition 
to  fever,  delirium,  and  disorientation,  she  was 
found  to  have  a polymorphous  rash  consisting  of 
coalescing  areas  interspersed  with  morbilliform 
areas,  a few  vessicles,  and  nondependent  edema 
of  the  face,  arms,  anterior  chest,  and  abdomen. 
Because  of  persistent  hypotension,  hypoxia  with 
arterial  PO2  of  50,  acidosis,  elevated  liver  en- 
zymes, and  a high  creatinine  and  BUN,  she  was 
transferred  to  an  intensive  care  unit  where  for 
the  next  five  days  she  required  respirator  support 
with  PEEP  of  10  cm  and  two  days  of  100%  FIO2. 
Cultures  of  blood,  urine,  and  tracheal  aspirate 
revealed  no  pathogens.  She  was  empirically 
given  cephalothin  I gm  Q 6 hrs  IV  and,  when 

Dr.  Craig  is  Professor  of  Medicine  and  Director  of  the  Division 
of  Infectious  and  Tropical  Diseases  at  the  University  of  South 
Florida  College  of  Medicine,  Tampa. 

This  paper  is  an  adaptation  of  his  presentation  at  the  18th  An- 
nual Infectious  Disease  symposium  held  at  the  Delaware  Academy 
of  Medicine,  Wilmington. 


chest  x-rays  showed  changes  of  pulmonary 
edema,  furosemide  IV.  She  developed  an  en- 
largement of  all  four  chambers  of  her  heart  with 
mitral  insufficiency.  She  was  gradually  im- 
proved, was  weaned  from  the  respirator,  and  one 
month  after  admission,  discharged  after  which 
she  progressed  through  a prolonged  convales- 
cence at  home.  During  her  hospital  stay  she  had 
extensive  desquamation  beginning  on  her  hands 
and  feet  and  extending  over  virtually  her  entire 
body.  Her  skin  healed  without  scarring  but, 
two  years  later,  cardiomegaly  and  mitral  insuffici- 
ency persisted  and  she  was  dyspneic  on  moderate 
exertion.  Retrospectively  it  was  discovered  that 
she  had  used  RELY  tampons  for  the  first  time 

TABLE  1 

Exotoxins 


Toxin 

Action 

Alpha  Toxin 

Necrotizing,  hemolytic,  leu- 
colytic 

Beta  Toxin 

Hemolytic 

Gamma  Toxin 

Necrotizing,  hemolytic 

Delta  Toxin 

Hemolytic,  leucolytic 

Enterotoxin  A,  B,  C, 

D Emetic 

Leucocidin 

Leucocidic 

Exfoleatin 

Epidermolysis 

Coagulase 

Plasma  coagulation  (thronv 
bokinase) 

DNA'se 

Endonuclease 

Hemolysins  (4) 

Cytotoxic,  dermonecrotic, 
small  muscle  spasm,  plate- 
let aggregation,  sphingo- 
myelinase, phospholipase 

Hyaluronidase 

Digests  hyaluronic  acid 

Staphylokinase 

Activates  plasminogen 

Lipase 

Resistance  to  skin  lipid  anti- 
bacterial action 
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during  the  menstrual  period  in  which  her  dis- 
ease began. 

Discussion 

Staphylococci  are  virtually  exoprotein  fac- 
tories. A partial  list  of  the  toxins  produced  by 
staphylococci  include  alpha,  beta,  delta,  and 
gamma  toxins,  several  enterotoxins,  substances 
toxic  for  white  cells  and  skin,  hemolytic  toxins, 
and  various  exoenzymes.  (Table  1)  Even  small 
focal  staphylococcal  lesions  may  result  in  severe 
systemic  symptoms  as  a result  of  exoprotein  ef- 
fects. A staphylococcal  abscess  (Figure  1)  may 
result  in  high  fever,  white  count  greater  than 
20,000,  delirium,  and  occasionally,  scarlet  fever. 

Interest  in  staphylococci  as  human  intoxicants 
was  evoked  in  the  1930s  following  a vaccine 
accident  in  1928. 16  In  Bundaburg,  Australia,  21 
children  were  innoculated  with  diphtheria  toxin/ 
antitoxin  mixture  from  a single  vial  which  had 
been  kept  at  room  temperature  for  several  days. 
Sixteen  of  the  21  children  became  ill  in  five  to 
seven  hours  with  vomiting,  diarrhea,  high  fever, 
stupor,  cyanosis,  and  convulsions;  12  of  them 
died  within  two  days.  Survivors  later  developed 


FIGURE  1 


abscesses  at  the  site  of  the  injection.  Early 
deaths  were  recognized  as  due  to  a soluble  toxin 
released  by  staphylococci  contaminating  and 
growing  in  the  vaccine.  Both  the  symptoms  of 
staphylococcal  abscesses  and  the  vaccine  acci- 
dent are  consistent  with  what  we  know  about 
culture  conditions  under  which  staphylococcal 
exoprotein  production  is  enhanced. 

Staphylococci  grown  in  milk  do  not  begin  to 
liberate  enterotoxins  which  cause  food  poisoning 
until  a bacterial  count  exceeding  10,000/ml  is 
reached.4  Temperature,  time  of  incubation,  and 
protein  content  of  the  media  in  which  staphylo- 
cocci are  grown  all  dramatically  influence  toxin 
production. 

Diseases  Known  or  Alleged  to  be  Due  to 
Staphylococcal  Toxins 

Five  separate  syndromes  are  thought  to  be  due 
to  exotoxins  produced  by  staphylococci:  staphy- 
lococcal food  poisoning,  staphylococcal  scarlet 
fever,  staphylococcal  scalded  skin  syndrome, 
toxic  shock  syndrome,  and  “staphylococcal  en- 
terocolitis.” 

Staphylococcal  Food  Poisoning 

This  is  the  second  most  common  cause  of  etio- 
logically  defined  food  poisoning  outbreaks  in  the 
United  States.10  Approximately  20%  of  such  epi- 
sodes are  due  to  staphylococcal  enterotoxins. 
These  diseases  result  from  toxins,  of  which  five 
have  been  defined.  Their  production  by  staphy- 
lococci is  due  to  the  presence  of  a plasmid.  The 
staphylococci  containing  plasmids  coding  for  en- 
terotoxin  production  grow  best  in  high  protein 
media  which  are  free  of  other  bacteria.  Thus, 
meats,  creamed  pastries,  and  potato  salad  are 
frequently  implicated. 

In  addition,  the  Staphylococcus  may  directly 
infect  cows’  udders  causing  mastitis  and  direct 
infection  of  the  milk,  or  it  may  cause  breast 
abscesses  in  breast-feeding  mothers.  Industrially 
processed  food  rarely  is  the  cause  of  staphylo- 
coccal food  poisoning  because  of  the  sensitivity 
of  Staphylococcus  to  usual  processing  maneuvers. 
Five  conditions  are  necessary  for  the  generation 
of  the  preformed  toxin  which  causes  the  disease: 
enterotoxigenic  S.  aureus  must  be  present, 
Staphylococcus  must  contaminate  food  products, 
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the  food  itself  must  favor  growth  of  the  Staphy- 
lococcus, food  must  be  at  a suitable  temperature 
for  growth,  and  a susceptible  individual  must 
consume  sufficient  food  to  receive  an  intoxicating 
dose. 

In  clinical  experience,  these  five  conditions 
are  met  with  high  frequency;  when  an  outbreak 
occurs  the  attack  rate  among  the  exposed  indi- 
viduals is  generally  between  70  to  100%.  The  dis- 
ease is  characterized  by  onset  of  symptoms  gen- 
erally one  to  two  hours  after  consumption  of 
food,  but  occasionally  as  late  as  seven  hours  after 
eating.  The  patient  complains  of  general  ma- 
laise. There  is  loss  of  appetite,  increased  saliva- 
tion, nausea,  and  vomiting.  In  mild  cases,  diar- 
rhea and  cramps  may  be  the  only  manifestations. 
In  severe  cases,  diarrhea  as  well  as  vomitus  may 
be  bloody,  and  the  patient  may  have  headaches 
and  sweating.  Fever  may  rise  above  38°C  in 
severe  cases,  but  in  mild  cases,  temperature  is 
normal.  Ten  percent  of  affected  patients  be- 
come hypotensive.  The  acute  phase  of  the  dis- 
ease lasts  four  to  six  hours,  recovery  occurs  in 
two  days,  and  there  are  no  lasting  effects. 

The  pathophysiology  of  staphylococcal  food 
poisoning  has  been  extensively  studied.  Entero- 
toxins  of  Staphylococcus  have  been  found  to 
mimic  many  of  the  effects  of  Gram-negative  bac- 
terial endotoxin  when  given  intravenously,  evok- 
ing fever,  shock,  and  leukocytosis.  Local  injec- 
tion elicits  a mononuclear  cell  response.  A tol- 
erant state  may  be  evoked  after  repeated  small 
doses  of  intravenous  staphylococcal  enterotoxin.19 

The  local  gastrointestinal  effects  of  entero- 
toxins  seem  mediated  by  adenyl  cyclase,  and  are 
associated  with  increased  secretion  by  the  mu- 
cosal cells.  Enterotoxin  also  has  a direct  central 
nervous  system  effect  which  stimulates  the  emesis 
center.  When  mixed  with  human  serum,  entero- 
toxin generates  a chemotactic  factor  for  leuko- 
cytes, which  may  explain  the  inflammation  in 
intestines  of  experimental  animals  in  which 
staphylococcal  food  poisoning  has  been  induced.1 

Some  enterotoxins  are  active  in  the  rabbit  ileal 
loop  model  used  to  study  enterotoxigenic  E.  coli. 
Thus,  the  toxin  acts  directly  on  the  central  nerv- 
ous system  inducing  emesis,  it  enhances  secretion 
of  fluid  by  the  intestinal  tract,  it  causes  an  in- 
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flammatory  cell  response,  and  induces  fever  and 
hypotension. 

Diagnosis  of  staphylococcal  food  poisoning  de- 
pends upon  culture  of  the  organism  from  the  in- 
criminated food.  Small  numbers  of  staphylo- 
cocci are  not  diagnostic  of  the  disease,  but  if 
more  than  105  S.  aureus /gm  are  isolated  in  the 
presence  of  a typical  outbreak,  the  diagnosis  is 
accepted.  Absolute  proof  depends  upon  demon- 
stration of  a soluble  cell  free  material  in  culture 
media  which  induces  emesis  in  cats  or  subhuman 
primates. 

Treatment  of  staphylococcal  food  poisoning  is 
symptomatic,  by  intravenous  or  oral  fluid  re- 
placement and  withholding  of  solid  food  through 
the  acute  phases.  Immunity  seems  to  develop 
as  a result  of  exposure,  since  in  areas  with  poor 
sanitation  staphylococcal  food  poisoning  is  not 
commonly  seen  in  adults.  This  observation  is 
consistent  with  experimental  studies  which  dem- 
onstrate that  antibody  prevents  the  fever,  shock, 
and  leukocytosis  of  intravenous  enterotoxin  and 
blocks  its  chemotactic  effect  on  serum. 
Staphylococcal  Scarlet  Fever 

This  disease  entity  is  thought  to  be  a forme 
fruste  of  staphylococcal  scalded  skin  syndrome. 
It  is  caused  by  an  exotoxin  called  exfoleatin, 
which  is  probably  the  same  as  the  material  desig- 
nated staphylococcal  erythrogenic  toxin.3  Clini- 
cally, the  disease  presents  without  pharyngitis 
or  enanthem  and  therefore  is  distinguishable  from 
streptococcal  scarlet  fever.  The  rash  is  diffuse 
and  erythematous  and  blanches  on  pressure.  It 
has  a rough  texture.  Transverse  petechial  lines 
in  the  skin  folds  of  the  axillae  and  antecubital 
fossae  are  present,  the  so-called  Pastia’s  sign. 
Skin  subsequently  peels  from  the  hands,  feet, 
and  axillae  in  two  to  five  days.  Nikolsky’s  sign, 
a clinical  sign  in  which  the  skin  peels  from  an 
individual  with  moderate  rubbing,  may  be  posi- 
tive. Treatment  of  staphylococcal  scarlet  fever 
is  with  IV  fluids  and  antistaphylococcal  antibi- 
otics. The  skin  should  be  protected  from  super- 
infection  during  the  period  of  exfoliation. 

Staphylococcal  Scalded  Skin  Syndrome  (SSSS) 

This  is  the  second  most  severe  disease  due  to 
exfoliative  exotoxin-producing  S.  aureus.  It  typi- 
cally occurs  in  children  under  the  age  of  five, 
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but  rarely  presents  in  adults.2  It  may  be  due 
to  staphylococci  in  phage  group  I or  II.  Nursery 
epidemics  have  been  described. 

The  disease  is  characterized  by  skin  rash, 
bullae,  and  exfoliation,  which  are  similar  to  the 
skin  changes  of  toxic  shock  syndrome.  Patients 
have  abrupt  onset  of  fever,  tender  skin,  and 
early  scarletiniform  rash.  Nikolsky’s  sign  is  pres- 
ent. The  skin  peels  within  two  weeks. 

With  appropriate  treatment,  recovery  occurs 
rapidly  and  invariably.  SSSS  must  be  distin- 
guished clinically  from  toxic  epidermal  necrolysis 
(TEN).  Twelve  features  serve  to  distinguish 
the  two  diseases.6  (Table  3)  Although  SSSS 
was  first  reported  by  Ritter  von  Rittershain  in 
1878  in  287  infants,  the  disease  became  confused 
with  toxic  epidermal  necrolysis  in  the  1940s.9 

TABLE  2 

Clinical  Distinction— Staphylococcal  Scalded 
Skin  Syndrome  (SSSS)  and  Toxic  Epidermai 
Necrolysis  (TEN) 

1.  TEN  due  to  drugs,  viruses;  SSSS  due  to  S. 
aureus. 

2.  Low  cleavage  plane  in  epidermis  with  des- 
truction of  overlying  skin  cells  in  TEN:  High 
cleavage  plane  with  preservation  of  skin 
cells  in  SSSS. 

3.  TEN  in  older  individuals:  SSSS  in  younger 
(apparently  older  individuals  metabolize  or 
neutralize  epidermolytic  enzymes). 

4.  Family  history  for  impetigo  with  SSSS. 

5.  Presence  of  remote  staphylococcal  infections 
(throat,  ear,  etc.)  in  SSSS. 

6.  Progressive  rash  development  in  SSSS  start- 
ing on  face,  neck,  axillae,  and  groins; 
whereas  TEN  is  initially  generalized. 

7.  Skin  tender  with  SSSS;  but  not  with  TEN. 

8.  Nikolsky's  sign  positive  in  uninvolved  areas 
with  SSSS;  only  in  areas  of  lesions  in  TEN. 

9.  Mucosa  not  involved  with  SSSS;  involved  in 
TEN. 

10.  TEN  has  significant  fatality  rate;  SSSS  very 
low. 

11.  Treat  SSSS  with  antibiotics,  but  not  with 
steroids;  treat  TEN  with  steroids,  but  not 
with  antibiotics. 

12.  Duration:  1 week  for  SSSS;  1-3  weeks  with 
TEN. 


During  that  period  of  time,  drug  eruptions, 
which  at  first  glance  seemed  similar  to  SSSS, 
were  called  Ritter’s  syndrome.  However,  as  de- 
scribed above,  the  distinctions  now  seem  clear. 

Toxic  Shock  Syndrome  (TSS) 

This  disease  was  first  formally  reported  as 
toxic  shock  by  Todd  and  colleagues  in  1978,  who 
described  seven  children  between  the  ages  of 
eight  and  17  as  having  high  fever,  headache, 
confusion,  rash,  subcutaneous  edema,  vomiting, 
watery  diarrhea,  oliguria,  hepatic  abnormalities, 
DIC,  and  shock.8  One  died.  All  of  the  original 
patients  desquamated  from  their  hands  and  feet. 
Hematologic  abnormalities  included  leukocytosis 
and  thrombocytopenia.  Todd  commented  at  that 
time  on  similarities  to  SSSS  and  other  staphy- 
lococcal toxic  diseases.  Cultures  from  the  seven 
yielded  phage  group  I S.  aureus  from  six.  All 
of  the  staphylococci  isolated  elaborated  a toxin 
which  caused  a positive  Nikolsky’s  sign  in  rab- 
bits, but  a deeper  epidermal  split  histologically 
than  that  caused  by  exfoleatin. 

The  syndrome  of  toxic  shock  is  now  recognized 
to  occur  predominantly  in  menstruating  women. 
It  has  a high  association  with  the  use  of  super- 
absorbant  tampons,  and  is  associated  with 
staphylococcal  colonization  and  growth  in  the 
vaginal  vault.  Individuals  who  have  had  one 
episode  of  toxic  shock  syndrome  have  a high 
recurrence  rate,  near  40%.13 

The  diagnostic  criteria  for  staphylococcal  toxic 
shock  syndrome  are  now  clearly  defined.14  (Ta- 
ble 3 ) Confirmation  of  diagnosis  is  accom- 

plished in  most  cases  by  culture  of  a S.  aureus 
from  a recognized  infected  site  or  from  the 
vagina. 

The  pathogenesis  of  toxic  shock  syndrome  has 
been  under  intensive  study.  It  is  quite  clear  that 
it  requires  an  environment  conducive  to  growth 
of  S.  aureus  and  production  of  toxin.  In  addi- 
tion, a portal  of  entry  must  be  provided  for  the 
toxin  to  enter  the  systemic  circulation.  The  re- 
lationship between  super-absorbant  tampons  and 
these  two  conditions  is  speculatively  assigned  to 
the  collection  of  large  volumes  of  blood  and  pro- 
tein in  a warm  environment,  introduction  of  the 
Staphylococcus  from  the  skin  sites  during  inser- 
tion of  the  tampon,  and  injury  to  the  mucosa 
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of  the  vagina  either  as  a result  of  pressure  from 
the  tampon,  abrasions  from  its  rough  texture, 
or  even  chemical  injury  as  a result  of  retained 
chemicals  in  the  methyl  cellulose  constituents  of 
the  tampons. 

There  is  some  doubt  whether  several  known 
staphylococcal  exotoxins  cause  the  syndrome  or 
a “new”  toxin  is  responsible.  Recently,  all 
studied  strains  of  S.  aureus  from  women  with 
TSS  have  been  found  to  excrete  a toxin  which 
produces  many  of  the  same  signs  in  experimental 
animals.17  This  toxin  has  tentatively  been  called 
migmatoxin  ( migma-mixture  or  blend,  Greek) 
and  the  syndrome,  staphylococcal  migmatoxi- 
nemia.18 

Treatment  of  toxic  shock  syndrome  is  best  ac- 
complished by  following  a shock  protocol  with 
fluids,  oxygen,  and  measurement  of  pulmonary 
wedge  pressure  and  urine  output.  Antistaphy- 
lococcal  antibiotics  should  be  given  systemically 
to  reduce  the  incidence  of  relapses.13 

Prevention  is  important.  If  a prior  episode 
has  occurred,  the  patient  should  avoid  tampon 
use.  Tampons  should  be  changed  frequently 
by  all  users,  although  there  is  no  proven  statis- 
tical relationship  between  the  incidence  of  toxic 
shock  and  the  duration  of  each  tampon’s  use.14 
Alternating  tampons  with  sanitary  napkins  may 
also  be  prophylactic. 

The  disease  must  be  distinguished  from  Ka- 
wasaki’s syndrome,  a disease  of  unknown  eti- 
ology which  in  contrast  with  toxic  shock  has 
enlargement  of  the  lymph  nodes  and  an  increase 
in  platelet  count.11  Toxic  shock  syndrome  is  a 

TABLE  3 

Diagnosis  of  Toxic  Shock  Syndrome 

1.  Fever  over  1 00. 2°F. 

2.  Erythematous  macular  rash  with  desquama- 
tion. 

3.  Systolic  blood  pressure  less  than  90. 

4.  Involvement  of  at  least  4 organ  systems:  Gb 
muscular,  mucus  membrane,  renal,  hemato- 
logic, hepatic,  CNS,  cardiopulmonary. 

5.  Absence  of  streptococcal  scarlet  fever,  menin- 
gococcal infection.  Rocky  Mountain  spotted 
fever,  Kawasaki's  syndrome  (mucocutaneous 
lymph  node  syndrome). 


disease  of  older  individuals,  whereas  Kawasaki’s 
syndrome,  most  common  in  Japan,  is  a disease 
of  young  children.  Toxic  shock  occurs  most 
often  in  association  with  menstruation;  Kawa- 
saki’s syndrome  does  not.  Finally,  staphylococci 
are  frequently  isolated  from  the  vaginal  vault 
of  women  with  toxic  shock  but  not  with  Kawa- 
saki’s syndrome. 

Staphylococcal  Enterocolitis  (SE) 

This  is  a disease  of  questionable  occurrence. 
Although  enterocolitis,  first  recognized  in  pa- 
tients with  intestinal  obstruction,  intestinal  sur- 
gery, colon  neoplasm,  severe  shock,  or  severe 
cardiovascular  disease,  was  thought  to  be  due  to 
staphylococci,  other  organisms,  principally  Clos- 
tridium difficile , have  been  found  to  be  responsi- 
ble for  most  such  episodes.7  Many  still  believe 
that  a syndrome  due  to  staphylococcal  over- 
growth of  the  colon  does  occur. 

Gross  findings  include  exudative  plaques  on 
the  mucosa  of  the  colon.12  There  are  punctate 
lesions  with  skip  areas  of  edema  leading  to  con- 
fluent pseudomembranes.  Late  in  the  disease, 
individuals  may  pass  a “cast  of  the  colon.”  Lesions 
occur  principally  in  the  colon  but  may  occur 
anywhere  from  the  esophagus  to  the  rectum. 
Microscopically  there  is  pseudomembrane  forma- 
tion with  mucin,  fibrin,  white  blood  cells,  and 
epithelial  cells.  The  disease,  first  called  diph- 
theritic colitis,  occurs  in  postoperative  patients. 
On  Gram  stain  of  the  stool,  sheets  of  staphylo- 
cocci are  found.  Cultures  of  the  ulcer  yied  S. 
aureus. 

Recent  studies  have  cast  the  existence  of  a dis- 
ease (SE)  into  question,  for  staphylococci  are 
present  in  the  stools  of  30%  of  all  hospital- 
ized patients  and  are  not  found  with  a higher 
frequency  in  individuals  with  the  so-called  en- 
terocolitis syndrome.  In  addition,  the  disease 
has  not  been  reproduced  in  animal  studies. 
However,  the  pathologic  sequence  is  compatible 
with  the  effects  of  staphylococcal  toxins.  There 
are  vascular  congestion  and  perivascular  hemor- 
rhage in  the  submucosa,  findings  induced  by 
staphylococcal  toxins.  Villi  show  mucosal  necro- 
sis at  their  tips,  and  there  is  deeper  focal  ne- 
crosis; necrotic  debris  and  fibrin  collect  in  ulcer- 
ated areas;  arterioles  are  obstructed  by  hyaline 
thrombi;  and  infiltration  of  the  walls  with  neu- 
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trophils  occurs.  This  entire  pathologic  sequence 
may,  however,  be  reproduced  in  animals  by  the 
toxin  of  C.  difficile.  Whether  staphylococcal  en- 
terocolitis really  exists  is  therefore  open  to  some 
speculation. 

Conclusion 

Staphylococci,  demonstrating  the  adaptability 
of  nature  to  changing  human  practices,  are  capa- 
ble not  only  of  causing  severe  infections  but  also 
life-threatening  intoxications.  Staphylococcal  toxic 
diseases  occur  throughout  life,  beginning  with 
scalded  skin  syndrome  in  infancy,  scarlet  fever 
later  on,  food  poisoning,  toxic  shock  syndrome 
in  early  adult  life,  and  enterocolitis  in  elderly 
patients  with  congestive  heart  failure,  patients 
undergoing  major  surgery,  or,  most  commonly, 
patients  treated  with  prolonged  courses  of  tetra- 
cycline antibiotics. 

Distinctive  clinical  presentations  serve  to  alert 
the  clinician  to  the  presence  of  these  syndromes. 
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THE  AMA  DELEGATE 
1981  INTERIM  MEETING 


The  meeting  was  held  December  6-9  in  Las 
Vegas. 

The  Medical  Society  of  Delaware  was  repre- 
sented by  its  Delegate,  Roger  B.  Thomas,  Jr., 
M.D.  and  its  Alternate  Delegate,  Rhoslyn  J.  Bish- 
off,  M.D.  This  report  will  review  major  items 
of  business  which  were  transacted  during  that 
meeting,  along  with  lesser  items  which  have  par- 
ticular relevance  to  our  state;  more  fully  detailed 
information  is  contained  in  the  American  Medi- 
cal News,  dated  December  18,  1981. 

The  House  of  Delegates  again  spent  consider- 
able effort  dealing  with  the  problems  of  finances 
and  membership  of  the  organization.  Delegates 
referred  to  the  Board  for  report  back  at  the  1982 
Annual  Meeting  four  topics  relating  to  member- 
ship. These  included  calls  for  dues  reductions 
or  other  incentives  for  unified  states;  a study  of 
the  relationship  of  the  AMA  to  hospital  medical 
staff;  removal  of  all  unnecessary  delays  in  the 
enrollment  of  new  members  and  in  the  pro- 
vision of  member  benefits;  and  dues  exemption 
for  physicians  who  are  retired  and/or  over  65. 
In  addition,  after  a two-year  moratorium,  the 
House  of  Delegates  permitted  six  additional 
specialty  societies  to  join  this  policy-making 
body,  and  asked  the  Board  of  Trustees  to  de- 
termine the  advisability  of  expanding  such  rep- 
resentation. An  additional  issue  was  the  request 
by  the  Medical  Student  section  and  the  Resident 
Physicians  section  that  each  have  a non-voting 
representative  on  the  Board  of  Trustees.  These 
sections  wanted  freedom  to  attend  all  meetings 
of  the  Board,  but  were  offered  the  opportunity 
to  attend  meetings  on  invitation  of  the  Board. 
The  House  of  Delegates  felt  they  should  be  de- 
nied access  to  executive  meetings,  which  are 
limited  to  voting  trustees  and  general  officers 
of  the  association.  A number  of  problems  exist, 
dealing  with  fiduciary  and  legal  responsibilities 


of  Board  members,  which  are  not  felt  appropriate 
to  spread  among  non-voting  Board  members. 

A statement  by  six  national  organizations  en- 
couraging the  development  of  health  care  coali- 
tions was  endorsed  by  the  House  of  Delegates. 
This  statement  calls  for  members  or  affiliates  to 
work  together  in  voluntary  coalitions  on  a local, 
state,  or  regional  basis;  the  affected  groups  are 
the  AMA,  the  American  Hospital  Association, 
Blue  Cross  and  Blue  Shield  Associations,  the 
Business  Round  Table,  the  Health  Insurances 
Associations  of  America,  and  the  AFL-CIO.  The 
AMA’s  interest  in  this  is  to  see  that  primary 
emphasis  is  given  to  quality  medical  care,  in- 
cluding availability  and  access,  as  well  as  recog- 
nizing the  importance  of  cost  effectiveness  and 
cost  containment.  The  action  followed  efforts 
begun  in  1978  by  the  AMA  to  establish  contacts 
at  the  national  and  local  level  between  physi- 
cians and  business  and  industry  groups.  In  the 
last  two  years,  AMA  officials  have  met  with  offi- 
cers of  94  large  national  corporations  to  discuss 
health  care  problems.  So  far,  25  state  and  county 
medical  societies  have  established  coalitions  as- 
sisted by  the  AMA’s  Department  of  Medicine 
and  Business  Relations. 

In  directing  the  Board  and  the  Councils  on 
Medical  Service  and  Legislation  to  continue  sur- 
veillance on  “pro-competition  consumer  choice” 
National  Health  Insurance  proposals,  the  dele- 
gates defined  the  objective  as  “preserving  accessi- 
bility of  high-quality  health  care  to  Americans 
within  the  current  systems  of  health  care  deliv- 
ery,” and  defined  the  framework  as  working  with- 
in the  six  principles  approved  at  last  June’s  annual 
meeting.  Those  principles  include:  multiple 
choice  of  plans,  minimum  benefits,  equal  contri- 
butions from  employer  and  employee,  non-tax- 
able  rebates  to  employees,  a maximum  contri- 
bution limitation,  and  provisions  to  disqualify 
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non-complying  employer  plans.  The  House’s 
action  renewed  the  AMA’s  strong  concern  that 
such  legislation  must  be  closely  monitored  to 
assure  that  the  final  consequences  are  not  un- 
appealing. 

On  a related  matter,  the  delegates  adopted 
a Council  on  Medical  Service  report  on  the  cost 
of  care  in  HMOs.  This  report  stated  that  an 
absolute,  direct-cost  comparison  between  HMOs 
and  traditional  health  care  settings  cannot  be 
made.  In  accepting  the  Council’s  current  re- 
port, the  delegates  asked  the  Council  to  study 
the  issue  of  how  apparent  HMO  cost  savings 
might  affect  the  total  cost  of  health  care  to  the 
community.  In  a related  action,  the  House  re- 
iterated its  opposition  to  the  use  of  federal  tax 
funds  for  the  solicitation  of  patients  by  HMOs. 
After  Reference  Committee  testimony  indicating 
problems  with  the  wording  of  the  Federal  Gov- 
ernment’s notices  to  Medicare  beneficiaries  about 
HMOs,  the  delegates  asked  the  Council  on  Medi- 
cal Service  to  re-examine  the  wording  on  these 
notices  for  accuracy  and  completeness.  It  should 
be  noted  that  the  Council’s  report  on  the  status 
of  HMOs  in  the  United  States  revealed  that 
there  are  over  10  million  Americans  participating 
in  such  health  care  groups,  and  that  the  mem- 
bership in  such  groups  has  increased  nearly  40 
percent  since  the  Summer  of  1978.  As  of  June 
1981,  there  were  more  than  250  such  plans  in 
operation  throughout  the  country. 

A set  of  principles  for  voluntary  medical  peer 
review  was  adopted  by  the  House  of  Delegates. 
The  principles  are  numerous,  but  emphasize  that 
peer  review  is  a local  process,  and  that  physi- 
cians are  ultimately  responsible  for  all  peer  re- 
view of  medical  care.  They  further  emphasize 
that  the  physicians  involved  in  peer  review 
should  be  representatives  from  the  medical  com- 
munity, and  that  participation  in  such  review 
must  be  structured  to  maximize  involvement 
of  the  medical  community,  with  provision  for 
consideration  of  the  views  of  individual  physi- 
cians, groups  of  physicians,  or  institutions  which 
are  under  review.  Additional  principles  are 
stated  in  the  full  report,  to  which  the  interested 
reader  is  referred. 

Competition  between  hospitals  and  physicians 


became  a much  debated  issue  at  this  meeting. 
A series  of  resolutions  and  reports  were  dis- 
cussed, relating  to  the  establishment  of  emer- 
gency care  centers  and  satellite  centers,  many 
of  which  are  sponsored  by  hospitals  through 
specially  formed  hospital  foundations.  Frank 
Rogers,  M.D.,  from  California,  put  it  bluntly: 
“There  are  too  many  doctors,  too  few  patients, 
and  inadequate  hospital  reimbursement  by  gov- 
ernment.” AMA  Board  Chairman,  Joseph  Boyle, 
M.D.,  addressed  the  problem:  “These  reports 
and  resolutions  asked  the  AMA  to  negotiate  with 
the  American  Hospital  Association  to  mitigate 
some  of  these  difficulties.”  The  Reference  Com- 
mittee met  in  executive  session  with  the  chair- 
man of  the  Task  Force  on  Freestanding  Emer- 
gency Centers  of  the  Commission  on  Emergency 
Medical  Services,  who  described  the  efforts  of  the 
Task  Force  to  differentiate  a true  freestanding 
emergency  center  from  a freestanding  center 
which  might  be  equivalent  to  a physician’s  office 
operating  without  appointments.  In  view  of 
these  ongoing  studies,  the  Reference  Committee 
felt  it  was  appropriate  to  defer  action  until  the 
Task  Force  had  an  opportunity  to  submit  its 
report  to  the  Commission  and  the  Board  of 
Trustees  for  action  and  consideration  by  the 
House  at  the  1982  Annual  Meeting.  In  summary, 
this  is  a potential  area  of  major  conflict  between 
hospitals  and  physicians  which  is  difficult  for 
the  AMA  to  address.  The  Reference  Committee 
understands  the  basis  for  these  problems,  but 
has  grave  concerns  over  the  absence  of  medical 
staff  input  shaping  the  direction  of  these  tax- 
free  foundations.  It  is  recognized  that  these 
foundations  have  a sound  legal  basis  for  their 
formation  and  that  little  can  be  done  to  stifle 
their  development,  should  the  medical  staff  be 
so  inclined.  The  entire  series  of  resolutions  and 
reports  was  referred  to  the  Board  of  Trustees 
for  continuing  study. 

A report  on  preliminary  recommendations  of 
the  National  Commission  on  Nursing  was  ap- 
proved by  the  delegates.  This  report  notes  that 
there  is  a nursing  shortage  in  the  United  States, 
and  testimony  was  given  as  to  the  many  reasons 
for  this  shortage.  The  House  directed  the  Board 
of  Trustees  to  commend  this  report  to  state  and 
county  societies,  and  to  ask  them  to  study,  com- 
ment, and  review  it. 
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A series  of  reports  on  scientific  subjects  was  a 
highlight  of  this  Interim  Meeting.  In  adopting 
these  reports  from  the  Council  on  Scientific  Af- 
fairs, the  House  called  for  action  by  the  organi- 
zation in  a number  of  areas.  These  include  the 
development  of  an  AMA  leadership  role  in  edu- 
cating medical  students  and  physicians  on  cur- 
rent knowledge  concerning  homosexuality,  and 
the  diseases  for  which  homosexuals  are  at  risk. 
Another  area  emphasized  was  research  and  stud- 
ies to  identify  more  accurate  diagnostic  criteria 
for  anxiety  and  depression,  so  that  more  uniform 
prescribing  may  follow.  Another  report  con- 
cerned the  safety  and  efficacy  of  dimethylsulf- 
oxide  (DMSO).  The  relationship  of  adequate 
genetic  counseling  to  prenatal  screening  pro- 
grams was  stressed,  and  the  AMA  was  directed 
to  advise  the  federal  government  of  issues  asso- 
ciated with  these  problems.  Another  report 
dealt  with  the  use  of  estrogen  during  the  meno- 
pause, and  reviewed  the  current  state  of  accept- 
able practice  in  this  regard.  Finally,  support  for 
continued  studies  of  persons  exposed  to  Agent 
Orange  was  voiced,  and  the  AMA  was  directed 
to  alert  physicians  through  its  publications  to  the 
signs  of  chloracne  and  possible  signs  and  adverse 
effects  of  exposure  to  Agent  Orange  and  its  as- 
sociated contaminates. 

The  House  adopted  Judicial  Council  Report  A 
on  the  advantages  and  disadvantages  of  charging 
interest  on  delinquent  accounts.  The  current 
position  is  permissive  in  that  physicians  may 
ethically  charge  interest  on  such  accounts.  The 
current  ethical  opinion  is  that  the  charging  of 
interest  on  past  due  accounts  is  a business  de- 
cision rather  than  a medical-ethical  consider- 
ation. However,  physicians  should  be  warned 
that  this  practice  involves  close  adherence  to 
federal  and  local  guidelines  concerning  disclo- 
sure; physicians  planning  to  implement  such  a 
practice  would  be  well  advised  to  obtain  full 
information  on  this  matter  from  their  state  medi- 
cal society  or  the  AMA,  in  either  case  referring 
to  the  reports  from  the  Judicial  Council. 

The  House  of  Delegates  was  addressed  by  the 
President  of  the  AMA-Education  and  Research 
Foundation  (ERF),  George  Mills,  M.D.  Dr. 
Mills  described  how  the  growing  cost  of  operat- 
ing medical  schools  and  the  simultaneous  reduc- 


tion in  government  support  for  both  students  and 
schools  have  precipitated  a crisis  situation.  In 
a related  development,  the  Section  on  Medical 
Schools  was  addressed  by  Mrs.  Harry  Dvorsky, 
the  President  of  the  American  Medical  Associa- 
tion Auxiliary.  She  stated  that  the  Auxiliary 
wanted  feedback  from  the  medical  schools  about 
how  they  were  using  ERF  funds,  a large  portion 
of  which  are  raised  by  physicians’  spouses.  ‘We 
frequently  are  asked  where  AMA-ERF  funds  go 
when  they  reach  the  medical  schools,’"  she  said. 
“The  Auxiliary  understands  the  value  of  medical 
schools  having  unrestricted  funds,  but  our  mem- 
bers still  want  to  know  the  specific  programs 
that  benefit,”  In  the  last  30  years,  the  Auxiliary 
has  helped  to  raise  $33  million  for  medical 
schools  and  students  ($1.7  million  last  year 
alone)  by  holding  raffles,  dinner  parties,  auc- 
tions, selling  T-shirts,  Christmas  cards,  jewelry, 
and  other  activities.  About  two-thirds  of  ERF's 
income  is  from  physicians  and  Auxiliary  mem- 
bers. 

There  was  considerable  heavy  and  emotional 
debate  about  the  role  of  the  organized  medical 
community  in  supporting  our  military  in  connec- 
tion with  nuclear  warfare.  One  of  the  results 
of  these  discussions  is  that  the  AMA  will  inform 
the  President  and  Congress  that  there  is  no  ade- 
quate medical  response  to  a nuclear  attack.  On 
the  other  hand,  the  House  of  Delegates  endorsed 
a Board  of  Trustees  report  which  rejected  the 
position  held  by  some  medical  institutions  that 
participation  in  planning  for  casualty  manage- 
ment shows  approval  for  the  planning  of  a nu- 
clear war.  The  House  resolved  to  cooperate  with 
responsible  authorities  in  dealing  with  those 
matters  having  to  do  with  health  and  medical 
care  in  the  event  of  national  emergencies  includ- 
ing those  associated  with  military  activity.  They 
further  resolved  not  to  become  further  involved 
in  political  issues  outside  of  AMA  professional 
expertise,  such  as  national  defense  and  the  poli- 
tics of  nuclear  war  preparedness. 

Many  other  actions  were  taken  by  the  House 
of  Delegates  which  are  beyond  the  scope  of  this 
report.  A simple  listing  of  some  of  them  seems 
worthwhile,  to  indicate  the  depth  and  breadth 
of  action  by  the  House  of  Delegates.  For  ex- 
ample, the  House  endorsed  model  legislation  to 
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ban  the  manufacture,  sale,  and  distribution  of 
imitation  controlled  substances,  commonly  known 
as  “look-alike”  drugs.  A Board  report  was  ap- 
proved indicating  continued  review  of  legisla- 
tion that  would  provide  income  tax  credits  for 
the  purchase  of  health  insurance.  The  Board  of 
Trustees  was  directed  to  continue  monitoring  the 
development  of  regulations  that  cover  the  reim- 
bursement for  physicians  in  teaching  hospitals 
with  large  Medicaid  teaching  loads.  There  was 
opposition  to  proficiency-testing  programs  by 
HHS  to  determine  the  qualifications  of  clinical 
laboratory  and  other  health  care  personnel. 

Legislation  was  supported  to  delete  the  three- 
day  prior  hospitalization  requirement  for  pro- 
viding extended  care  facility  benefits  under 
Medicare.  Federal  intervention  into  physicians 
prescribing  practices  was  opposed.  A report  was 
adopted  defining  clinical  privileges  for  physicians 
with  newly  acquired  skills.  Medical  staff  were 
encouraged  to  review  the  JCAH  radiation  acci- 
dent contingency  plans.  Medical  students  were 
approved  as  delegates  from  state  medical  so- 
cieties who  might  wish  to  send  them  as  one  of 
their  assigned  delegates.  The  House  called  for 
dissemination  of  a joint  AMA-American  Bar  As- 
sociation statement  on  interprofessional  relations 
for  physicians  and  attorneys.  The  House  warned 
of  the  potential  misuse  of  the  tentative  findings 
of  the  Graduate  Medical  Education  National 
Advisory  Committee  (GMENAC).  The  House 
urged  state  licensing  authorities  to  continue  to 
recognize  the  National  Board  of  Medical  Exami- 
ners certificate  for  the  purposes  of  medical  li- 
censure, and  support  a single  Federation  Li- 
censing Examination  instead  of  the  proposed 
FLEX  I-FLEX  II  concept.  A series  of  steps 
were  recommended  for  the  AMA  to  assure  that 
financial  aid  will  be  available  for  medical  stu- 
dents. The  Armed  Forces  Health  Professions 
Scholarship  Program  and  the  Uniformed  Ser- 
vices University  of  Health  Sciences  were  sup- 
ported in  their  development  of  a special  cadre 
of  military  medical  officers  necessary  to  meet 
national  defense  requirements.  The  House  re- 
jected a resolution  to  oppose  efforts  to  down- 
grade non-baccalaureate  nurse  training  programs. 
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Our  goal  at  National  Medical  Enterprises  is 
to  help  you  establish  a comfortable  and 
successful  Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

it's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

So  whether  you’re  interested  in  solo, 
partnership  or  a group  practice,  you  should 
contact  NME. 

we're  the  experts! 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 
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Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 


Roger  B.  Thomas,  Jr.,  M.D. 
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“The  Total  Health  care  company." 
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BOOK  REVIEWS 

Continued  from  page  110 

The  basic  format  of  this  volume  is  distinctive 
enough  to  warrant  its  existence.  Happily,  it  has 
been  updated  with  a 1981  edition. 

Michael  E.  Stillabower,  M.D. 
MS  MS  MS 


SITOSTEROL,  Volume  10  of  MONOGRAPHS  ON 
ATHEROSCLEROSIS,  Edited  by  T.  B.  Claricson,  M.D., 
David  Kritchevsky,  Ph.D,.  and  O.  J.  Poliak,  M.D., 
Basel,  Switzerland,  1981.  219  pp.  Illus.  Price 
$88.75. 

This  is  a very  valuable  book,  representing  a 
tremendous  amount  of  detailed  study  and  evalua- 
tion of  956  publications.  It  is  well  compiled 
and  should  prove  an  excellent  reference  source, 
and  it  is  especially  worthwhile  for  Delaware 
since  the  senior  author  has  been  interested  in 


and  written  about  lipid  metabolism  for  many 
years  as  part  of  his  responsibilities  as  an  able 
and  active  pathologist  in  Dover,  Delaware.  The 
conclusion  of  this  review  indicates  that  there  is 
a resurgence  of  interest  clinically  in  administer- 
ing Sitosterol  in  reducing  cholesterol  in  the  ali- 
mentary type  of  hypercholesterolemia.  Recent 
evidence  shows  quite  clearly  that  Sitosterol  if 
administered  along  with  a low  cholesterol  diet 
is  more  effective  than  either  the  diet  or  Sitos- 
terol alone.  Sitosterol  also  is  apparently  free  of 
toxicity  and  subjective  side  effects. 

Sitosterol  has  been  donated  to  the  Academy  of  Medicine  Library 
by  Dr.  O.  J.  Pollock. 

Lewis  B.  Flinn,  M.D. 


MS  MS  MS 

MY  BODY,  MY  HEALTH:  THE  CONCERNED  WOM- 
AN’S GUIDE  TO  GYNECOLOGY,  by  Felicia  H. 
Stewart,  M.D.,  Felicia  Guest,  Gary  K.  Stewart,  M.D., 
and  Robert  A.  Hatcher,  M.D.,  John  Wiley  and  Sons, 
Inc.,  New  York,  1979.  598  pp.  Illus.  Price  $13.95. 
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ASSOCIATES.  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
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Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 
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This  book  is  delightfully  readable  and  informa- 
tive for  both  patients  and  clinicians.  It  is  cleverly 
designed  as  a hardbound  edition  for  clinicians 
and  as  a less  expensive  paperback  for  patients. 
The  page  numbers  correspond  between  the  two 
editions  so  that  pertinent  chapters  can  be  easily 
recommended  to  the  patient  for  reading. 

This  book  is  conservatively  written  and  illus- 
trated. It  doesn’t  project  the  sexually  liberal  or 
morally  licentious  attitudes  that  limit  the  use- 
fulness of  many  of  the  more  informative  texts 
available  concerning  contraception.  The  pic- 
tures are  modest;  there  are  no  pictures  of  couples 
making  love  in  public. 

Some  of  the  special  highlights  of  this  book 
include  the  historical  introduction  to  each  chap- 
ter, many  good  statistical  tables,  appropriate 
diagrams  and  illustrations,  and  excellent  vi- 
gnettes which  make  the  technical  content  seem 
more  readable.  It  has  accurate  descriptions  of 
all  methods  of  birth  control,  types  of  vaginitis, 
simple  surgical  procedures,  menopause,  fertility, 


sexual  problems,  PID,  and  menstrual  problems. 
The  physician’s  copy  has  two  additional  chapters 
entitled  “Patient  Education”  and  “Informed  Con- 
sent.” 

It  is  obvious  that  the  authors  have  had  exten- 
sive experience  dealing  with  intelligent  female 
patients.  I would  recommend  it  highly  to  any 
physician  willing  to  tell  her/his  patient,  as  this 
book  suggests,  “You  are  the  only  person  who  can 
evaluate  your  own  particular  problems,  feelings, 
and  philosophy  as  you  decide  about  Pills”  or 
contraception. 

Marjorie  Uhalde,  Ph.D.,  M.D. 

Dr.  Uhalde  is  a thid-year  resident  in  the  Family  Practice  De- 
partment of  the  Wilmington  Medical  Center. 

SO  YOU  WANT  TO  BE  A DOCTOR?  by  Naomi 
Bluestone,  M.D.,  Lathrop,  Lee  and  Shepard  Books, 
New  York,  1981.  267  pp.  Price  $12.95. 

Naomi  Bluestone  majored  in  English  at  the 
University  of  Delaware  and  had  trouble  decid- 
ing whether  she  wanted  to  become  a physician 


WANTED:  PHYSICIANS  WHO  PREFER 
MEDICINE  TO  PAPERWORK 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen,  ac- 
countants, and  lawyers,  but  physicians.  For 
such  physicians,  we  offer  a practice  that  is 
practically  perfect,  where  in  almost  no  time 
you  experience  a spectrum  of  cases  some  phy- 
sicians do  not  encounter  in  a lifetime,  where 
you  work  without  worrying  whether  the  pa- 
tient can  pay  or  you  will  be  paid,  and  where 
you  prescribe,  not  the  least  care,  nor  the  most 
defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine  is 
the  perfect  setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-ranging  oppor- 


tunities for  the  student,  the  resident,  and  the 
practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army  resi- 
dents generally  receive  higher  compensation 
and  greater  responsibility  than  do  their  civil- 
ian counterparts  and  score  higher  on  specialty 
examinations. 

Army  Medicine  offers  an  attractive  alterna- 
tive to  civilian  practice.  As  an  Army  Officer, 
you  receive  substantial  compensation,  exten- 
sive annual  paid  vacation,  a remarkable  re- 
tirement plan,  and  the  freedom  to  practice 
without  endless  insurance  forms,  malpractice 
premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that's  practically  all  medicine. 


FOR  FURTHER  INFORMATION  CALL  COLLECT: 

Captain  Cheryl  L.  Silkwood,  AMEDD  Personnel  Counselor,  USA  MEDDAC, 
Fort  Dix,  NJ  08640.  Phone:609-562-4271 

An  Equal  Opportunity  Employer 
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or  a writer.  She  earned  her  M.D.  and 
became  Assistant  Commissioner  for  Chronic  Dis- 
eases in  the  City  of  New  York,  and  then  became 
a teacher  of  medical  residents  in  primary  care. 
She  is  a prolific  writer  and  contributes  regularly 
to  medical  student-house  staff  journals. 

In  March,  1981,  nineteen  years  after  leaving 
medical  school,  she  switched  careers  to  start  a 
three-year  residency  in  psychiatry. 

In  this  book,  Dr.  Bluestone  takes  the  reader 
autobiographically  through  her  twelve  years  of 
training  for  medicine.  Because  she  had  kept  a 
daily  log  and  copies  of  all  her  letters,  her  story 
is  vividly  real  and  shows  how  the  boredom, 
anxiety,  and  exhaustion  are  balanced  by  humor, 
hope,  empathy,  and  the  sheer  joy  of  helping 
other  people  live. 

This  book  is  must  reading  for  all  those  who 
think  they  might  choose  medicine  as  a career 
and  even  more  so  for  all  those  involved  in  teach- 
ing medical  students  and  residents. 

David  Platt,  M.D. 


Visiting  Nurse  Association 

ESTABLISHED  1922 

2713  Lancaster  Avenue 
Wilmington 

A NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 

Nursing 

Homemaker/Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Medical  Social  Work 

A PARTICIPATING  MEDICARE  AGENCY 

Phone  658-5205 
(Newark)  368-6848 

VISITING  NURSE  ASSOCIATION 

OF  WILMINGTON.  INC 

A United  Way  Agency 
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LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  RBC_  SERVICES 

COMPUTER  MESSAGE  STORAGE  CENTER 
Messages  are  stored  for  one-half  hour 
from  the  time  you  are  "BEEPED."  To  hear 
your  message  over  the  telephone  simply 
dial  your  assigned  computer  number. 

NEW  20  CHANNEL  MOBILE  RADIO  EYQTEM 

20  LINE  RADIO  DISPATCH  SERVICE 

No  more  waiting  for  a clear  channel.  Calls 
are  automatically  transferred  from  line 
to  line  to  avoid  busy  situations — similar 
to  the  Multi-Button  Business  Telephone. 

CAUFOR  A FREE  Z FOOT (21 5-879-0900 
{609-964-7660 
MAP  & DEMONSTRATION  302-656-2774 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 


As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


INSURANCE  PEOPLE 


J.A 


l\C 


Wilmington 


Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 


201  Pine  Street 


629-5585 

(Toll  Free)  856-3247 


In  Brief 

Impared  Physician 
Program 


DAFP  Annual 
Meeting 


Pathology  of 
Medical  Renal 
Diseases 


Sensory  Evoked 
Potentials  in 
Pediatrics 


Emergency 
Medicine  for 
Primary  Care 
Physicians 


American  College 
of  Cardiology 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Baettie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302  ) 654-1001. 

January,  1982,  saw  the  opening  of  the  Medical  Eye  Bank  of  Delaware.  In  the 
past,  Delaware  ophthalmologists  who  have  required  cornea  tissue  have  had  to 
obtain  the  corneas  from  neighboring  eye  banks.  With  the  inception  of  the 
Medical  Eye  Bank  of  Delaware,  this  tissue  can  be  obtained  locally.  Additional 
dividends  of  this  service  will  be  the  availability  of  eyes  for  histopathologic  study 
and  for  microsurgical  training  in  cases  where  the  cornea  tissue  is  not  satisfactory 
for  transplantation. 


CLINICAL  NOTICES  AND  MEETINGS 

The  Delaware  Academy  of  Family  Physicians  will  hold  its  30th  ANNUAL  MEET- 
ING AND  SCIENTIFIC  ASSEMBLY  on  March  26  and  27.  The  business  meet- 
ing, dinner  and  a lecture  will  be  held  at  6:30  p.m.  on  March  26  at  the  Uni- 
versity and  Whist  Club,  Eighth  and  Broom  Streets,  Wilmington,  and  the  Scien- 
tific Assembly  on  March  27  at  the  Delaware  Academy  of  Medicine.  The  entire 
session  will  be  devoted  to  Geriatric  Medicine.  Contact:  the  Delaware  Academy 
of  Family  Physicians,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806;  (302) 
658-7596. 

A course  entitled  “PATHOLOGY  OF  MEDICAL  RENAL  DISEASES”  will  be 
held  at  the  Armed  Forces  Institute  of  Pathology  in  Washington,  D.C.,  April 
21-23,  1982.  Twenty-two  hours  of  Category  I CME  credit  is  available.  Contact: 
American  Registry  of  Pathology,  Room  1111,  Armed  Forces  Institute  of  Path- 
ology, Washington,  D.C.  20306;  (202)  576-2978/2980. 

Children’s  Hospital  National  Medical  Center,  George  Washington  University 
School  of  Medicine,  and  Nicolet  Biomedical  Instruments  are  sponsoring  a meet- 
ing entitled  SENSORY  EVOKED  POTENTIALS  IN  PEDIATRICS  to  be  held 
April  23,  1982,  at  Children’s  Hospital  National  Medical  Center,  Washington, 
D.C.  This  meeting  has  been  approved  for  eight  credit  hours  of  Category  I of  the 
Physician’s  Recognition  Award  of  the  AMA.  Children’s  Hospital  will  award 
CEUs.  Contact,  Susan  Weiss,  Convention  Services,  CHNMC,  111  Michigan 
Avenue,  N.W.,  Washington,  D.C.  20010;  (202  ) 745-3000. 

The  Office  of  Continuing  Medical  Education  of  the  Medical  College  of  Virginia 
is  sponsoring  the  4th  Annual  Conference  on  Emergency  Medicine  entitled 
“EMERGENCY  MEDICINE  FOR  THE  PRIMARY  CARE  PHYSICIAN,”  on 
April  23-25,  1982,  at  Fort  Magruder  Conference  Center,  Williamsburg,  Virginia. 
Contact:  Glenda  Snow,  Office  of  Continuing  Medical  Education,  Box  48,  MCV 
Station,  Richmond,  Virginia  23298. 

The  American  College  of  Cardiology  will  hold  its  31st  ANNUAL  SCIENTIFIC 
SESSION  in  Atlanta,  Georgia,  April  25-29,  1982.  Contact:  Meeting  Services 
Department,  American  College  of  Cardiology,  9111  Old  Georgetown  Road, 
Bethesda,  Maryland  20814;  (301)  897-5400. 
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Health  Care 
Labor  Law 


ACCP  Joint 
Conference 


The  American  Society  of  Law  and  Medicine  will  sponsor  a seminar  on  HEALTH 
CARE  LABOR  LAW  on  April  30,  1982,  at  the  Vista  International  Hotel  in  New 
York  City.  Contact:  American  Society  of  Law  and  Medicine,  765  Commonwealth 
Avenue,  16th  Floor,  Boston,  Massachusetts  02215;  (617  ) 262-4990. 

The  American  College  of  Chest  Physicians  and  the  International  Academy  of 
Chest  Physicians  and  Surgeons  will  present  a six-day  scientific  program  incorpo- 
rating the  XIV  WORLD  CONGRESS  ON  DISEASES  OF  THE  CHEST  and  the 
48th  ANNUAL  SCIENTIFIC  ASSEMBLY  of  the  ACCP.  The  meeting  will  be 
held  at  the  Sheraton  Centre  Hotel  in  Toronto,  Ontario,  Canada,  on  October  10-15, 
1982.  The  American  College  of  Chest  Physicians  designates  that  this  continuing 
medical  education  offering  meets  the  criteria  for  hour-for-hour  credit  in  Category 
I as  outlined  by  the  ACCME  and  by  the  American  Medical  Association  for  the 
Physician’s  Recognition  Award.  Over  40  hours  of  Category  I credit  can  be  ob- 
tained. Contact:  Dale  E.  Braddy,  Director  of  Education,  American  College  of 
Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068;  (312)  698- 
2200. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  57«%  Interest  and  Regular  Checking. 


REGULAR  CHECKING 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required  If  your 
balance  falls  below  $300.  there's  a $3  00 
service  charge  for  that  month  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


t St 

An  Equal  Housing  Lender 

In  New  Castle  County  call  658-6S3I 
In  Dover  674-32  I 4 ® 9th  &.  Tatnall  Sts..  Wilmington 
® Concord  Mail  ® Midway.  Roily  Drummond  8. 
Graylyn  Shopping  Centers  and  Dover.  Delaware 


N.O.W.  INTEREST  CHECKING 

Now  at  Artisans  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That's  what  our  new  N O W interest 
checking  actount  is  all  about  With  an 
average  monthly  deposit  of  $500,  your 
Artisans  NOW  account  pays  you  5'/.% 
interest  per  annum,  compounded  daily  to 
yield  5 47%  If  your  balance  falls  below 
$500,  there's  a $3  00  service  charge  for 
that  month  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations 

ARTISfinS’ 

sHvinns  Burns 

Member  F D I C 

Banking  the  Way  You  Need  It 


132 


Del  Med  Jrl,  Feb  1982— Vol  54,  No  2 


President's  Page 


The  present  administrations  economic  pro- 
posals to  cut  funds  for  health  care  programs  will 
certainly  affect  both  providers  and  recipients  of 
health  care  in  a variety  of  ways.  With  about  $4.5 
billion  in  proposed  cutbacks  in  funds  for  the 
Medicare  and  Medicaid  programs,  there  is  a 
need  for  readjustment  in  the  ways  of  delivery 
of  medical  care  if  we  are  to  maintain  good 
quality  care  with  reduced  funds  available  to 
pay  the  costs. 

In  Delaware,  Secretary  of  Health  and  Social 
Services  Patricia  Schramm,  responding  to  the 
Federal  government’s  effort  to  control  the  rate  of 
growth  of  the  Medicaid  program,  convened  a 
committee  representing  health  agencies  and 
health  care  providers  to  assist  the  State  in  an 
analysis  of  what  can  be  done  to  control  the 
growth  of  Medicaid  expenditures  while  continu- 
ing to  provide  good  quality  health  care  to  eligible 
residents  of  the  State.  It  has  been  reported  that 
thus  far  the  actions  of  the  committee  have  re- 
sulted primarily  in  pointing  out  where  money 
cannot  be  saved,  and  only  negligible  progress 
has  been  made  toward  reducing  Medicaid  ex- 
penditures. One  option  under  consideration  by 
the  committee  is  reimbursement  of  physicians  at 
a lower  rate.  This  option  could  result  in  physi- 
cians dropping  out  of  the  Medicaid  program, 
causing  more  recipients  to  seek  care  in  an  out- 
patient hospital  setting  or  an  emergency  room, 
thus  increasing  costs  (unless  outpatient  hospital 
and  ER  visits  are  also  similarly  limited ) . I think 
that  careful  scrutiny  and  rigid  enforcement  of  the 
criteria  for  eligibility  would  eliminate  those  who 
really  do  not  qualify  so  that  proper  care  could 
be  given  to  those  who  are  eligible  for  the  needed 
care. 
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Budget  proposals  with  a special  impact  on 
physicians  are  part  of  the  plan  to  save  money  on 
the  Medicare  program.  These  include  postponing 
the  date  of  the  Part  B fee  screen  adjustment  from 
July  1 to  September  30,  which  is  expected  to 
reduce  physician  reimbursement  outlays  by  $200 
billion  on  a one-time  basis,  and  limiting  the  in- 
crease in  the  Medicare  economic  index  to  5 % in- 
stead of  8 % at  a savings  of  $47  million  in  fiscal 
year  1983.  Health  and  Human  Services  has  said 
these  measures  would  result  in  physicians  sharing 
the  burden  of  slowing  the  growth  of  health  care 
expenditures  at  a time  of  severe  constraints  on 
the  Federal  budget.  Also  proposed  are  reimburs- 
ing for  inpatient  radiology  and  pathology  ser- 
vices at  80%  of  reasonable  charges  instead  of  at 
100%,  for  a savings  of  $160  million  next  fiscal  year, 
and  eliminating  the  payment  of  overhead  ex- 
penses to  hospitals  for  physicians’  services  in 
outpatient  departments  by  refining  the  applica- 
tion of  the  Medicare  customary  and  prevailing 
charge  screens  to  more  appropriately  reflect 
reasonable  charges  for  professional  services  pro- 
vided in  different  locations,  for  an  estimated  sav- 
ings of  $160  million. 

Dr.  Daniel  T.  Cloud,  President  of  the  Ameri- 
can Medical  Association,  said  at  the  1981  Interim 
Meeting  of  the  House  of  Delegates  of  the  AMA 
last  December  in  Las  Vegas  that  physicians  must 
demonstrate  “affirmative  leadership.”  He  stated 
that  there  is  an  urgent  need  for  strong  leader- 
ship to  contain  costs  and  to  promote  an  effective 
national  policy  on  the  cost  of  medical  care,  noting 
that  “if  we  all  do  not  affirmatively  lead  the 
private  sector  in  cost  containment,  we  will  have 
that  initiative  tom  from  our  grasp.  The  best 
way,”  he  added,  “to  achieve  significant  long  range 
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control  of  medical  care  expenditures  without 
compromising  quality  and  availability  is  to  cut 
the  need  for  that  care.  Improved  technology  is 
a major  factor  in  cost.  Cost  effective  care  should 
be  good  care  which  is  worth  it.  The  difficulty 
comes  in  trying  to  agree  what  is  worth  what, 
when,  and  to  whom.” 

At  the  10th  Annual  AMA  National  Leadership 
Conference  which  I attended  in  February,  the 
“AMA  Cost  Effectiveness  Plan:  1982  and  Beyond” 
was  released.  The  Plan  provides  both  a pro- 
gress report  on  the  past  year’s  achievements  and 
descriptions  of  new  initiatives  of  the  AMA  that 
address  the  issue  of  rapidly  rising  medical  care 
costs.  One  objective  of  the  Association’s  activi- 
ties is  cost  effectiveness  in  medical  care,  ie,  the 
provision  of  quality  medical  services  at  the  mini- 
mum cost  possible.  Working  within  the  general 
framework  of  the  recommendations  of  the  Na- 
tional Commission  On  The  Cost  Of  Medical 
Care,  the  AMA  has  developed  a program  that 
stresses  voluntary  private  sector  activities.  AMA 
programs  are  targeted  toward  involving  state  and 
county  medical  societies,  national  medical  spe- 
cialty societies,  hospital  medical  staff  and  in- 
dividual physicians,  and  community  based  health 
care  coalitions  in  a broad  effort  to  maximize  the 
cost  effectiveness  of  the  health  care  system. 

One  of  the  ways  to  reduce  costs  is  to  reduce 
demand  for  expensive  services.  Certain  condi- 
tions can  be  diagnosed  by  simple  diagnostic  tests 
instead  of  highly  sophisticated  costly  procedures 
and  the  decision  as  to  the  approach  to  therapy 
is  not  affected.  Alternatives  to  inpatient  treat- 
ment, such  as  outpatient  ambulatory  surgery, 
can  greatly  reduce  the  cost  compared  to  an  in- 
patient stay.  Ambulatory  care,  an  early  dis- 
charge program,  and  proper  utilization  of  hos- 
pital facilities  would  also  help  cut  down  on  the 
cost.  If  each  physician  in  Delaware  were  to 
discharge  just  one  patient  one  day  earlier  each 
month  (when  early  discharge  would  not  affect 
the  patient’s  condition),  assuming  a $160/day 


room  and  board  charge  and  about  500  hospital- 
admitting  physicians  in  practice,  there  would  be 
a savings  of  about  $960,000  a year  just  on  the 
hospital  stay  alone.  Eliminating  routine  lab  tests 
which  are  not  essential  to  the  care  of  the  patient 
would  also  add  to  the  savings  without  affecting 
the  quality  of  care. 

There  are  other  non-medical  cost-saving  ideas 
for  the  hospitals.  A CAT  scan  technician  at 
Johns  Hopkins  Hospital  earned  a reward  from 
the  hospital  by  suggesting  that  the  hospital  cafe- 
teria eliminate  olives  from  the  sandwich  plates. 
Hospital  analysts  concluded  that  his  suggestion 
would  save  the  hospital  approximately  $10,000 
a year.  Another  employee  also  saved  a hospital 
$10,000  a year  when  it  adopted  his  suggestion  to 
produce  one  less  copy  of  each  inpatient  bill. 

These  are  just  some  examples  of  ways  to  reduce 
the  rising  cost  of  medical  care.  Most  physicians 
in  Delaware  understand,  I think,  the  responsi- 
bility of  the  profession  to  help  control  the  costs 
of  medical  care  by  voluntary  restraints  in  the 
rate  of  increases  in  professional  fees. 

I fully  endorse  cost  containment  efforts,  but 
I am  concerned  about  who  might  reap  the  bene- 
fits of  such  efforts.  Would  the  savings  be  passed 
along  to  the  consumer  in  the  form  of  lower  pre- 
miums when  third  party  carriers  are  involved, 
or  would  non-profit  carriers  expand  their  hold- 
ings (HMOs,  etc.)  and  private  carriers  increase 
dividends  to  stockholders?  Would  the  savings  to 
the  government  be  passed  on  to  taxpayers  or 
would  they  be  diverted  to  pay  for  increased  de- 
fense expenditures?  I believe  that  we  must  con- 
tinue our  efforts  to  contain  costs  and  to  see  that 
the  savings  are  passed  on  to  patients. 


Rafael  A.  Zaragoza,  M.D. 
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COLLEAGUES  IN  THE  NEWS 


Arthur  W.  Colbourn,  M.D.  and  James  H.  New- 
man, M.D.,  have  been  elected  to  Fellowship  in 
the  American  College  of  Physicians  (ACP). 
Election  to  Fellowship  in  the  ACP  signifies  that 
a physician  has  been  recognized  by  his  colleagues 
as  having  attained  a high  level  of  scholarship 
and  achievement  in  internal  medicine. 

Drs.  Colbourn  and  Newman  will  be  formally 
inducted  at  the  College’s  Annual  Session  in  Phil- 
adelphia, April  19-22,  1982. 

US  US  US 

At  the  January,  1982,  Annual  Meeting  of  the 
American  Academy  of  Orthopaedic  Surgeons  in 
New  Orleans,  two  members  of  the  staff  of  the 
Alfred  I.  duPont  Institute  in  Wilmington  were 
appointed  to  leadership  positions  in  the  Academy. 
William  P.  Bunnell,  M.D.,  Director  of  Ortho- 
paedics, became  a member  of  the  Academy’s 
Education  Committee.  Newly  appointed  to  the 
Committee  on  Psychomotor  Skills,  is  Peter  D. 
Pizzutillo,  M.D.,  Director  of  Medical  Education 
and  Director  of  Sports  Medicine. 

US  MS  US 

Jack  Gelb,  M.D.,  was  recently  appointed  to  the 
Commission  on  Health  Care  Services  of  the  Amer- 
ican Academy  of  Family  Physicians  (AAFP). 
The  AAFP,  the  nation’s  second  largest  medical 
organization,  was  instrumental  in  establishing  the 
medical  specialty  of  family  practice  in  1969. 
Membership  of  the  national  group  totals  more 
than  51,000.  The  functions  of  the  Commission 
on  Health  Care  Services  are  to  study  and  develop 
recommendations  on  the  delivery  of  health  care 
services  and  payment  for  such  services,  particu- 
larly the  services  of  family  physicians. 

US  US  US 

The  Alfred  I.  du  Pont  Institute  exhibited  Pit- 
falls  in  the  Management  of  Congenital  Disloca- 
tion of  the  Hip  ( CDH ) at  the  49th  Annual  Meet- 
ing of  the  American  Academy  of  Orthopaedic 
Surgeons  in  New  Orleans.  The  exhibit  was  pre- 
pared by  J.  Richard  Bowen,  M.D.,  James  R.  Kas- 
ser,  M.D.,  and  John  J.  McKeon,  M.D. 
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Paul  C.  Pennock,  M.D.,  was  reelected  to  a 
second  term  as  Chairman  of  the  Board  of  the 
American  Heart  Association  of  Delaware.  The 
announcement  was  made  following  the  Associa- 
tion’s 32nd  Annual  Meeting  which  was  held 
October  29,  1981. 

US  £ US 


Dr.  Renato  Bombelli,  of  Milan,  Italy,  was  the 
special  guest  of  the  Alfred  I.  duPont  Institute, 
a children’s  orthopaedic  and  rehabilitation  hos- 
pital in  Wilmington,  from  February  4-7.  Dr. 
Bombelli,  an  orthopaedist  whose  contributions  to 
the  knowledge  and  treatment  of  arthritis  of  the 
hip  are  internationally  recognized,  is  Chief  of 
Orthopaedics  at  the  General  Hospital  of  Busto 
Arriszio,  near  Milan.  Although  Dr.  Bombelli’s 
practice  encompasses  principally  adult  arthritic 
patients,  his  concern  about  the  progression  of 
arthritis  from  early  childhood  led  him  to  visit  the 
Institute.  In  addition  to  meeting  with  Institute 
physicians  for  educational  exchange,  Dr.  Bom- 
belli observed  a surgical  procedure,  a pelvic  oste- 
otomy, performed  by  the  Institute  Medical  Di- 
rector, Dr.  G.  Dean  MacEwen  and  Associate  Sur- 
geon, Dr.  Shanmuga  Jayakumar. 


Dr.  Renato  Bombelli  (right),  an  orthopaedist  from 
Busto  Arriszio,  near  Milan,  Italy,  recently  visited 
the  Alfred  I.  duPont  Institute  during  an  American 
educational  tour.  Here,  Dr.  Bombelli  discusses  a 
case  of  severe  arthritis  of  the  hip  with  Acyr 
Figuriedo,  M.D.  Research  Fellow  at  the  Institute. 

145 


We  make  office 
colls. 


An  experienced  team  of  physician  representatives  is 
available  and  eager  to  visit  you  with  answers  to  your 
questions  on  Blue  Cross  and  Blue  Shield  coverage. 

Whether  it’s  information  on  new  benefit  programs,  a billing 
problem  or  helping  to  train  billing  personnel  on  Blue  Cross 
and  Blue  Shield  procedures,  the  representatives  can  help. 

To  get  quick  answers  to  your  questions,  or  to  set  up  a visit 
with  your  physician  representative,  call  our  Wilmington 
office  at  421-3249;  or  call  our  TOLL-FREE  number: 

18002929525 

We’re  ready  to  help. 
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MYXOFIBROSARCOMA  OF  THE 
MAXILLARY  SINUS 


Jeffrey  M.  Pomerantz,  D.M.D. 
Dennis  G.  Sanfacon,  D.M.D. 
Thomas  P.  Dougherty,  D.D.S. 
Stephen  Hanson,  M.D. 


Myxofibrosarcoma  has  been  used  in  the  litera- 
ture as  a descriptive  term  for  tumors  which  have 
not  been  defined  as  a specific  entity.  It  has 
come  to  refer  to  malignant  soft  tissue  tumors 
characterized  by  their  mucoid  and  nodular  ap- 
pearance with  no  evidence  of  lipoblastic,  myo- 
blastic,  or  chondroblastic  differentiation.  These 
neoplasms,  believed  to  belong  to  the  category  of 
fibroblastic  and  histiocytic  soft  tissue  tumors,  are 
most  often  found  in  the  extremities  and  trunk  of 
elderly  patients.12 

Angervall,  Kindblom,  and  Merek  reported  on 
30  cases  of  myxofibrosarcoma.12  None  of  these 
cases  occurred  in  either  jaw  or  maxillary  sinus. 
Microscopically,  all  tumors  were  found  to  be 
partly  or  completely  myxoid  in  character  with 
a more  or  less  nodular  appearance,  and  a large 
variation  in  cellularity,  polymorphism,  and  mito- 
tic activity.12 

Fibrosarcoma  has  been  widely  reported  in  the 
literature.  In  the  past,  it  has  been  described  as 
the  most  frequent  of  the  malignant  tumors  of 

Dr.  Pomerantz  is  a prosthodontist  practicing  in  Cliffside  Park, 
New  Jersey. 

Dr.  Sanfacon  is  a senior  resident  in  Maxillofacial  Prosthetics  at 
the  Veterans  Administration  Medical  Center,  Wilmington. 

Dr.  Dougherty  is  chief  resident  in  Oral  and  Maxillofacial  Sur- 
gery at  the  Wilmington  Medical  Center. 

Dr.  Hanson  is  Chief  of  Laboratory  Service  at  the  Veterans 
Administration  Medical  Center,  Wilmington. 
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supportive  tissue  origin.  A variety  of  lesions, 
both  benign  and  malignant,  have  been  excluded 
under  the  term,  many  of  which  do  not  belong 
there  and  serve  only  to  confuse  our  understand- 
ing.1 

Fibrosarcomas  are  tumors  composed  of  fibro- 
blasts whose  primary  function  is  to  form  con- 
nective tissue  fibers  (collagen).  Microscopically, 
the  fibers  if  very  slender  will  stain  black  with 
silver  and  are  referred  to  as  reticulin,  a precursor 
of  collagen.  The  majority  of  fibrosarcomas  usu- 
ally contain  a great  deal  of  reticulin  as  well  as 
collagen  fibers.1  Well  differentiated  fibrosar- 
comas exhibit  considerable  fibrogenesis,  while 
the  poorly  differentiated  cells  produce  only  scant 
reticulin.2 

The  cells  of  fibrosarcomas  are  almost  invari- 
ably spindle-shaped.  The  nucleus,  conforming 
to  the  shape  of  the  cell,  is  elongated.  The  num- 
ber of  mitoses  found  relate  to  the  speed  of  growth 
of  the  tumor;  since  many  fibrosarcomas  are  slow 
growing,  it  is  common  to  find  a small  number  of 
mitotic  figures.1  Pleomorphism  is  not  a common 
feature.2 

Fibrosarcomas  are  graded  according  to  the 
following  criteria:  1)  cellularity,  2)  anaplasia, 
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FIGURE  1 

Panoramic  radiograph  showing 
tooth  #4  with  destruction  of  the 
medial  and  lateral  wall  of  the 
maxillary  sinus.  The  alveolar 
process  is  also  destroyed.  Note 
lack  of  sinus  outline  compared 
to  left  side. 


3)  the  production  of  ground  substance  (reticulin 
and  collagen),  and  4)  the  prevalence  of  mitotic 
figures.2  An  extensive  study  of  199  cases  by 
Pritchard  and  associates  reported  that  30%  of  the 
tumors  were  found  in  the  upper  extremity,  60% 
in  the  lower  extremity,  and  the  remaining  10% 
occurred  in  the  trunk.  Of  those  in  the  lower 
extremity,  37%  occurred  in  the  thigh.  This  study 
did  not  report  any  cases  in  the  head  and  neck. 

In  1967,  Conley,  Stout,  and  Healey  reported 
on  84  cases  with  an  original  diagnosis  of  fibro- 
sarcoma of  the  head  and  neck.3  After  reviewing 
the  microscopic  sections,  42  were  reclassified  as 
infiltrative  fibromatosis  ( low  grade  fibrosar- 
coma), 12  as  undifferentiated  fibrosarcoma,  and 
13  as  tumors  of  other  tissue  origin.  Only  six  of 
the  54  fibrosarcomas  were  found  in  the  maxilla 
and  mandible,  five  in  the  nose  and  sinuses,  and 
four  in  the  oral  mucosa,  indicating  that  fibro- 
sarcoma in  the  maxilla  or  maxillary  sinus  is  fairly 
rare. 

In  1968,  Dahlin  and  Trevins  reported  on  114 
cases  of  fibrosarcomas  of  bone.4  They  excluded 
20  to  30  fibrosarcomas  of  the  maxillary  antrum 
because  intraosseous  origin  was  uncertain.  They 
did  include  two  cases  of  secondary  fibrosarcoma, 
one  occurred  after  radiation  to  an  adjacent  tumor 
of  soft  tissue,  the  second  in  Paget’s  disease. 

In  1974,  Huvos  and  Higinbotham  reported  on 
130  cases  of  primary  fibrosarcomas  of  bones. 
Cases  involving  the  maxillary  sinus  were  elimi- 
nated because  of  difficulty  in  establishing  whether 
they  arose  from  the  periosteum  or  medullary 
portion  of  bone.5 


There  have  been  many  references  to  fibrosar- 
comas in  the  mandible  which  included  contro- 
versy whether  these  tumors  arose  from  bone, 
periosteum,  or  other  parosteal  tissue.4-6  Reports 


Patient  surgical  photograph  showing  swelling  of 
right  cheek.  Also,  note  the  outline  of  the  Weber- 
Fergusson  incision. 
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FIGURE  3 

Panoramic  radiographs  two 
weeks  post  extraction.  Notice 
the  cloudy  appearance  of  the 
right  maxillary  sinus.  The  tumor 
may  be  seen  as  the  radiopacity, 
level  with  the  occlusal  surface 
of  the  teeth  protruding  from  the 
sinus. 
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of  fibrosarcoma  of  the  maxilla  or  maxillary  sinus 
are  much  less  frequent  than  the  mandible.7*11 

In  1958,  Vazirani  and  Bolden  reported  on  a 
patient  with  an  oral  fibromyxosarcoma  of  the 
maxilla  which  first  presented  as  a swelling  of 
the  right  cheek.  A tooth  in  the  area  was  ex- 
tracted, followed  by  a poor  postoperative  course. 
The  tumor  grew  downward  from  the  post-extrac- 
tion socket,  bulging  into  the  oral  cavity.  The 
final  diagnosis  was  a fibrosarcoma  with  myxo- 
matous change  in  the  right  maxilla  involving  the 
gingivae  and  antrum.13 

Case  Report 

A 58-year-old,  obese,  diabetic  male  presented 
to  the  Oral  Surgery  Clinic  at  the  Wilmington 
Medical  Center  on  December  28,  1979.  He 
complained  of  pain  for  one  week,  a loose  tooth, 
and  swelling  on  his  right  palate  and  gums  which 
he  had  first  noted  two  weeks  before  and  which 
had  grown  larger  in  that  time.  There  was  no  evi- 
dence of  facial  swelling. 

The  lesion  measured  approximately  1x3x3  cm. 
It  involved  the  right  alveolar  ridge,  extending 
laterally  into  the  vestibule,  medially  almost  to 
the  midline  and  anterior-posteriorly  from  the 
first  premolar  area  including  the  second  bicuspid. 
It  displayed  Class  III  mobility  and  buccal  and 
mesial  tilt  perpendicular  to  the  surface  of  the 
lesion.  The  patient  was  otherwise  edentulous 
distal  to  tooth  #6. 

The  tumor  did  not  appear  encapsulated,  was 
moderately  well  demarcated  although  asymmet- 
ric and  bulky,  and  densely  firm  with  a few  areas 
of  fluctuance  or  softening.  It  was  covered  by 
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greyish,  blanched  mucosa.  The  deepest  portion 
of  the  lesion  was  ulcerated.  No  history  of  trauma 
was  elicited.  The  patient  displayed  no  invasion 
of  the  cervical,  submaxillary,  or  jugular  digastric 
lymph  nodes. 

Radiographic  examinations  revealed  an  alveo- 
lar radiolucency  primarily  associated  with  the 
remaining  tooth  and  extending  distally,  appear- 
ing as  if  the  medial  and  lateral  cortical  plates 
were  perforated,  perhaps  producing  a contiguous 
tumor  mass  bucally  and  palatally.  (Figure  1) 
Right  maxillary  sinus  clouding  was  also  noted, 
but  with  no  nodular  or  diffuse  calcification.  The 
mobile  second  bicuspid  was  extracted  to  avoid 
the  possibility  of  aspiration.  An  incisional  biopsy 
was  obtained  including  the  ulceration  to  the 
depth  of  periosteum.  Four  days  following  the 
biopsy  procedure,  the  patient  returned  with  a 
foul  smelling,  exophytic,  red-grey  granular  mass 
from  the  biopsy  site  which  resembled  an  organ- 
izing liver  clot.  It  had  expanded  to  the  point 
where  the  patient  could  no  longer  occlude,  most 
likely  the  result  of  inadequate  hemostatis  and 
secondary  infection. 

The  patient  was  transferred  to  the  Veterans 
Administration  Medical  and  Regional  Office  Cen- 
ter, Wilmington,  Delaware,  for  definitive  treat- 
ment. Upon  admission  to  the  Veterans  Ad- 
ministration Hospital  on  January  7,  1980,  a large 
( 5x6  cm ) grey  to  yellow  colored  soft  tissue  mass 
was  found  to  occupy  the  entire  right  maxillary 
alveolar  process  extending  beyond  the  midline. 
Anteriorly,  it  extended  up  to  the  area  of  the  left 
lateral  incisor  and  posteriorly  to  the  maxillary 
tuberosity.  It  was  neither  tender  nor  pulsatile. 
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FIGURE  4 

The  obturator  prosthesis  inserted 
one  week  postoperatively. 


The  right  cheek  was  noticeably  swollen.  (Figure 

2) 

The  initial  biopsy  report  was  of  a spindle  cell 
tumor,  malignant,  and  probably  sarcomatous 
rather  than  being  spindle  cell  carcinoma.  The 
patient  received  a complete  head  and  neck  meta- 
static work-up  while  the  initial  biopsy  slides 
were  sent  for  further  evaluation  and  consulta- 
tion. 

Radiographic  Examination 

The  radiograph  revealed  a tumor  mass  in  the 
right  maxillary  sinus  with  destruction  of  the 
floor  of  the  maxillary  sinus.  (Figure  3)  The  fron- 
tal sinuses  were  unremarkable.  The  right  maxil- 
lary sinus  showed  increased  cloudiness;  tomo- 
grams of  the  right  maxillary  sinus  showed  that 
the  medial  and  superior  walls  of  the  right  maxil- 
lary sinus  were  absent.  There  was  also  erosion 
of  the  lateral  aspect  of  the  hard  palate. 

Based  on  the  above  information,  the  tumor 
was  staged  a T4N0M0  ( American  Cancer  Society 
staeing  of  head  and  neck  tumors.  T=size  of 
tumor;  N0=no  local  metastasis;  M0  = no  distant 
metastasis)  lesion  of  the  maxillary  sinus.  The 
patient  was  evaluated  by  members  of  the  Maxil- 
lofacial Team  and  an  attempt  at  definitive  ex- 
cision was  decided  upon. 

On  January  29,  1980,  the  patient  underwent 
a right  maxillectomy.  The  tumor  was  completely 
excised  through  a Weber-Fergusson  incision. 
(Figure  2)  The  floor  of  the  right  orbit  was 
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removed;  the  globe  was  spared.  After  the  sur- 
gical pack  and  nasogastric  tube  were  removed, 
an  obturator  prosthesis  was  fabricated,  using 
teeth  #8,  #11,  and  #13  as  abutments  for  wrought 
wire  retainers.  (Figure  4) 

Pathology 

The  gross  specimen,  7x7x5.5  cm,  consisted  of 
a solid  soft  tissue  tumor  attached  to  part  of  the 
maxillary  alveolar  process.  (Figure  5)  Most 
of  the  hard  palate  was  eroded.  The  tumor  oc- 
cupied the  entire  right  maxillary  sinus,  eroding 
through  the  orbital  floor,  the  medial  wall  and 
the  lateral  wall  of  the  sinus,  and  the  entire  right 
side  of  the  hard  palate.  The  tumor,  which  was 
circumscribed,  moderately  firm,  and  white  in 
color,  appeared  to  have  been  entirely  excised. 

Microscopically,  the  tumor  was  essentially 
identical  to  the  previous  report.  All  the  margins 
were  free  of  malignant  process.  The  slides 
were  presented  to  the  Delaware  Pathologic  So- 
ciety where  there  was  unanimous  agreement 
with  the  original  diagnosis  of  spindle  cell  tumor, 
probably  sarcoma.  The  slides  were  then  sent 
to  several  other  pathologists  for  further  evalu- 
ation. Dr.  Augustus  Peale  of  Episcopal  Hospital, 
Philadelphia,  reported,  “I  do  not  believe  the 
tumor  is  leiomyomatous  or  neural.  The  tumor 
is  cellular  and  spindled.  There  is  formation 
of  bands  of  collagen,  and,  while  there  is  pleo- 
morphism,  it  is  not  a strikingly  pleomorphic  le- 
sion. Mitotic  activity  is  present.  I saw  no  os- 
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FIGURE  5 

A sagittal  view  of  the  surgical 
specimen.  Note  uvula  to  the 
right  and  tooth  #6  to  the  bot- 
tom left. 
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teoid  formation  and  no  giant  cell  production. 
This  tumor  could  be  arising  from  periosteum. 
Ill  vote  for  fibrosarcoma.”* 

The  Armed  Force  Institute  of  Pathology  re- 
ported the  tumor  to  fit  best  into  the  category 
of  a fibromyxosarcoma  of  low  grade  malignancy. 
Their  report  also  noted  that  this  particular  le- 
sion in  this  area  is  not  well  described  in  the 
literature  but  they  have  seen  several  similar 
cases.  They  stated  that  while  either  of  the 
terms  fibromyxosarcoma  or  myxofibrosarcoma 
could  be  used,  the  term  fibromyxosarcoma  is 
the  more  appropriate. 

Discussion 

In  this  report  we  have  alluded  to  the  prob- 
lems surrounding  the  diagnosis  of  the  neoplasm 
as  a fibrosarcoma.  Oral  fibrosarcomas  are  rare 
lesions  and,  as  in  other  parts  of  the  body,  their 
identity  at  times  is  difficult  to  establish. 

True  fibrosarcoma  is  a malignant  tumor  of 
fibroblasts,  spindle-shaped  cells  that  produce 
collagen  and  reticulin.  A question  then  arises 
as  to  the  site  of  origin  of  the  cell  type  in  this 
neoplasm.  Bernier  considered  fibrosarcomas  in 
the  jaw  to  be  either  periosteal  (peripheral)  or 
endosteal  (central)  in  origin.14  Thoma  and 
Goldman  thought  the  cell  arose  from  develop- 
ing teeth  (odontogenic-origin)  or  from  nerves 
and  vessels  in  the  jaw.15  Van  Wyk  and  Jonck, 
in  a case  report  of  oral  fibrosarcomas,  were  un- 
sure of  arriving  at  a diagnosis  of  the  centrally 

•Personal  Communication,  Augustus  R.  Peale,  M.D.,  Consulting 
Pathologist,  Episcopal  Hospital,  Philadelphia 
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arising  neoplasm.7  Stout  doubted  the  existence 
of  endosteal  fibrosarcoma  and  suggested  that 
the  central  tumor  type  would  be  more  appropri- 
ately considered  a poorly  differentiated  osteo- 
genic sarcoma  or  chondrosarcoma.1  Like  Stout, 
Bradley  and  associates  considered  oral  fibro- 
sarcoma to  originate  in  the  alveolar  periosteum 
or  from  extraosseous  connective  tissue  (paro- 
steal).16 

Histopathologically,  the  findings  in  most  pa- 
tients were  perplexing.  The  tumor  demonstrated 
a high  degree  of  cellularity,  yet  the  presence  of 
collagen  fibers  indicated  that  the  tumor  was 
moderately  well  differentiated.  Mitotic  figures 
although  present  were  markedly  few  in  number. 
Cellular  pleomorphism  and  hyperchromatism 
were  not  notable  features.  While  the  myxoma- 
tous component  raised  some  question  of  this 
being  a myxomatous  tumor  with  a fibrous  com- 
ponent (probably  equivalent  to  low  grade  lipo- 
sarcoma)  the  final  concensus  was  that  the  basic 
cell  type  in  this  lesion  was  the  fibroblast. 

Because  of  the  myxomatous  component,  one 
diagnosis  was  of  a low  grade  myxofibrosarcoma. 
By  Angervall’s  classification,  the  degree  of  cellu- 
larity then  suggested  considering  the  tumor 
high  grade,  yet  in  support  of  a low  grade  diag- 
nosis was  the  low  number  of  mitotic  figures. 

The  reliability  of  using  the  usual  histologic 
criteria  for  determining  the  degree  of  malignancy 
of  fibrous  tissue  tumors  is  questionable.  Stout 
suggested  that  clinical  evidence  should  be  used  to 
assess  degree  of  malignancy.1  In  this  case  report, 
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the  diagnosis  of  malignancy  was  established 
primarily  on  the  basis  of  the  degree  of  cellu- 
larity  and  the  rapid  rate  of  tumor  growth. 

Although  successful  treatment  with  radiation 
therapy  has  been  reported,  fibrosarcomas  have 
usually  been  considered  radioresistant.  Wide 
excision  is  essential  due  to  the  tumor’s  prepon- 
derance to  wide  local  infiltration.  The  prog- 
nosis of  this  tumor  is  more  favorable  than  most 
of  the  other  malignant  neoplasms  in  this  region. 
However,  metastasis  to  lung  is  the  most  hazard- 
ous sequela. 

Summary 

A case  showing  clinical  findings  and  manage- 
ment of  maxillary  myxofibrosarcoma  has  been 
presented,  and  the  difficulty  involved  in  the 
diagnosis  of  oral  fibrosarcomatous  lesions,  re- 
viewed. 

The  authors  wish  to  thank  Mrs.  Anne  Downey  for  her  help 
in  typing  this  manuscript.  They  are  also  grateful  to  Mr.  Robert 
B.  Little,  R.B.P.,  and  Richard  L.  Herman,  for  their  photo* 
graphic  assistance. 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  editorial 
material.  Preferred  length  is  approximately  200  words.  For  further  informa- 
tion, contact  the  Journal  office,  658-3957. 


THE  PREVENTION  OF  NUCLEAR  WAR: 

A NEW  AREA  OF  PREVENTIVE  MEDICINE 

As  physicians  concerned  with  the  health  of 
our  patients,  we  face  an  unprecedented  challenge 
in  the  accelerating  nuclear  arms  race.  In  a period 
in  which  the  balance  of  power  has  been  replaced 
by  a balance  of  terror,  it  is  urgent  that  leaders 
of  the  medical  community  surmount  the  political 
passions  of  the  day  and  focus  their  attention  on 
this  growing  threat  to  the  future  of  mankind.1 

Over  the  long  span  of  civilization  no  hazard 
to  health  and  life  has  loomed  as  large  as  that 
posed  by  the  massive  stockpile  of  thermonuclear 
weapons.  Even  if  war  is  prevented,  the  arms 
race  is  imposing  enormous  economic,  psycho- 
logical, and  moral  costs.  In  the  decade  of  the 
seventies,  world  military  expenditures  exceeded 
four  trillion  dollars,  which  is  greater  than  the 
total  goods  and  services  created  by  humankind 
in  one  year.  Last  year,  over  $500  billion  was 
spent  by  the  world’s  military  establishments. 
This  is  equivalent  to  1.4  billion  dollars  per  day, 
or  a million  dollars  per  minute.  By  comparison, 
the  total  cost  of  the  smallpox  eradication  cam- 
paign that  spanned  a decade  equalled  only  five 
hours  of  the  nuclear  arms  race.  Providing  fresh 
water  and  sanitation— the  WHO  campaign  for 
this  decade— will  cost  the  equivalent  of  six 
months’  expenditures  on  the  military.  It  should 
be  emphasized  that  80%  of  all  sickness  in  the 
world  is  related  to  the  absence  of  clear  water. 
Aside  from  the  continued  diversion  of  scarce 
resources  from  compelling  population  needs, 
this  growing  arsenal  is  poised  for  destructive 
application,  ready  to  respond  immediately  to 
real  or  imagined  threat. 

It  is  our  belief  that  physicians  charged  with 
responsibility  for  the  lives  of  their  patients  and 
the  health  of  the  community  must  begin  to  ex- 
plore a new  area  of  preventive  medicine,  the 
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prevention  of  nuclear  war.  Two  medical  or- 
ganizations are  now  active  in  the  US,  The  Phy- 
sicians for  Social  Responsibility,  Inc.2  and  Inter- 
national Physicians  for  the  Prevention  of  Nuclear 
War,  Inc.;3  many  more  physicians  should  become 
members. 

Containing  the  nuclear  arms  race  constitutes 
an  extraordinary  moral  conflict  and  challenge, 
testing  whether  human  intelligence  turned  to 
social  responsibility  can  control  technology  com- 
mitted to  human  destruction. 

Bernard  Lown,  M.D. 

Dr.  Lown  is  President  of  International  Physicians  for  the  Pre- 
vention of  Nuclear  War,  Inc.,  and  Professor  of  Cardiology  at  the 
Harvard  School  of  Public  Health,  Boston. 
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VS  VS  VS 


TO  REGULATE  OR  NOT  TO  REGULATE 

Fear  of  the  unknown  induced  our  ancestors 
to  attempt  to  devise  methods  of  predicting  the 
future.  Success  has  been  elusive.  Although  the 
computer  has  supplanted  incantation,  modem 
divinations  cannot  claim  appreciably  better  re- 
sults. 

Doubtlessly,  there  is  need  for  accurate  pre- 
diction. It  would  be  most  fortunate  if  one  could 
anticipate  the  occurrence  of  earthquakes,  vol- 
canic eruptions,  or  political  or  economic  changes. 
Without  reliable  information,  man  cannot  hope 
to  become  master  of  his  destiny.  It  is  not  sur- 
prising, therefore,  that  the  most  successful  plan- 
ning has  been  based  upon  the  most  accurate 
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information.  It  is  also  not  surprising  that  short 
term  plans,  by  people  actually  involved  in  a field, 
are  more  accurate  than  long  term  plans  by  less 
closely  associated  people. 

Historically,  man  has  never  been  discouraged 
from  making  plans  or  attempting  to  carry  them 
out  by  lack  of  accurate  information.  Indeed, 
ignorance  itself  seems  to  stimulate  productivity. 

The  field  of  health  care  has  proved  to  be  no 
exception  to  the  ever  present  planning  mania. 
One  might  choose  as  an  example  the  Graduate 
Medical  Education  National  Advisory  Committee 
(GMENAC),  chartered  by  the  Department  of 
Health,  Education  and  Welfare,  and  composed 
of  several  disciplines.  This  committee,  which 
appropriately  names  some  of  its  components  as 
“ Delphi ” panels,  based  its  recommendations  upon 
u assumptions'*  of  future  developments.  It  identi- 
fied seven  significant  problems  related  to  future 
manpower:  a protracted  surplus  of  physicians, 
oversupply  of  certain  specialists,  misdirected  in- 
centives for  production  of  physicians,  uneven 
distribution  of  physicians,  and  medical  school 
influences  on  specialty  choice.  The  committee 
recommended  reduction  of  the  number  of  future 
physicians  and  specialists,  and  establishment  of 
other  committees  to  assess  the  role  of  nonphysi- 
cian health  care  providers.  Simple  and  straight- 
forward? Not  exactly;  the  report  filled  seven 
volumes. 

Presumed  in  these  recommendations  is  the 
belief  that  the  projected  oversupply  of  physi- 
cians and  other  health  care  personnel  will  lead 
to  unnecessary  medical  procedures  and  expense. 
If  this  is  so,  what  happened  to  the  theory  that 


competition  is  a good  method  of  insuring  quality 
and  reducing  costs? 

Years  ago,  a similar  survey  concluded  that  a 
physician  shortage  existed.  A crash  program  to 
increase  production  of  certain  types  of  physicians 
resulted.  Now,  production  is  being  restricted. 
Could  one  have  achieved  the  same  end  results  by 
tossing  a coin? 

David  V.  Pecora,  M.D. 

VS  VS  VS 

PROLACTIN,  PITUITARY  TUMORS, 

AND  PREGNANCY 

The  last  decade  has  seen  a quantum  leap  in 
our  understanding  of  the  relationship  between 
pituitary  tumors  and  infertility.  Following  the 
development  of  a radioimmunoassay  for  prolac- 
tin, it  was  found  that  many  pituitary  tumors 
previously  regarded  as  nonfunctioning  actually 
secrete  prolactin.1  The  amenorrhea  and  infer- 
tility accompanying  these  tumors  were  found 
often  to  be  due  to  suppression  of  gonadotropin 
release  by  prolactin  rather  than  due  to  destruc- 
tion of  gonadotroph  cells  by  the  tumor.  Even 
more  surprising  was  the  dramatic  increase  in 
the  number  of  patients  found  to  have  hyper- 
prolactinemia. Prolactin  secreting  tumors  had 
previously  been  suspected  only  in  women  with 
galactorrhea,  amenorrhea,  and  sellar  enlarge- 
ment. After  prolactin  assays  became  available, 
many  institutions  reported  10  to  20%  of  all  women 
with  secondary  amenorrhea  to  be  hyperprolac- 
tinemic.2 Although  most  of  these  women  had 
normal  skull  x-rays  and  the  majority  did  not 
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have  galactorrhea,  a substantial  number  were 
found  to  have  prolactin  secreting  pituitary  micro- 
adenomas. 

Physicians  were  remarkably  quick  in  recog- 
nizing this  expanded  area  of  disease.  Women 
with  amenorrhea,  galactorrhea,  or  both  were 
rigorously  studied  for  hyperprolactinemia;  and  a 
large  battery  of  prolactin  stimulation-suppression 
tests  were  developed  to  try  to  define  which  pa- 
tents had  prolactinomas.  Many  radiology  de- 
partments acquired  expensive  machinery  to  per- 
form sellar  polytomography  to  try  to  locate 
microadenomas  in  women  with  hyperprolac- 
tinemia and  normal  standard  skull  x-rays.  Old 
literature  reporting  pituitary  microadenomas  in 
5 to  25 % of  routine  autopsies  was  rediscovered, 
and  an  old  operation,  transsphenoidal  hypophy- 
sectomy  (dating  back  to  the  days  of  Harvey 
Cushing)  was  resurrected  to  treat  women  with 
microadenomas.3  Perhaps  most  astonishingly  of 
all,  a drug  was  developed  that  would  block 
secretion  of  prolactin.  Not  only  did  bromocrip- 
tine correct  hyperprolactinemia,  but  scattered 
reports  began  to  appear  suggesting  that  large 
pituitary  adenomas  could  be  reduced  in  size  by 
drug  therapy. 

During  the  1970s,  the  “cure  rate”  of  prolac- 
tinomas treated  surgically  ranged  between  50 
and  80%,  depending  on  the  size  of  the  tumors 
being  resected.  Large  pituitary  adenomas  were, 


however,  rarely  cured  by  surgery.4  Radiation 
therapy  was  also  employed,  but  was  found  to 
be  extremely  slow  in  lowering  prolactin  levels 
and  relatively  unsuccessful  in  establishing  fer- 
tility in  affected  women.  Bromocriptine  was 
found  to  be  dramatically  effective  in  lowering 
prolactin  levels,  with  fertility  rates  after  drug 
therapy  approaching  80  to  90%.5  Unfortunately, 
some  of  these  women  experienced  rapid  growth 
of  prolactinomas  during  their  pregnancies,  cast- 
ing doubts  on  the  wisdom  of  pregnancy  induc- 
tion in  women  with  pituitary  tumors.  After  a 
long  experience  in  Europe,  bromocriptine  was 
finally  released  in  this  country  for  use  under  the 
brand  name  Parlodel  (Sandoz).  The  FDA 
showed  its  ambiguous  feelings  about  this  drug 
when  its  release  was  tempered  by  the  stern 
warning  that  bromocriptine  should  be  used  for 
hyperprolactinemia  only  in  women  also  using 
birth  control. 

Many  areas  of  controversy  are  now  being  re- 
solved. It  is  now  well  accepted  that  polyto- 
mography has  little  role  in  detecting  microade- 
nomas. Several  studies  comparing  autopsy  find- 
ings with  sellar  tomography  have  demonstrated 
that  pituitary  microadenomas  are  indeed  present 
in  20  to  303?  of  the  population,  and  that  minor 
sellar  irregularities  are  likewise  present  in  a 
similar  percentage  of  an  autopsy  population. 
However,  there  is  poor  correlation  between  the 
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presence  of  microadenomas  and  irregularities  of 
the  sella  turcica.  In  patients  having  both  an 
irregular  sella  turcica  and  a microadenoma, 
the  area  of  irregularity  usually  does  not  corres- 
pond to  the  location  of  the  microadenoma.® 

Galactorrhea  has  been  found  in  a large  per- 
centage of  women  who  previously  have  been 
pregnant  or  on  oral  contraceptives.  If  prolactin 
levels  and  menstrual  function  are  normal,  galac- 
torrhea has  no  pathologic  significance.  The 
best  screening  test  for  hyperprolactinemia  has 
been  found  to  be  a random  prolactin  level;  stimu- 
lation and  suppression  tests  to  evaluate  prolac- 
tin dynamics  have  no  clinical  utility. 

In  large  series  of  women  with  hyperprolacti- 
nemia and  normal  sella  turcicas  who  were  suc- 
cessfully treated  with  bromocriptine  for  fertility 
induction,  the  incidence  of  gestational  pituitary 
tumor  enlargement  was  well  under  5$.  Reinstitu- 
tion of  bromocriptine  therapy  in  such  occurrences 
has  usually  resulted  in  rapid  regression  in  tumor 
size.  Coincidentally,  the  FDA  has  now  approved 
the  use  of  bromocriptine  for  treatment  of  infer- 
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tility  in  women  with  elevated  prolactin  levels 
but  normal  sella  turcicas  by  x-ray.  Women 
with  macroadenomas  have  a much  higher  rate 
of  visual  field  defects  occurring  during  preg- 
nancy, approaching  25$. 5 Therefore,  most  au- 
thorities still  recommend  surgical  resection  of 
pituitary  macroadenomas  prior  to  pregnancy 
induction. 

The  effectiveness  of  bromocriptine  in  reducing 
the  size  of  pituitary  macroadenomas  is  now  also 
well  documented.  More  than  90$  of  patients 
will  have  elevated  prolactin  levels  lowered;  in 
one  recent  large  series,  62$  had  regression  in 
tumor  size  as  measured  by  CT  scan  or  visual 
fields.7  The  reduction  in  tumor  bulk  is  often 
rapid  and  dramatic;  however,  it  persists  only 
as  long  as  therapy  is  continued,  with  tumor  en- 
largement appearing  virtually  within  days  of 
stopping  therapy.8  Therefore,  if  a macroade- 
noma is  treated  with  bromocriptine,  lifetime 
therapy  must  be  anticipated.  In  view  of  this, 
surgery  or  radiation  therapy  will  probably  con- 
tinue to  be  the  therapies  of  choice  for  macro- 
prolactinomas,  with  bromocriptine  being  used 
only  as  an  adjuvant  therapy. 

On  the  other  hand,  bromocriptine  can  be  ex- 
tremely useful  in  patients  who  have  failed  to 
be  cured  by  surgery  or  radiation  therapy.  The 
effective  dose  is  variable,  with  control  occasion- 
ally being  obtained  with  5 mg  daily,  and  oc- 
casionally not  being  obtained  by  doses  of  20  mg 
or  more  daily.  The  drug  is  expensive,  and  side 
effects  such  as  nausea  and  orthostatic  hypo- 
tension are  frequent. 

Many  questions  about  hyperprolactinemia  and 
pituitary  tumors  remain  unanswered.  What 
level  of  prolactin  is  associated  with  infertility? 
Rarely,  women  with  prolactin  levels  of  100-200 
mg/dl  conceive  spontaneously,  while  other  wom- 
en with  relatively  modestly  elevated  prolactin 
levels  of  30  or  40  mg/dl  may  remain  infertile 
until  bromocriptine  is  administered.  Do  all 
women  with  hyperprolactinemia  have  pituitary 
tumors,  or  in  some  is  the  elevation  due  to  hypo- 
thalamic overactivity  resulting  in  excessive  secre- 
tion of  prolactin  by  the  pituitary?  Some  women 
who  were  initially  thought  to  be  cured  surgically 
have  had  recurrent  hyperprolactinemia,4  and 
reports  of  circulating  prolactin-releasing  factor  in 
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women  with  hyperprolactinemia  have  appeared. 

Still  to  be  resolved  is  the  long  term  prognosis 
and  treatment  of  women  with  microadenomas 
There  is  now  a large  population  of  women  who 
have  secondary  amenorrhea  and  hyperprolac- 
tinemia with  normal  sella  turcicas.  Should  these 
women  be  subjected  to  radiation  therapy,  sur- 
gery, or  long  term  bromocriptine  therapy?  The 
low  estrogen  state  induced  by  hyperprolacti- 
nemia theoretically  results  in  accelerated  osteo- 
porosis, but  estrogen  replacement  therapy  is 
contraindicated  in  the  presence  of  a prolacti- 
noma. It  will  take  a long  period  of  time  and 
large  prospective  studies  to  resolve  this  troubling 
dilemma. 

William  L.  Jaffee,  M.D. 
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CONGENITAL  MALARIA  IN 
A CASE  REPORT 


A 25-day-old  infant  who  was  born  in  Delaware 
presented  with  intermittent  episodes  of  fever  for 
the  previous  week.  A peripheral  blood  smear 
taken  at  the  time  of  the  baby’s  admission  demon- 
strated intraerythrocytic  parasites  identified  as 
Plasmodium  vivax,  and  both  infant  and  maternal 
sera  contained  antibodies  to  this  species.  Ma- 
laria had  not  been  considered  in  the  mother,  al- 
though she  migrated  to  this  country  from  Cam- 
bodia. This  is  the  first  case  of  congenital  ma- 
laria reported  in  Delaware. 

Case  Report 

A 25-day-old  oriental  female  infant  was  ad- 
mitted to  Beebe  Hospital  on  August  6,  1981,  with 
episodes  of  fever  which  had  begun  four  days 
before.  The  child  had  been  delivered  at  the 
Beebe  Hospital.  Her  mother,  gravida  VI,  para 
V,  is  a 36-year-old  Cambodian  woman  who 
lived  in  Cambodia  until  1980,  and  then  stayed 
in  Thailand  for  one  year  before  emigrating  to 
Delaware.  During  her  pregnancy,  she  experi- 
enced episodes  of  fever  and  chills,  but  failed  to 
mention  them  to  her  physicians. 

Dr.  Virgilio,  a pathologist,  is  Director  of  Laboratories  at  Beebe 
Hospital,  Lewes,  Delaware. 

Dr.  Reddy  is  a pediatrician  practicing  in  Lewes,  Delaware. 

Ms.  Edge  is  a medical  technologist  in  the  Department  of  Hema- 
tology at  Beebe  Hospital,  Lewes,  Delaware. 
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The  infant  was  well  until  August  2,  1981, 
when  she  spiked  a temperature  of  103°F.  Fever 
recurred  again  two  days  later,  and  two  days  after 
that  with  the  temperature  reaching  104°F.  The 
baby  was  admitted  to  the  hospital  with  the  diag- 
nosis of  fever  of  unknown  origin. 

The  physical  examination  was  unremarkable. 
Laboratory  data  included  a total  white  count  of 
7,400  with  5%  polymorphonuclears,  85%  lympho- 
cytes, and  10%  mononuclear  cells.  The  hemo- 
globin was  11.6  gm/dl;  hematocrit  was  39.2%. 
A thin  film  of  the  peripheral  blood  revealed 
various  erythrocytic  stages  of  Plasmodium  vivax. 
No  parasites  could  be  detected  in  the  thick  or 
thin  smears  made  from  the  blood  of  the  mother 
or  other  family  members. 

Maternal  and  infant  serum  samples  were  sent 
to  the  Center  for  Disease  Control,  Atlanta, 
Georgia,  for  direct  immunofluorescent  antibodies 
against  malarial  parasites;  both  were  positive. 
The  results  of  these  studies  are  shown  in  Table 
1. 

The  infant  was  treated  with  chloroquine  phos- 
phate (40  mg  on  admission,  20  mg  six  hours 
later,  and  20  mg  at  24  and  48  hours  after  ad- 
mission). The  febrile  episodes  rapidly  abated; 
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within  24  hours  after  admission,  no  parasites 
were  detected  in  her  peripheral  blood.  The 
mother  was  subsequently  treated  with  chloro- 
quine  phosphate  and  primaquine  phosphate. 


TABLE  1 

Maternal  and  Infant  Antimalarial  Antibody  Titers 
Mother  Infant 


IGG 

IGM 

IGG 

IGM 

p. 

Vivax 

1024 

Neg. 

1024 

1024 

p. 

Falciparum 

256 

Neg. 

64 

16 

p. 

Malariae 

1024 

Neg. 

256 

64 

p. 

Ovale 

256 

Neg. 

64 

54 

Discussion 

The  influx  of  South  Asian  refugees  into  this 
country  in  the  recent  past  has  led  to  a dramatic 
increase  in  malaria.1  This  migration  has  also 
resulted  in  several  instances  of  congenital  ma- 
laria occurring  in  the  US.  A recent  report  has 
documented  eight  babies  with  congenital  ma- 
laria. Four  were  infected  by  P.  malariae,  three 
by  P.  vivax,  and  one  by  P.  falciparum .2  To  our 
knowledge,  ours  is  the  first  instance  of  congeni- 
tal malaria  of  any  type  occurring  in  Delaware. 

The  etiology  of  this  congenital  infection  ap- 
pears to  be  the  transmission  of  maternal  erythro- 
cytes containing  parasites  across  the  placenta 
into  the  fetal  circulation  during  pregnancy  or 


at  the  time  of  delivery.  There  is  presently  no 
explanation  for  the  discrepancy  between  the  inci- 
dence of  congenital  malaria  in  endemic  coun- 
tries (0.3%)  and  in  nonendemic  areas  (10%). 3 

The  clinical  characteristics  of  congenital  ma- 
laria include  fever,  anorexia,  hepatosplenomegaly 
and  hemolytic  anemia.3-4  Jaundice  is  rare.  The 
definitive  diagnosis  is  made  by  finding  malarial 
parasites  in  the  baby’s  blood.  Maternal  anti- 
bodies of  the  IGG  type  may  play  an  important 
role  in  the  prevention  of  this  disease,  since  they 
easily  pass  the  placental  barrier  to  enter  the 
fetal  blood.  This  passive  acquisition  of  anti- 
body may,  however,  serve  to  prolong  the  incu- 
bation period  of  the  disease.2 

The  presence  of  IGM  antimalarial  antibody  in 
the  infant,  as  was  detected  in  our  patient,  is  of 
diagnostic  importance.  This  antibody  indicates 
a primary  response  to  the  infective  parasite; 
it  has  been  demonstrated  in  the  majority  of  cases 
of  congenital  malaria.2 

Pregnancy  is  associated  with  an  increased  risk 
for  relapse  or  increased  parasitemia.  Prevention 
of  congenital  malaria  lies  in  educating  and  treat- 
ing women  in  malarial  areas.  The  treatment  of 
infants  born  with  congenital  malaria  is  with 
chloroquine  phosphate  10  mg/kg,  as  initial  dose, 
with  doses  of  5 mg/kg  given  6,  24,  and  48  hours 
later. 
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MALARIA  IN  DELAWARE 

To  the  Editor: 

The  Division  of  Public  Health  is  aware  of  the 
case  of  congenital  malaria  reported  by  Lawrence 
A.  Virgilio,  M.D.,  Santosh  Reddy,  M.D.,  and 
Maureen  Edge,  M.T.  (Del  Med 

The  malaria  rate  in  the  United  States  now  is 
similar  to  the  rate  that  existed  when  servicemen 
were  returning  from  Vietnam.  Specifically,  in 
the  Indochinese  refugee  population  for  the  fiscal 
year  1981,  1,400  cases  of  malaria  were  detected. 
The  total  estimated  population  of  Indochinese 
refugees  in  this  country  during  this  period  was 
130,000.  Approximately  60%  of  the  Indochinese 
in  this  country  have  some  type  of  parasitic  prob- 
lem; however,  since  the  life  cycle  of  these  para- 
sites involves  a return  to  the  soil,  and  since  this 
cycle  is  broken  by  the  method  of  sewage  dis- 
posal, the  problem  is  usually  self-limiting  in  this 
country. 

Delaware  data  indicate  that  three  malaria 
cases  were  reported  to  the  Division  of  Public 
Health  during  the  1980-81  calendar  year.  Of 
these,  two  were  new  cases  and  one  was  a case 
where  the  infected  person  gave  a previous  history 
of  malaria.  I am  not  aware  of  any  cases  of  con- 
genital malaria  in  Delaware  prior  to  the  report 
by  Virgilio,  Reddy  and  Edge. 

Dr.  Ira  Schwartz  of  the  Parasitic  Disease 
Unit  of  the  Centers  for  Disease  Control  is  inter- 
ested in  any  occurrence  of  congenital  malaria  in 
Delaware.  He  would  be  willing  to  be  a further 
resource  for  any  questions  regarding  congenital 
malaria,  both  on  an  individual  case  basis  and 
nationwide. 

George  Bender,  M.D. 

Dr.  Bender  is  Acting  Director  of  the  Division  of  Public  Health, 
Department  of  Health  and  Social  Services  of  the  State  of  Delaware. 
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"THE  ELEPHANT  MAN" 

To  the  Editor: 

Von  Recklinghausen’s  disease  received  much 
publicity  during  the  past  year,  first  on  the  famous 
infamous  soap  opera  “Dallas,”  next,  by  means 
of  an  excellent,  sensitive  stage  play  “The  Ele- 
phant Man,”  then,  in  a diluted  version  of  the  play 
presented  on  the  screen,  and  lastly,  by  the  news 
media  reporting  the  first  successful  surgical  re- 
moval in  Philadelphia  of  a young  woman’s  facial 
neurofibromata. 

One  who  travels  has  stories  to  tell  and  one 
who  got  old  has  stories  to  tell.  And,  there  is 
another  saying:  A picture  is  worth  a thousand 
words.  Here  then  is  a photograph  taken  by  me 
in  the  fall  of  1951  of  a 62-year-old  man  who  had 
extensive  neurofibromatosis. 


O.  J.  Pollak,  M.D.,  Ph.D. 
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ON  CHAPERONING  THE  FEMALE  PELVIC  EXAM 

To  the  Editor: 

Mr.  Clyman’s  paper  in  a recent  issue  of  the 
Delaware  Medical  Journal 1 presents  some  im- 
portant topics  which  need  further  discussion. 
His  subject  raises  very  strong  emotional  feelings 
in  doctors  who  defend  against  these  feelings  by 
denial,  repression,  and  projection.  I would  have 
found  Mr.  Clyman’s  article  more  helpful  if  he 
had  prefaced  it  by  explaining  why  this  subject 
raises  such  strong  feelings,  and  that  anger,  frus- 
tration, and  projection  are  all  normal  ways  phy- 
sicians deal  with  this  complex  and  upsetting  sub- 
ject. Perhaps  also  the  author  could  have  sug- 
gested some  guidelines  to  lessen  the  risk  of  being 
accused  of  provocative  sexual  behavior.  It  would 
really  help  if  all  patients  were  interviewed 
clothed  so  that  the  patient  doesn’t  start  off  with 
a feeling  of  being  demeaned.  If  the  biopsycho- 
social approach  to  history  taking  is  used  ( Engel 
and  Morgan),2  so  that  the  patient  feels  that  the 
doctor  really  is  interested  and  concerned  about 
what  is  troubling  her,  there  is  also  less  likelihood 
of  a buildup  of  anger,  of  accusations,  or  of  law- 
suits. 

Anthony  H.  Labrum,  M.D. 

Dr.  Labrum  is  Associate  Professor  of  Obstetrics-Gynecology  and 
of  Psychiatry,  and  Director  of  the  Division  of  Psychosomatic  Ob- 
stetrics-Gynecology at  the  University  of  Rochester  Medical  Center, 
Rochester,  New  York. 


REFERENCES 

1.  Clyman  CG.  Why  do  we  chaperone  the  female  pelvic  exam? 
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2.  Engel  G,  Morgan  W.  Interviewing  the  patient.  Philadelphia: 
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««  MS  M? 

RARE  MEAT  OR  NO  RARE  MEAT? 

To  the  Editor: 

The  directions  given  for  use  of  Hemoccult  II 
slides  (Smith  Kline  Diagnostic),  which  test  for 
fecal  occult  blood,  specify  that  no  rare  meat 
should  be  eaten  within  48  hours  of  performing 
the  test  in  order  to  prevent  false  positive  results. 
I recently  tested  the  necessity  for  this  admoni- 
tion by  eating  rare  steak  for  dinner,  Vz  to  3/4 
pounds,  daily  for  three  days,  testing  my  stools 
before,  during,  and  after  the  three  days..  Every 
one  of  my  tests  was  negative,  indicating  that 
eating  rare  meat  need  not  necessarily  cause  false 
positive  Hemoccult  II  (SKD)  results.  As  vita- 
min C supplements  have  been  reported  to  cause 
false  negative  results,  no  vitamin  supplements 
were  taken  during  the  period  of  the  experiment.1 

The  support  of  the  Department  of  Family 
Practice  at  the  Wilmington  Medical  Center  in 
providing  the  steak  is  gratefully  acknowledged. 

Jeffrey  J.  Bowers 

Mr.  Bowers  is  a third-year  medical  student  at  Jefferson  Medical 
College. 
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HYPONATREMIA:  AN  APPROACH  TO 
DIFFERENTIAL  DIAGNOSIS  AND 
THERAPY 


Robert  Waldman,  M.D. 
Robert  G.  Narins,  M.D. 


Hyponatremia  (low  serum  sodium)  is  by  far 
the  most  frequently  encountered  electrolyte  ab- 
normality. Although  the  list  of  etiologies  of 
hyponatremia  is  increasingly  and  bewilderingly 
long,  mastery  of  a few  simple  physiological  con- 
cepts allows  one  comfortably  to  classify  and 
diagnose  all  cases.  Having  physiologically  and 
clinically  identified  the  cause  of  hyponatremia, 
physicians  can  then  plan  rational  therapy. 
Introductory  Terms  and  Concepts 

Water  comprises  approximately  60%  of  body 
weight;  two-thirds  of  this  water  resides  in  cells 
(intracellular  fluid,  ICF),  while  the  remainder 
is  confined  to  the  extracellular  space  ( extracellu- 
lar fluid,  ECF).  (Figure  1)  A TO  kg  man,  there- 
fore, has  42  liters  of  total  body  water  (TBW), 
28  liters  of  which  is  ICF  and  14  liters  is  ECF. 
Extracellular  fluid  is  further  subdivided  into 
plasma  volume,  one  fourth  of  ECF  or  5%  of 
body  weight  (3.5  liters),  and  interstitial  fluid 
( ISF ) , three  fourths  of  ECF  or  15%  body  weight 
(10.5  liters). 

Sodium  and  its  attendant  anions,  primarily 
chloride  and  bicarbonate,  comprise  almost  the 
entire  solute  content  of  ECF.  (Figure  2)  Under 
normal  conditions,  urea  and  glucose  contribute 
only  2 to  4%  of  the  solute  concentration  (osmo- 

Dr.  Waldman  is  Fellow  in  Nephrology  at  Temple  University 
Health  Sciences  Center,  Philadelphia. 

Dr.  Narins  is  Professor  of  Medicine  and  Chief  of  the  Renal 
Section  at  Temple  University  Health  Sciences  Center,  Philadelphia, 

This' paper  is  an  adaptation  of  a presentation  to  the  Department 
of  Medicine,  Wilmington  Medical  Center. 
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lality)  of  the  ECF.  Potassium,  phosphate,  and 
proteins  add  little  to  ECF  solute  but  are  the 
major  osmotically  active  particles  in  the  intra- 
cellular compartment. 

The  transcellular  distribution  of  water  is 
governed  by  the  difference  in  solute  concentra- 
tion on  either  side  of  the  water  permeable  cell 
membrane.  Rapid,  almost  instantaneous,  redis- 
tribution of  water  prevents  development  of  trans- 
cellular osmolar  gradients.  When  ECF  osmo- 
lality increases,  solute-free  water  moves  from 
cells  to  extracellular  space,  simultaneously  ren- 
dering cells  more  concentrated  and  the  ECF 
more  dilute.  Water  movement  ceases  when 
ICF  - ECF  solute  concentration  gradients  are 
erased.  Conversely,  when  the  ECF  osmolality 
is  reduced,  water  moves  into  cells  and  in  a similar 
fashion  reestablishes  equality  of  ICF  and  ECF 
osmolality,  albeit  at  a lower  value  than  normal. 
Thus,  freedom  of  water  movement  demands  that 
intracellular  and  extracellular  osmolality  always 
remain  equal. 

Effective  osmols  are  those  largely  restricted 
to  a given  fluid  component,  eg,  Na  or  K.  The 
accumulation  or  loss  of  these  particles  and  the 
transcellular  osmotic  gradient  so-created,  causes 
water  redistribution  between  ICF  and  ECF. 
Ineffective  osmols  accumulate  equally  in  ICF  and 
ECF,  thereby  precluding  development  of  osmotic 
gradients  and  therefore  do  not  alter  the  volume 
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of  the  fluid  compartments.  Urea,  which  is  freely 
permeable  to  cell  membranes,  exemplifies  an  in- 
effective osmol;  azotemia  equally  elevates  cellu- 
lar and  extracellular  osmolality  and  therefore 
does  not  cause  redistribution  of  ICF  and  ECF. 
Glucose,  however,  is  an  effective  osmol  since  its 
intracellular  concentration  is  always  much  lower 
than  its  concentration  outside  the  cell  regardless 
of  the  level  of  extracellular  hyperglycemia  be- 
cause of  rapid  intracellular  catabolism  of  glu- 
cose. 

Since  Na  and  its  anions  account  for  the  vast 
bulk  of  ECF  osmols,  hypernatremia  and  hypo- 
natremia are  synonymous  with  hypertonicity  and 
hypotonicity  of  the  ECF.  (Table  1)  As  the 
osmolality  and  tonicity  of  ECF  and  ICF  are 
always  equal,  hypernatremia  and  hyponatremia 
actually  define  tonicity  of  all  body  fluids. 

Total  serum  osmolality  can  be  closely  esti- 
mated by  doubling  the  sodium  concentration 
( to  account  for  accompanying  anions ) and  add- 
ing the  contribution  of  glucose  and  urea  by 
dividing  glucose  (mg/dl)  by  18  and  urea  (mg/ 

FIGURE  I:  BODY  FLUID  COMPARTMENTS 
(70  Kg  MAN) 

, TOTAL  BODY  FLUID  . 

60%  BODY  WT.  (Kg)  = 42  L 1 


40%  BODY  WT(Kg)  = 28  L 20%  BODY  WT(Kg)  = 14  L 

(2/3  BODY  FLUID)  (1  /3  BODY  FLUID) 


dl)  by  2.8.  This  process  converts  mass  units  to 
osmolar  units  (mOsm). 

Serum  Osm 

glucose  BUN 

( mOsm ) = 2 (Na+)  -\ 1 

18  2.8 

Effective  serum  osmolality  is  the  sum  of  contri- 
butions from  electrolytes  and  glucose  but  not 
urea  (see  above). 

Hypothalamic  receptors  closely  monitor  serum 
osmolality.  Slight  increments  (1-3%)  ineffective 
ECF  osmolality  stimulate  release  of  antidiuretic 
hormone  (ADH)  which,  in  turn,  causes  renal 
water  retention,  thereby  helping  to  reestablish 
normal  or  isotonic  body  fluid.  Similarly,  reduc- 
tion of  ECF  tonicity  suppresses  ADH  release, 
thereby  effecting  a water  diuresis  which  increases 
body  fluid  osmolality,  returning  it  toward  normal. 

The  kidney  modifies  body  fluid  tonicity  by  ex- 
creting a filtrate  of  plasma  which  can  be  iso- 
tonic, hypotonic,  or  hypertonic  to  the  blood 
filtered  at  the  glomerulus.  When  the  electro- 
lyte concentration  of  urine  is  equal  to  that  of 
plasma  (ie,  isotonic  urine),  then  urinary  loss 
reduces  body  fluid  volume  without  altering  its 
effective  osmolality.  This  would  be  analogous 
to  siphoning  off  fluid  from  a barrel  of  saline. 
The  volume  remaining  in  the  barrel  is  dimin- 
ished, but  the  concentration  of  the  remaining 
salt  solution  is  unchanged. 

Excretion  of  hypotonic  urine  effects  loss  of 
electrolyte  with  proportionately  more  water  than 
exists  in  plasma.  In  essence,  the  kidney  adds 
water  to  the  isotonic  urine  described  above.  Loss 
of  body  electrolyte  with  excessive  amounts  of 
water  causes  remaining  body  fluid  to  be  reduced 
in  volume  but  increased  in  concentration.  This 
would  be  analogous  to  siphoning  off  one  liter 
of  saline  from  the  barrel  and  then  also  allowing 
one  liter  of  water  to  evaporate  from  the  remain- 
der. In  aggregate,  the  barrel  loses  two  liters 
of  fluid,  but  the  concentration  of  salt  remaining 
is  increased  due  to  excessive  water  loss. 

If  the  excreted  glomerular  filtrate  contains 
electrolyte  at  a concentration  exceeding  that  of 
plasma,  proportionately  less  water  is  excreted. 
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and  the  reduction  of  body  fluid  volume  is  asso- 
ciated with  hypotonicity.  This  would  be  similar 
to  siphoning  off  two  liters  of  normal  saline  con- 
taining 140  mmoles  of  NaCl  per  liter  (280 
mmoles  in  aggregate)  from  the  barrel  and  then 
returning  one  liter  of  electrolyte-free  water. 
The  barrel’s  volume  is  reduced  by  one  liter  but 
since  proportionately  more  NaCl  was  lost,  the 
remaining  solution  is  hypotonic. 

Thus,  the  ability  of  the  kidney  to  modify  in 
a regulated  fashion  the  proportionality  of  electro- 
lyte and  water  excreted  allows  for  renal  regula- 
tion of  body  fluid  concentration.  The  kidney’s 
ability  to  regulate  water  excretion  relies  upon 
several  unique  but  easily  understood  anatomic 
and  physiological  properties  of  the  distal  neph- 
ron, ie,  the  thick  ascending  limb  of  Henle’s  loop 
(TALOH),  the  distal  convoluted  tubule  (DCT), 
and  the  collecting  duct  (CD).  Under  all  physi- 
ological and  pathological  circumstances,  the 
TALOH  remains  impermeable  to  water  but  ac- 
tively transports  NaCl  from  the  lumen  to  the 
interstitium  of  the  renal  medulla.  This  process 
concurrently  dilutes  the  lumenal  filtrate  while 
rendering  the  medullary  interstitium  hyper- 
tonic. The  distal  delivery  of  a NaCl-rich  fil- 
trate and  the  separation  of  solute  from  solvent 
are  the  first  key  steps  in  the  renal  regulation  of 
water  excretion.  Filtrate  emerging  from  the 
TALOH  into  the  DCT  is  very  hypotonic.  In 
the  absence  of  ADH,  as  would  occur  physio- 
logically when  water  has  been  ingested  in  excess 
or  pathologically  as  in  central  diabetes  insipidus, 
the  remainder  of  the  nephron  (DCT,  CD)  re- 
mains “waterproof,”  allowing  the  newly  diluted 
filtrate  to  be  excreted.  In  this  manner,  ingested 
water  is  excreted  in  excess  of  electrolyte,  thereby 
preventing  dilution  of  body  fluids. 

Factors  that  impair  the  renal  diluting  capacity 
predispose  to  water  retention  and  hyponatremia. 
Such  factors  include  excessive  and  unregulated 
secretion  of  ADH  (ie,  syndrome  of  inappropriate 
ADH  secretion,  SIADH)  and  phenomena  that 
reduce  the  volume  of  glomerular  filtrate  or  the 
fraction  of  filtrate  delivered  to  distal  diluting 
sites.  Causes  of  progressive  renal  failure  inex- 
orably reduce  the  daily  volume  of  glomerular 
filtrate,  and,  of  necessity,  reduce  the  kidney’s 
ability  to  excrete  electrolyte-free  water.  Con- 
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traction  of  the  ECF  volume  and  a variety  of 
edema  forming  states  enhance  proximal  sodium 
and  water  reabsorption,  diminishing  distal  sodium 
delivery  and  thereby  reducing  the  distal  neph- 
ron’s capacity  to  create  and  excrete  a dilute  urine. 
Hypalbuminemic  states,  congestive  heart  failure, 
and  hemorrhage  represent  such  states. 

For  a more  thorough  discussion  of  the  diluting 
and  concentrating  mechanism,  readers  are  refer- 
red to  several  recent  reviews.1*3 

Approach  to  Hyponatremia 

Hyponatremia  most  often  is  first  discovered 
serendipitously  by  routine  analysis  of  serum 
electrolytes.  It  may,  however,  be  suspected 
from  a patient’s  complaints,  from  the  presence  of 
a clinical  disorder,  or  awareness  of  drug  therapy 
known  to  predispose  to  hyponatremia.  Gener- 
ally, hyponatremic  patients  are  asymptomatic 
but  they  can  also  present  with  nonspecific  cen- 
tral nervous  system,  gastrointestinal,  or  musculo- 
skeletal symptoms  or  signs.  Examples  of  such, 
findings  include  neuromuscular  irritability,  sei- 
zures, dementia,  lethargy,  confusion,  stupor, 
coma,  nausea,  and  vomiting.  The  severity  of 
these  symptoms  correlates  best  with  the  rapidity 
with  which  the  serum  sodium  concentration  has 


FIGURE  II:  DISTRIBUTION  OF  SOLUTE  BETWEEN 

EXTRACELLULAR  AND  INTRACELLULAR  SPACE 
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Mg2+ 

17.0 

34.0 

Mg2+ 

0.55 

1.1 
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Proteins 
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54.0 

Proteins 
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14.0 
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90.0 
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'largely  represents  organic 
phosphates  such  as  ATP 
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decreased  rather  than  the  absolute  value  it  has 
reached. 

Determination  of  the  serum  osmolality  allows 
for  separation  of  hyponatremic  disorders  into 
those  associated  with  hypertonic,  isotonic,  or 
hypotonic  body  fluid.  (Figure  3)  Hypertonic 
hyponatremia  is  brought  about  by  accumulation 
of  an  effective  ECF  osmol,  eg,  glucose,  which 
withdraws  sodium-free  water  from  cells,  thereby 
increasing  the  solute  concentration  of  ICF  while 
diluting  serum  sodium.  Isotonic  hyponatremias 
are  caused  by  extracellular  accumulation  of  iso- 
tonic fluid,  eg,  following  infusion  of  isotonic 
mannitol  and  glycine.  Since  the  tonicity  of  this 
solution  equals  that  of  plasma  and  ICF,  osmotic 
gradients  are  not  established.  The  fluid  is  so- 
dium-free, therefore  serum  sodium  is  diluted. 
Hyperlipidemic  or  hyperproteinemic  states  dis- 
place water  from  each  unit  of  plasma.  As  sodium 
only  distributes  in  plasma  water,  and  since  each 
unit  of  plasma  contains  less  water,  the  concen- 
tration of  sodium  expressed  per  liter  of  total 
plasma  must  decrease.  Sodium  concentration 
per  liter  of  remaining  plasma  water  is  normal. 
Assays  responsive  to  solute  or  sodium  concen- 
tration per  liter  of  plasma  water,  such  as  mea- 
surements of  serum  osmolality  or  assays  of  serum 
sodium  with  ion-specific  electrodes,  yield  normal 
values  (see  below).  Standard  SMA-6,  which 
is  done  by  flame  photometry,  assays  total  serum 
sodium,  which  is  lower  than  normal  under  these 
conditions.  Hypotonic  hyponatremia  is  most 
common,  and  it  is  very  useful  to  classify  patients 
as  to  their  ECF  volume.  Patients  present  with 
reduced  ECF  volume  (hypovolemic  hypotonic 
hyponatremia ) , with  expanded  ECF  volume 
(hypervolemic  hypotonic  hyponatremia),  and 
lastly,  with  clinically  normal  ECF  volume  (iso- 
volemic  hypotonic  hyponatremia). 

Hypertonic  Hyponatremia  (Figure  3) 

When  serum  sodium  concentration  is  low  but 
serum  osmolality  elevated,  another  osmotically 
active  solute  other  than  an  electrolyte  must  be 
present  in  the  ECF.  This  effective  osmol  attracts 
sodium-free  ICF  into  the  ECF,  thereby  diluting 
serum  sodium  concentration.  Glycerol,  mannitol, 
glycine,  and  glucose  are  the  solutes  most  com- 
monly implicated  in  the  hypertonic  hypona- 
tremias. The  hyponatremia  accurately  reflects 
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the  ECF  sodium  concentration,  and  since  only 
the  distribution  or  compartmentalization  of  body 
water  has  changed,  body  weight  and  total  body 
water  remain  unchanged.  Each  100  mg/dl  in- 
crease in  blood  sugar  lowers  serum  sodium  by 
1.6  mM.  Thus,  if  blood  sugar  increases  from 
100  mg/dl  to  1100  mg/dl,  ie,  an  increase  of  ten 
100  mg/dl,  then  serum  sodium  concentration 
should  decrease  by  16  mM  (10  x 1.6  mM).  Cor- 
rection of  hypertonic  hyponatremia  requires  only 
discontinuation  and  elimination  of  the  offending 
solute.  Fluid  losses  from  any  ensuing  osmotic 
diuresis  should  be  replaced. 

Isotonic  Hyponatremia 

Sodium  is  present  only  in  the  aqueous  phase 
of  plasma  which  is  93%  of  each  liter,  while  the 
remaining  7%  is  essentially  electrolyte-free,  con- 
taining fats,  proteins,  and  other  organic  solutes. 
Addition  of  protein  or  lipid  to  blood  expands 
the  plasma  volume  and  displaces  electrolyte- 
containing  water  from  plasma,  causing  each 
newly  constituted  liter  to  contain  more  electro- 
lyte-free solid,  less  water,  and  consequently  less 
sodium.  The  concentration  of  sodium  in  the 
remaining  plasma  water,  of  course,  remains  nor- 
mal. 

If  the  clinical  laboratory  measures  sodium  in 
total  serum,  the  value  will  be  low  in  hyperlipi- 
demic and  hyperproteinemic  states,  since  each 
liter  of  serum  contains  less  sodium  and  water. 
Sodium-specific  electrodes,  used  in  the  newer 
screening  tests,  respond  to  the  concentration  of 
sodium  in  each  liter  of  water.  Therefore,  a low 
flame  photometric  value  (standard  SMA-6)  but  a 
normal  electrode  value  for  sodium  suggests  the 
presence  of  hyperlipidemia  or  hyperproteinemia. 
These  “pseudohyponatremias”  do  not  require 
specific  therapy.  Any  hyperlipidemic  state,  or 
such  hyperproteinemic  states  as  myeloma,  or 
macroglobulinemia  may  cause  it. 

Hypotonic  Hyponatremia  (Figure  3) 

Hypervolemic  hypotonic  hyponatremia  is  char- 
acterized by  edema  and  is  seen  with  congestive 
heart  failure,  nephrotic  syndrome,  chronic  liver 
disease,  and  other  hypoproteinemic  states.  These 
sodium-retaining  states,  by  stimulating  proximal 
reabsorption,  limit  distal  sodium  delivery  and 
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thereby  impair  renal  diluting  capacity,  sensitiz- 
ing patients  to  water  retention  and  hyponatremia. 
Inappropriately  increased  amounts  of  circulating 
ADH  augment  the  water  retention  complicating 
CHF.  Urinalysis  typically  reveals  an  increased 
specific  gravity  and  osmolality  and  a decreased 
urinary  sodium  concentration  ( <20  mM).  Ther- 
apy entails  restriction  of  sodium  and  water  be- 
cause administration  of  saline  only  results  in 
further  expansion  of  ECF  volume,  increased 
edema,  and  potential  worsening  of  the  patient’s 
clinical  situation.  Judicious  use  of  diuretics,  ino- 
tropic, and  vasodilating  agents  is  of  course  indi- 
cated in  appropriate  settings. 

Hypovolemic  hypotonic  hyponatremia  ( Figure 
3)  complicates  disorders  associated  with  loss  of 
ECF  volume.  These  sodium  and  water  losses 
occur  from  renal  or  gastrointestinal  excretion. 
Volume  contraction  caused  by  redistribution  of 
fluid  from  the  vascular  to  the  interstitial  space 
also  sensitizes  to  hyponatremia.  All  causes  of 
hypovolemia  stimulate  ADH  release  while  GI 
fluid  losses  stimulate  proximal  sodium  retention; 
both  events  limit  renal  water  excretion.  It  should 
be  noted  that  hypovolemia  and  hypotonicity  have 
opposite  effects  on  ADH  secretion.  Because  hy- 
povolemia is  the  dominating  force,  continued 
hormone-induced  water  retention  occurs  despite 
hypotonicity.  Adrenal  insufficiency  and  most 
diuretics  impair  distal  sodium  reabsorption, 
thereby  directly  impairing  dilution,  and  the  con- 
sequent ECF  volume  depletion  stimulates  proxi- 
mal sodium  reabsorption  which  further  limits 
diluting  capacity.  Ingested  or  parenteral  water 
is  retained,  and  because  renal  and  GI  sodium 
and  water  losses  are  partially  replaced  with 
electrolyte-free  water,  hyponatremia  evolves. 

Hypotension,  tachycardia  with  postural  accen- 
tuation, and  diminished  skin  turgor  are  charac- 
teristic features  of  these  disorders.  Urinary 
sodium  concentration  is  less  than  20  mM  and 
osmolality  greater  than  350-400  when  GI  dis- 
orders and  redistribution  of  intravascular  volume 
are  causative.  If  on-going  renal  disease  or  diu- 
retics are  at  fault,  urinary  sodium  concentration 
will  be  higher  and  urinary  osmolality  lower. 

Regardless  of  etiology,  these  entities  are  all 
characterized  by  volume  depletion,  so  the  first 
priority  of  therapy  should  be  to  protect  the  circu- 


FIGURE  III:  DIFFERENTIAL  DIAGNOSIS  OF  HYPONATREMIA 
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lation.  If  volume  depletion  is  severe,  intravas- 
cular volume  should  be  expanded  with  isotonic 
saline  or  colloids  such  as  albumin  or  fresh  frozen 
plasma.  The  cause  of  volume  depletion  should 
be  addressed,  ie,  diuretics  discontinued,  steroids 
administered,  diarrhea  treated,  etc. 

Clinically  defined  isovolemic  hypotonic  hypo- 
natremia is  most  commonly  encountered  in  pa- 
tients with  SIADH.  Although  these  patients 
typically  retain  two  to  three  liters  of  extra  fluid, 
this  small  degree  of  expansion  is  not  clinically 
detectable.  Two  thirds  of  retained  water  re- 
mains inside  cells  and  three  quarters  of  the  re- 
maining liter  ( 750  ml ) distributes  throughout  the 
ISF.  Since  the  ISF  must  expand  by  four  to  five 
liters  before  edema  becomes  clinically  demon- 
strable, it  is  not  surprising  that  these  patients 
remain  clinically  isovolemic.  The  mild  ECF 
volume  expansion  that  does  exist  evokes  a mild 
natriuresis  that  further  lessens  the  visibility  of 
retained  water  and  allows  patients  to  excrete 
their  daily  ingested  intake  of  sodium.  That 
urine  reflects  dietary  sodium  intake  is  a classical 
feature  of  SIADH,  distinguishing  it  from  non- 
renal  causes  of  hypovolemic  hyponatremia  and 
all  causes  of  hypervolemic  hyponatremia  in 
which  urinary  sodium  concentration  is  typically 
diminished. 
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Criteria  for  the  diagnosis  of  SIADH  include: 
1)  absence  of  edema,  2)  absence  of  dehydration, 
3)  presence  of  hyponatremia,  4)  normal  renal 
function,  5)  normal  adrenal  and  thyroid  func- 
tion, 6)  urine  sodium  reflective  of  dietary  intake, 
7)  urine  osmolality  that  is  higher  than  antici- 
pated for  that  degree  of  hyponatremia,  ie,  urine 
that  is  less  than  maximally  dilute.  Generally  a 
decrease  of  3 % in  plasma  sodium  concentration 
completely  inhibits  ADH  secretion,  and  urine 
osmolality  decreases  to  values  below  100  mOsm. 
Many  disorders  and  various  drugs  have  been 
incriminated  as  etiologies  of  SIADH.  (Table  1) 

Treatment  of  asymptomatic  SIADH  is  best 
accomplished  by  fluid  restriction  and  attempts 
to  control  the  inciting  cause  of  hormone  release. 
Symptomatic  patients  require  more  vigorous 
therapy  which  is  aimed  at  removing  excess  body 
water.  The  concepts  underlying  this  therapy 
are  as  follows.  Potent  diuretics  generate  large 
volumes  of  urine  containing  sodium  at  a con- 
centration below  that  of  plasma.  The  object 
of  therapy  is  to  maintain  the  patients  body 
sodium  content  unchanged  while  allowing  uri- 
nary water  to  be  excreted.  For  example,  re- 
peated doses  of  furosemide  ( eg,  40-120  mg  every 
two  to  three  hours)  are  given  to  maintain  a one 
liter  per  hour  urine  volume,  with  a urinary 
sodium  concentration  of  75  mM.  If  these  75 
mmoles  of  excreted  sodium  are  returned  to  the 
patient  in  145  ml,  ie,  giving  145  ml  of  3%  NaCl 
solution,  then  total  body  sodium  remains  un- 
changed, but  855  ml  of  water  are  lost  ( 1000  ml 
urine  minus  145  ml  of  intravenous  fluid).  Thus, 
replacement  of  large  volume  hyponatric  urinary 
losses  with  low  volume  hypematric  solutions 
effects  brisk  water  diuresis  and  return  of  serum 
sodium  concentration  toward  normal.  This  treat- 
ment protocol  should  be  carried  out  in  an  inten- 
sive care  setting. 

Other  entities  that  can  cause  hyponatremia 
associated  with  apparent  isovolemia  include 
water  intoxication,  “reset  osmostat,”  and  hyper- 
thyroidism. Acute  water  intoxication  can  be  a 
life-threatening  event  and  occurs  from  iatrogenic 
causes.  It  is  more  common  in  mentally  dis- 
turbed subjects  who  for  unexplained  reasons 
become  obsessed  with  the  need  for  water.  The 
psychic  disorder  is  associated  with  inappropriate 

174 


release  of  ADH,  thereby  limiting  the  kidney’s 
ability  to  excrete  the  monsoon  quantities  of  water 
ingested.  The  postop  setting  is  also  associated 
with  increased  ADH  release  triggered  by  pain, 
opiates,  and  barbiturates,  making  these  subjects 
likely  to  develop  hyponatremia  from  the  adminis- 

TABLE  1 

CAUSES  OF  SIADH 

TUMORS 

Lungs  (oat  cell)) 

Pancreas 
Duodenum 
Renal  CA 
Lymphoma 

PULMONARY  DISEASES 

Viral,  Bacterial  Pneumonia 
Tuberculosis 
Aspergillosis 
Lung  Abscess 

CNS  DISORDERS 

Encephalitis 
Meningitis 
Acute  Psychosis 
Stroke 

Acute  Intermittent  Porphyria 
Tumor 

Brain  Abscess 
Trauma 

Subdural  Hematoma,  Hemorrhage 
Subarachnoid  Hemorrhage 

DRUGS 

Chlorpropamide* 

Tolbutamide 

Nicotine 

Clofibrate 

Acetaminophen  (Tylenol,  McNeil  Consumer 
Products) 

Morphine 

Barbiturates* 

Vincristine* 

Cyclophosphamide*  (Cytoxan,  Mead  Johnson) 
Carbamazepine  (Tegretol,  Geigy) 

•These  drugs  have  caused  clinically  significant  hyponatremia, 
while  the  others  are  only  potential  causes. 
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tration  of  dilute  parenteral  fluids.  Patients  with 
a “reset  osmostat”  differ  from  those  with  classical 
SIADH  in  their  ability  to  excrete  a water  load, 
for  they  respond  normally  to  fluid  challenges 
except  that  their  osmoregulatory  system  protects 
a serum  sodium  of  125-130  mM  instead  of  140 
mM.  Their  “osmostat”  has  been  reset  to  a new 
lower  value;  water  loading  suppresses  ADH  and 
water  restriction  stimulates  it,  and  the  hormone 
secretion  oscillates  around  a serum  sodium  con- 
centration of  125-130  mM.  Chronic  debilitat- 
ing diseases  such  as  active  tuberculosis,  carci- 
noma, and  malnutrition  are  underlying  illnesses 
which  occasionally  cause  this  syndrome.  No 
specific  therapy  is  required  for  the  hyponatremia. 
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Deaths 


HARRY  J.  REPMAN,  M.D. 

Harry  J.  Repman  died  December  21,  1981,  as 
the  result  of  a cerebrovascular  accident. 

Dr.  Repman  obtained  his  premedical  educa- 
tion at  Allegheny  College,  and  he  graduated 
from  the  Thomas  Jefferson  Medical  College  in 
1941.  Following  the  completion  of  urological 
residencies  in  Philadelphia  and  Canada,  he  came 
to  Wilmington  in  1948.  During  World  War  II, 
he  served  in  the  Army  Medical  Corps  as  Bat- 
talion Surgeon  to  the  104th  Division. 

During  1966,  Harry  was  president  of  the  Dela- 
ware Academy  of  Medicine.  He  was  an  author- 
ity concerning  early  American  firearms. 

His  first  wife,  Nancy,  died  suddenly  in  1977. 
Surviving  are  his  second  wife,  Dorothy;  a son, 
Frederick;  and  four  daughters,  Martha,  Jean, 
Polly,  and  Elizabeth.  Also  surviving  are  two 
stepdaughters  and  three  grandchildren. 

Contributions  in  his  memory  are  being  sent 
to  the  Harry  J.  Repman,  M.D.  Scholarship  Fund, 
Thomas  Jefferson  University  Development  Office, 
625  Scott  Building,  Philadelphia,  Pennsylvania 
19107. 

Charles  M.  Bancroft,  M.D. 
% «£ 

HARRY  TAYLOR,  M.D. 

Harry  Taylor  died  suddenly  November  9, 1981. 

Dr.  Taylor  graduated  from  Temple  Univer- 
sity Medical  School  in  1937.  During  World  War 
II,  he  served  in  the  Army  Medical  Corps. 

A former  president  of  the  Delaware  Academy 
of  General  Practice  and  past  president  of  the 
staff  of  the  former  Wilmington  General  Hospital, 
Dr.  Taylor  was  in  family  practice  in  Wilmington 
from  1939  until  his  death.  From  1960  until  1976, 


he  was  the  first  medical  director  of  the  Kutz 
Home. 

His  wife,  Bertha,  and  two  daughters,  Judy 
Vogel  and  Ruth  Handler,  survive. 

The  Kutz  Home,  704  River  Road,  Wilmington, 
Delaware  19809,  is  accepting  contributions  in  his 
memory. 

Charles  M.  Bancroft,  M.D. 
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PSYCHOLOGY  IN  PRACTICE 
A JUNGIAN  PERSPECTIVE 


Fred  B.  Rogers,  M.D. 


Carl  G.  Jung  (1875-1961),  the  Swiss  psychia- 
trist who  originated  analytical  psychology,  said 
that  psychology  belongs  as  much  to  the  physi- 
cian’s training  as  anatomy  to  that  of  the  surgeon. 
He  and  his  followers  have  contributed  to  our 
knowledge  of  the  mind  in  many  ways.  Analytical 
psychology  is  both  a theory  that  attempts  to  ex- 
plain human  behavior  and  a method  of  psycho- 
therapy. This  imaginative  approach  contains 
just  as  much  benefit  for  the  so-called  well  person 
as  for  the  one  who  is  psychologically  disturbed.1 
Dr.  Jung  did  not  have  today’s  knowledge  of 
neurotransmitters  or  evidence  from  altered  states 
of  consciousness  and  split-brain  patients,  but 
his  insights,  derived  from  depth  psychology, 
helped  point  the  way  to  these  wonders. 

Carl  Jung  and  his  colleagues  have  studied 
behavior,  personality,  and  the  stages  of  life  in 
chiefly  normal  context.  The  abnormal,  they 
agree,  is  really  a disturbed  normal  functioning. 
In  his  teachings,  Jung  was  primarily  concerned 
with  self-knowledge,  not  with  sick  people.  “Be- 
come the  person  you  are”  may  be  seen  as  the 
basis  of  his  philosophy,  or  what  he  called  the 
process  of  individuation.  In  recent  years  a “con- 
sciousness revolution”  has  occurred;  the  current 
holistic  movement  in  mental  health  care  owes 
much  to  the  Sage  of  Zurich.2  (Figure  1) 

Analytical  psychology  is  cultural  in  focus, 
drawing  as  it  does  on  anthropology,  sociology, 
and  theology.  There  is  at  present  a revival  of 
interest  in  Jungianism,  a psychological  system 
that  makes  room  for  religious  man.  It  seeks 
categories  such  as  the  complex,  archetype,  and 
symbol  which  are  not  derived  from  the  physical 
or  biological  sciences.3  Jung  is  famous  for  his  con- 
cept of  a collective  unconscious— the  combined 
memory  traces  inherited  from  an  individual’s 
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phylogenetic  past.  Working  with  this  concept, 
Jungian  therapists  view  the  symbolism  of  art, 
spiritual  teachings,  myths,  and  legends  of  all 
people  as  forms  by  which  a “group  soul”  expresses 
itself  through  dreams  and  fantasies  in  each  per- 
son.4 The  main  thrust  of  therapy  is  the  estab- 
lishment of  a positive  emotional  relationship 
between  the  patient  and  his  dream  images,  which 
represent,  according  to  the  Jungians,  the  dark 
powers  of  life  that  need  to  be  integrated  with 
the  rational,  empirical  self.  The  patient  there- 
fore is  urged  to  become  familiar  with  this  “inner 
world”  in  order  to  find  his  “individual  soul.”5 

Recent  discoveries  concerning  cerebral  hemi- 
spheric dominance  and  the  phylogenetic  basis 
of  brain  function  have  largely  stayed  in  accord 
with  Jungian  theory.  Vestiges  of  the  reptilian 
brain  are  still  present  in  humans.  The  “old  brain” 
or  thalamus  and  the  “new  brain”  or  cerebrum 
each  contribute  to  our  performance  and  survi- 
val. Research  indicates  that  most  people  have 
one  dominant  cerebral  hemisphere,  ie,  one  side 
that  seems  more  in  charge  than  the  other.  For 
about  90%  of  persons,  this  is  the  left  hemisphere 
which  controls  language  and  speech.  With  more 
abstract  forms  of  thought,  however,  the  right 
and  left  hemispheres  operate  in  remarkably 
contrasting  ways.  The  left  brain  is  logical,  ana- 
lytic, and  controls  speech;  the  right  brain  is  in- 
tuitive, relational,  and  perceives  spatial  arrange- 
ment. They  are  joined  together  by  an  associa- 
tion bridge,  the  corpus  callosum,  and  relate  to 
each  other  in  cooperative  fashion  whether  we 
are  awake  or  asleep.6. 

Jung  postulated  from  dream  analysis  that  the 
unconscious  is  revealed  by  forms  that  are  com- 
prehensible only  to  the  right  brain.  It  com- 
municates through  symbolism,  intuitions,  and 
metaphoric  images,  not  in  logical  language. 
Most  people,  educated  to  exercise  primarily  left 
hemisphere  thought,  lack  the  ability  to  grasp 
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the  creative  insights  emanating  from  this  source.7 
In  her  book  Man  on  Earth,  the  English  writer 
Jacquetta  Hawkes  ventured  to  link  activities  of 
the  brain  with  concepts  of  Jungian  psychology 
and  attempted  to  apply  the  mental  pattern  of 
the  psyche  to  the  evolutionary  structure  of  the 
brain.8 

Jung’s  view  of  personality,  formulated  in  his 
book  Psychological  Types,  led  to  extensive  stud- 
ies in  this  realm.  There  are  two  fundamental 
psychological  types,  he  claimed,  the  introvert, 
in  whom  subjectivity  in  thinking,  feeling,  intui- 
tion, and  sensation  predominates;  and  the  ex- 
trovert, in  whom  objectivity  is  the  major  deter- 
minant. Most  of  us,  however,  are  “ambi verts” 
who  can  shift  gears  from  introversion  to  extro- 


FIGURE  1 

Carl  Jung  (From  Robinson,  V,  ed.  The  new  peo- 
ple's physician:  the  concise  encyclopedia  of 
health.  New  York:  Wm.  H.  Wise  and  Co.,  Inc., 
1942:961.) 
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version  and  back  again  at  will.9  Two  useful  tests 
have  been  devised  in  this  country  to  assess  one’s 
major  psychological  attitude  and  functions. 

The  Myers-Briggs  Type  Indicator  (MBTI), 
based  upon  Jungian  principles,  was  devised  by 
psychologists  Isabel  B.  Myers  and  Katharine 
C.  Briggs.  It  consists  of  166  multiple-choice 
questions  applicable  for  school  grades  nine 
through  16  and  for  adults,  answered  in  50  to 
55  minutes.  Completed  test  forms  are  scored  by 
means  of  a handbook.  The  test  handbooks  and 
related  materials  can  be  purchased  from  the 
Center  for  Applications  of  Psychological  Type, 
Inc.,  1441  Northwest  Sixth  Street,  Gainesville, 
Florida  32601. 

A shorter  assay,  the  Gray- Wheelwrights  Test 
(GWT),  consists  of  82  items  which  can  be  an- 
swered in  20  minutes  or  less  on  rapid  score 
sheets.  Self-scored  by  means  of  an  accompany- 
ing manual,  this  questionnaire  is  useful  for  es- 
timating one’s  habitual  method  of  dealing  with 
many  of  life’s  daily  situations.  It  also  indicates 
the  extent  of  introversion-extroversion,  sensa- 
tion as  contrasted  with  intuition,  and  thinking 
as  compared  with  feeling.  These  parameters 
reflect  possible  behavior  and  adaptation  pro- 
cesses in  a person.  Such  information  can  also 
be  helpful  in  the  area  of  marriage  or  family  re- 
lationship, for  a vexed  interpersonal  situation 
may  revolve  around  type  tendencies  which  hin- 
der communication.  Authors  of  this  test  are  Drs. 
Horace  Gray  and  Joseph  B.  Wheelwright,  psy- 
chiatrists who  were  pupils  of  Jung,  and  Jane  H. 
Wheelwright.  Copies  of  the  Gray- Wheelwrights 
Test  are  obtainable  from  the  C.  G.  Jung  Founda- 
tion for  Analytical  Psychology  of  New  York,  28 
East  39th  Street,  New  York,  New  York  10016. 

In  his  book  The  Seasons  of  a Mans  Life,  Pro- 
fessor Daniel  J.  Levinson  of  Yale  University 
dubbed  Carl  Jung  "the  father  of  the  modem 
study  of  adult  development.”10  This  accolade  is 
merited  by  Jung’s  writings  on  the  subject.  His 
essay,  “The  Stages  of  Life,”  summarized  the 
seven  ages  of  man  in  masterful  fashion.  What 
we  label  the  “mid-life  crisis”  was  described  years 
ago  by  Jung  who  prescribed  a spiritual  uplift 
for  its  transitional  discontent.  He  claimed  that 
it  was  impractical  to  live  through  the  second 
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half  of  life  by  the  same  standards  that  served  so 
well  during  the  first.  His  tenet  was  that  nature 
would  not  have  given  human  beings  extra  years 
past  their  productive  phase  if  those  years  did 
not  have  meaning  and  that  the  last  part  of  life 
cannot  be  lived  serenely  without  an  intellectual 
belief  in  some  kind  of  existence  after  death. 
This  viewpoint  can  help  us  approach  the  prob- 
lems of  the  many  elderly  people  in  our  midst 
now  and  in  the  future.11 

Throughout  his  long  career,  Jung  emphasized 
the  broad  scope  and  great  variety  of  the  human 
mind.  In  this  context  he  wrote  as  follows: 

I always  felt  a particular  responsibility  not 
to  overlook  the  fact  that  the  psyche  does  not 


JUNG'S  "MAP”  OF  THE  MIND 

Attempting  to  describe  the  layers"  of  the 
human  mind.  Carl  Jung  went  beyond 
the  concepts  used  by  Freud.  To  Freud's 
conscious  (A),  the  part  that  deals  with  the 
external  world,  and  unconscious  (B), 

Jung  added  the  "collective  unconscious”  (C). 
This  innermost  section,  Jung  said,  holds  the 
memories  of  all  humanity  and  contains 
the  roots  of  the  four  psychological  functions: 
thought,  intuition,  feeling  and  sensation. 


FIGURE  2 

Jung's  "Map"  of  the  mind  (From  Wilson,  JR,  et  al. 
Life  Science  Library,  The  mind  Copyright  1980 
Time-Life  Books,  Inc.,  page  89.) 
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only  reveal  itself  in  the  doctors  consulting 
room,  but  above  all  in  the  wide  world,  as 
well  as  in  the  depths  of  history.  What  the 
physician  observes  of  its  manifestations  is  an 
infinitesimal  part  of  the  psychic  world,  and 
moreover  often  distorted  by  pathological 
conditions.  . . . Just  as  human  anatomy  has 
a long  evolution  behind  it,  the  psychology 
of  modern  man  depends  upon  its  historical 
roots,  and  can  only  be  judged  by  its  ethno- 
logical variants.12 
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NUCLEAR  MEDICINE:  FOCUS  ON  CLINICAL  DIAG- 
NOSIS, 2nd  Ed.,  Richard  P.  Spencer,  M.D.,  Ph.D., 

Medical  Examination  Publishing  Co.,  Garden 
City,  New  York,  1980.  268  pp.  Illus.  Price  $18.00. 

Paperback. 

This  is  a second  edition  of  a very  popular  book 
in  nuclear  medicine.  There  was  a time,  not  too 
long  ago,  when  the  field  of  nuclear  medicine  had 
only  one  journal  and  very  few  textbooks.  During 
the  last  ten  years,  there  have  developed  many 
journals  exclusively  devoted  to  nuclear  medicine 
in  addition  to  articles  in  almost  every  journal 
related  to  nuclear  medicine.  As  with  any  other 
expanding  field,  the  new  information  is  difficult 
to  compile  in  the  form  of  a textbook.  Dr.  Spen- 
cer has  organized  and  presented  the  “state  of  the 
art”  knowledge  in  nuclear  medicine  in  the  form 
of  a comprehensive  textbook.  The  second  edi- 
tion is  more  up-to-date  and  contains  “new”  in- 
formation. 

The  chapters  are  organized  based  on  organ 
systems  with  emphasis  on  clinical  nuclear  medi- 
cine rather  than  basic  sciences.  The  last  chapter 
of  the  book  is  on  record  keeping,  protocols,  and 
radio-decay,  all  of  which  are  presented  in  an 
understandable  manner.  A limited  but  pertinent 
bibliography  is  available  at  the  end  of  the  book 
for  those  who  need  to  know  more. 

This  is  an  excellent  introductory  volume  for  a 
comprehensive  review  of  nuclear  medicine  for  a 
nonnuclear  medicine  specialist.  In  addition,  we 
have  used  this  book  as  a source  material  for  clini- 
cal nuclear  medicine  lectures  for  nuclear  medi- 
cine technology  students.  This  book  is  strongly 
recommended  for  day  to  day  use  rather  than  a 
reference  source. 

Vidya  V.  Sagar,  M.D. 
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ANESTHESIA  AND  THE  PATIENT  WITH  HEART 
DISEASE  Edited  by  Burnell  R.  Brown,  Jr.,  M.D., 
F.  A.  Davis  Company,  Philadelphia,  1980.  193 
pp.  Price  $20.00. 

This  is  the  second  volume  in  the  Contemporary 
Anesthesia  Practice  series,  and  deals  with  a va- 
riety of  problems  in  the  patient  who  has  heart 
disease.  It  was  authored  by  12  individuals  with 
expertise  in  this  area  and,  as  a result,  has  the  in- 
herent problems  of  a multiauthored  text. 

As  the  editor,  Dr.  Brown,  points  out  in  his  in- 
troduction, the  book  is  not  intended  to  be  a com- 
prehensive reference,  but  rather  is  a series  of 
articles  on  practical  everyday  problems.  It  does 
function  well  in  this  context. 

Each  chapter  has  a brief  introduction  written 
by  the  editor  (with  the  exception  of  the  chapter 
he  wrote),  and  each  is  followed  by  a well- 
rounded  bibliography.  While  there  are  ten  sep- 
arate chapters  listed,  there  is,  of  necessity,  a cer- 
tain degree  of  overlap  in  each.  In  particular, 
the  two  chapters  on  EKG’s  dealing  with  pre- 
operative and  intraoperative  arrhythmias  might 
have  been  more  profitably  combined  into  one. 

The  book  is  arranged  in  an  easy-to-read  for- 
mat, with  large  clear  text  and  good  illustrations. 
While  it  is  not  a comprehensive  text,  as  noted 
earlier,  it  does  provide  a good  review  of  several 
important  topics,  and  its  modest  price  is  a definite 
attraction. 

Richard  N.  H indin,  M.D. 

H?  £ 

PERCUTANEOUS  NEEDLE  BIOPSY,  Edited  by  Jesus 
Zornoza,  M.D.,  Williams  and  Wilkins,  Baltimore, 
1981.  203  pp.  Price  $42.00. 

Percutaneous  needle  aspiration  biopsy  of  vari- 

183 


Book  Reviews 


ous  organs  has  a definite  place  in  the  manage- 
ment of  selected  patients,  particularly  when  neo- 
plastic disorders  are  suspected.  In  my  own  field  of 
pulmonary  medicine,  there  is  now  a wealth  of 
experience  with  transthoracic  needle  biopsy  of 
lung  lesions.  This  technique  can  be  particularly 
helpful  in  diagnosis  when  metastatic  lung  carci- 
noma or  oat  cell  carcinoma  is  suspected  or  in  the 
patient  with  an  undefined  lung  lesion  who  is  too 
ill  or  reluctant  to  undergo  thoracotomy.  Compli- 
cations such  as  pneumothorax  and  hemoptysis 
occur  at  an  acceptably  low  rate. 

The  value  of  percutaneous  biopsy  is,  however, 
directly  dependent  upon  the  cooperation  and  ex- 
pertise of  the  cytopathologist  as  very  often  only 
material  for  cytologic  examination  is  obtained. 

Doctor  Zornoza  presents  a multi-authored  text 
on  percutaneous  needle  biopsy  of  various  organs 
including  the  central  nervous  system,  orbit,  thy- 
roid, breast,  lung  and  pleura,  mediastinum,  ab- 
domen, bone  and  soft  tissue,  and  spinal  canal. 
The  chapter  on  each  organ  system  is  organized 
into  biopsy  instruments,  technique,  indications, 
contraindications,  results,  and  complications. 
There  are  high  quality  visual  aids  including  pic- 
tures of  the  instruments,  roentgenograms,  and 
cytologic  specimens. 

The  book  is  recommended  for  anyone  who  is 
interested  in  acquiring  more  familiarity  with  the 
subject,  particularly  those  who  are  doing  the 
procedure  or  contemplate  doing  it. 

John  J.  Chabalko,  M.D. 

VS  VS  VS 

PRINCIPLES  AND  PRACTICE  OF  MEDICINE,  20th 
Edition,  edited  by  A.  McGehee  Harvey,  M.D., 
Richard  J.  Johns,  Victor  A.  McKusick,  et  al,  Ap- 
pleton-Century-Crofts,  New  York,  1980.  1569  pp. 
Illus.  Price  $38.50. 

This  is  my  first  detailed  look  at  Harvey's  book, 
having  been  educated  and  trained  with  Harri- 
son’s Principles  of  Internal  Medicine.  Since  both 
of  these  books  are  so  popular  and  deal  with  the 
same  subject  matter,  I feel  the  best  way  to  review 
Harvey  s text  would  be  to  compare  them. 
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The  first  thing  I noticed  about  Harvey’s  book 
is  the  abundance  of  tables  throughout  used  to 
summarize  the  salient  features  of  each  section. 
They  are  easy  to  read  and  are  quite  a time-saver. 
They  should  be  very  helpful  for  anyone  wanting 
to  study  for  Board  Certification  or  the  like.  Also, 
from  a technical  standpoint,  the  print  in  Harvey’s 
book  is  larger  and  much  easier  to  read  than 
Harrison’s,  especially  important  for  late  night 
readers. 

There  are  a few  disadvantages  to  Harvey’s 
book.  For  one,  Harvey  does  not  discuss  the 
topics  as  completely  as  Harrison  does.  Also, 
Harrison  begins  each  chapter  with  a brief  re- 
view of  the  anatomy,  physiology,  and  biochem- 
istry of  the  topic  to  be  discussed,  which  is  not 
present  in  Harvey’s  book. 

The  Principles  and  Practice  of  Medicine  by 
Harvey  is  an  up-to-date,  easy  to  read  text  on 
internal  medicine.  It  would  be  very  good  for 
someone  wishing  to  review  a subject,  but  should 
not  be  relied  upon  for  an  in  depth  study. 

Raymond  R.  Strocko,  M.D. 
& & & 

THE  PHARMACOtOGICAL  BASIS  OF  THERA- 
PEUTICS, 6th  Edition  by  Alfred  G.  Gilman,  M.D., 
Ph.D.,  Louis  S.  Goodman,  M.D.,  and  Alfred  Gil- 
man, Ph.D.,  McMillan  Publishing  Co.,  New  York, 
1980.  1843  pp.  Illus.  Price  $45.00. 

The  Pharmacological  Basis  of  Therapeutics  has 
been  the  most  widely  accepted  textbook  of 
pharmacology  since  the  first  edition  was  pub- 
lished in  1941.  It  has  been  revised  and  updated 
at  five-year  intervals  since  1965.  Whereas  the 
original  text  was  written  entirely  by  Louis  S. 
Goodman  and  Alfred  Gilman,  subsequent  edi- 
tions, including  the  current  one,  have  many  con- 
tributing authorities. 

The  original  emphasis  on  the  clinical  applica- 
tion continues.  There  appears  to  be  some  at- 
tempt to  make  descriptions  of  drug  properties 
and  actions  concise,  but  clinical  pharmacology 
has  become  so  complex  that  a comprehensive  text 
of  this  nature  must  of  necessity  be  quite  lengthy. 
Completeness  of  information  about  each  drug 


remains  one  of  the  unique  attributes  of  this  book, 
making  it  excellent  as  a reference. 

Besides  including  such  newer  drugs  as  minoxi- 
dil, captopril,  metoprolol,  nadolol,  and  timolol, 
there  is  a new  chapter  on  “Neurohumoral  Trans- 
mission and  the  Autonomic  Nervous  System” 
and  a new  section  on  “Toxicology.”  Also  new  are 
Appendix  II,  which  includes  tables  on  drug  ab- 
sorption, distribution,  plasma  binding,  localiza- 
tion in  tissues,  biotransformation,  and  excretion, 
and  Appendix  III  on  drug  interactions. 

For  those  interested  in  correct  prescription 
writing,  Appendix  I contains  such  well  accepted 
recommendations  as  using  the  metric  system  and 
writing  prescriptions  in  English.  The  only  Latin 
should  be  the  symbol  “Rx,”  an  abbreviation  for 
“recipe,”  the  Latin  for  “take  thou.”  Instead  of 
“Sig.”  for  the  Latin  “sigma,”  meaning  “write,” 
“mark,”  or  “label,”  use  the  word  “Label,”  fol- 
lowed by  directions  written  out  explicitly  as  you 
want  them  to  appear  when  typed  by  the  pharma- 
cist. It  is  recommended  that  abbreviations  such 
as  1 cap.  q.d.,  t.i.d.,  or  a.c.  be  avoided,  as  these 
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may  be  misread  by  the  pharmacist  as  q.i.d., 
b.i.d.,  p.c.,  etc. 

The  Pharmacological  Basis  of  Therapeutics 
remains  the  most  detailed,  complete,  and  well 
organized  pharmacology  book  available  for  the 
practitioner  and  the  standard  text  for  medical 
students.  It  is  certainly  a worthwhile  addition 
to  a physicians  reference  library. 

Robert  L.  Wuertz,  M.D. 


Vi  Vi  Vi 


THE  HORROR  OF  LIFE,  by  Roger  L.  Williams,  The 

University  of  Chicago  Press,  1980.  216  pp.  Price 
$22.50. 

When  a professor  of  history  writes  a book 
around  a medical  theme,  he  really  should  get 
expert  medical  advice.  Either  Professor  Wil- 
liams failed  to  get  such  a medical  review,  or  the 
guidance  he  received  was  not  very  good.  In 
this  collection  of  biographies  of  five  19th  century 
French  authors,  all  alleged  to  have  central  nerv- 
ous system  syphilis,  Williams  attempts  to  show 
that  the  disease  colored  their  personalities,  per- 
ceptions, and  writings.  He  probably  demonstrated 
an  association.  He  certainly  failed  to  show  a 
causal  relationship,  and  his  description  of  aspects 
of  general  paresis  and  tabes  dorsalis  are  pain- 
fully elementary,  superficial,  and  sometimes  er- 
roneous. 

Williams  was  much  mort  thorough  in  research- 
ing the  lives  and  personalities  of  these  famous 
writers.  All,  with  the  possible  exception  of  Dau- 
det,  was  raised  by  domineering,  overindulgent 
mothers.  All  had  severe  sexual  maladjustments 
and  were  pathetic  emotional  cripples,  although 
excellent  productive  writers.  All  were  physically 
handsome  and  able  to  attract  sexual  partners  in 
large  numbers,  though  only  one  raised  a family, 
and  even  he  was  never  able  to  remain  faithful 
to  his  wife.  The  author  does  not  comment  on  the 
correlation  of  multiple  partners  with  lues.  It 
was  the  emotional  immaturity  and  instability  that 
led  to  the  lues,  and  not  vice  versa. 

The  book  is  not  excitingly  written  and  at  times 


goes  into  laborious  detail.  However,  it  does  give 
interesting  insights  into  the  life  and  thought  of 
the  French  intellectuals  of  the  last  century  as  ex- 
pressed in  the  lives  of  Baudelaire,  Jules  de  Gon- 
court,  Flaubert,  de  Maupassant,  and  Daudet.  It 
is  interesting  that  when  one  of  them  (Flaubert) 
had  convulsions,  it  was  carefully  concealed  lest 
anyone  think  he  might  have  epilepsy  (a  dis- 
grace). However,  all  were  proud  and  a little 
pleased  at  developing  syphilis  because  they  be- 
lieved that  once  the  pox  cleared  they  were  "im- 
mune” and  couldn’t  get  it  again.  Some  of  them 
were  patients  of  such  medical  greats  as  Charcot, 
Brown-Sequard,  de  la  Tourette,  Duchenne,  and 
others  at  a time  when  the  association  of  syphilis 
with  general  paresis  and  tabes  was  only  begin- 
ning to  be  suspected.  The  subject  matter  is  in- 
teresting and  makes  the  book  worthwhile. 

E.  Wayne  Martz,  M.D. 


Summer  Cruise/Conferences 
on  Legal -Medical 
Issues 


APPROVED  FOR 
24CME  CREDITS 
CATEGORY  I 

By  the  Suffolk  Academy 
of  Medicine 


Both  the  Caribbean  and  Mediterranean  Conferences  were 
scheduled  prior  to  1 2/1 3/80  and  conform  to  I RS  tax 
deductibility  requirements  under  Sec.  602  of  the  Tax 
Reform  Act,  Public  Law  94-445  effective  1/1/77. 

Caribbean  Conference:  July  28  — August  7,  1982 
aboard  TSS  FAIRWIND.  Visit  St.  Thomas,  Antigua, 
Martinique,  St.  Maarten,  St.  Croix.  (Children's 
counselors  on  board) 

Mediterranean  Conference:  August  21  — September  4, 
1982  aboard  MTS  DANAE.  Visit  major  cities  in  Italy, 
Greece,  Egypt,  Israel,  Turkey,  Yugoslavia. 

• Seminars  directed  by  Irwin  N.  Perr,  M.D.,  J.D., 
Professor,  Rutgers  Medical  School 

• Excellent  Fly/Cruise  group  fares. 

The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  A ve. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 
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Impared  Physician 
Program 


Du  Pont  Company 
Expands  Life 
Sciences 
Businesses 


Sexually 

Transmitted 

Diseases 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Baettie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302  ) 654-1001. 


January,  1982,  saw  the  opening  of  the  Medical  Eye  Bank  of  Delaware.  In  the 
past,  Delaware  ophthalmologists  who  have  required  cornea  tissue  have  had  to 
obtain  the  corneas  from  neighboring  eye  banks.  With  the  inception  of  the 
Medical  Eye  Bank  of  Delaware,  this  tissue  can  be  obtained  locally.  Additional 
dividends  of  this  service  will  be  the  availability  of  eyes  for  histopathologic  study 
and  for  microsurgical  training  in  cases  where  the  cornea  tissue  is  not  satisfactory 
for  transplantation. 


The  Du  Pont  Company  has  announced  new  research  and  manufacturing  facilities 
for  the  development  and  testing  of  new  pharmaceutical  products.  The  multi- 
million dollar  project  will  include  renovations  of  the  Jackson  Laboratory  at 
the  Chambers  Works  in  Deepwater,  New  Jersey,  to  provide  a laboratory  for 
development  studies  for  new  pharmaceutical  candidates  and  for  manufacturing 
small  quantities  of  new  products  for  clinical  testing.  Completion  is  expected 
by  mid-1983.  Currently,  Du  Pont  has  12  drugs  in  various  stages  of  development. 
These  include  an  oral  anti-inflammatory,  a cardiovascular  drug  for  arrhythmias, 
an  antiarthritic,  and  an  oral  form  of  “Nubain,”  an  analgesic  for  moderate  to 
severe  pain,  which  is  currently  available  only  as  an  injectable.  The  Jackson 
Lab  project  is  the  latest  in  support  of  Du  Pont’s  growing  life  sciences  research 
program.  A laboratory  in  Glenolden,  Pennsylvania,  was  renovated  in  1981  for 
pharmaceutical  research;  last  August  construction  began  on  an  $85  million  life 
sciences  research  complex  at  the  Experimental  Station  in  Wilmington.  Com- 
panywide, laboratory  buildings  under  construction  or  purchased  this  year  will 
add  a million  square  feet  of  space  at  a cost  of  almost  $200  million;  75%  of  these 
expenditures  are  in  support  of  the  company’s  life  sciences  businesses. 


CLINICAL  NOTICES  AND  MEETINGS 

The  New  York  City  Health  Department’s  Spring  Continuing  Medical  Education 
Workshop  on  SEXUALLY  TRANSMITTED  DISEASES  will  be  held  April  25, 
1982,  at  the  New  York  City  Health  Department,  125  Worth  Street,  2nd  Floor, 
New  York,  New  York.  The  New  York  City  Department  of  Health  designates  this 
continuing  medical  education  activity  as  meeting  the  criteria  for  three  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medi- 
cal Association.  You  may  register  for  this  free  workshop  by  sending  your  name, 
address,  and  phone  number  to  Bureau  of  Venereal  Disease  Control,  Information- 
Education  Unit,  New  York  City  Department  of  Health,  93  Worth  Street,  Room 
604,  New  York,  New  York  10013. 
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In  Brief 


American  College  Six  of  the  nation’s  leading  cardiologists  and  heart  researchers  are  scheduled  to 
of  Cardiologists  participate  in  a major  symposium  entitled  HYPERLIPOPROTEINEMIA:  DIE- 
TARY AND  PHARMACOLOGICAL  INTERVENTION.  The  meeting  will  be 
held  April  24,  6:30-9:30  p.m.,  the  day  before  the  annual  meeting  of  the  American 
College  of  Cardiologists,  in  the  Grand  Salon  of  the  Atlanta  Hilton.  Anyone  inter- 
ested in  attending  can  call  (212  ) 532-9400  for  further  information. 


Health  Care  The  American  Society  of  Law  and  Medicine  will  sponsor  a seminar  on  HEALTH 
Labor  Law  CARE  LABOR  LAW  on  April  30,  1982,  at  the  Vista  International  Hotel  in  New 
York  City.  Contact:  American  Society  of  Law  and  Medicine,  765  Commonwealth 
Avenue,  16th  Floor,  Boston,  Massachusetts  02215;  (617  ) 262-4990. 


19th  Annual  THE  19th  ANNUAL  INFECTIOUS  DISEASE  SYMPOSIUM  will  be  held  May 
Infectious  Disease  3-7,  1982,  at  the  Academy  of  Medicine  Building,  1925  Lovering  Avenue,  Wil- 
Symposium  mington.  The  symposium  is  being  sponsored  by  the  Delaware  Lung  Association, 
the  Delaware  Academy  of  Medicine,  and  the  Wilmington  Medical  Center.  This 
program  has  been  reviewed  and  is  acceptable  for  34  prescribed  hours  by  the 
AAFP  and  approved  for  34  hours  credit  in  Category  I of  the  Physician’s  Recogni- 
nition  Award  of  the  AMA. 
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WIDE  RANGE  POCKET  ^RADIO^  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER’’  SERVICE 


ALLENTOWN 


a D0YLEST0WN 
READING  . 


• TRENTON 


A MALVERN 
LANCASTER 


WILMINGTON 

I % 

BRIDGETON 


LAKEWOOD 
PHILADELPHIA  A 
MANAHAWKIN 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  RBC  SERVICES 

COMPUTER  MESSAGE  STORAGE  CENTER 

Messages  are  stored  for  one-half  hour 
from  the  time  you  are  "BEEPED."  To  hear 
your  message  over  the  telephone  simply 
dial  your  assigned  computer  number. 

NEW  20  CHANNEL  MOBILE  RADIO  SYSTEM 

20  LINE  RADIO  DISPATCH  SERVICE 
No  more  waiting  for  a clear  channel.  Calls 
are  automatically  transferred  from  line 
to  line  to  avoid  busy  situations — similar 
to  the  Multi-Button  Business  Telephone. 

CALL  FOR  A FREE  2 FOOT  (21 5-879-0900 
609-964-7660 
MAP  & DEMONSTRATION  302-656-2774 


UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


L 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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American  College 
of  Cardiology 


26th  Annual 
Postgraduate 
Course  on  Fractures 
and  Trauma 


Medical  Society 
of  New  Jersey 


Clinical  Application 
of  Hyperbaric 
Oxygen 


The  Primary  Care 
Physician  and 
Cancer 


The  American  College  of  Cardiology  will  hold  its  31st  ANNUAL  SCIENTIFIC 
SESSION  in  Atlanta,  Georgia,  April  25-29,  1982.  Contact:  Meeting  Services 
Department,  American  College  of  Cardiology,  9111  Old  Georgetown  Road, 
Bethesda,  Maryland  20814;  (301)  897-5400. 


THE  26th  ANNUAL  POSTGRADUATE  COURSE  ON  FRACTURES  AND 
OTHER  TRAUMA,  sponsored  by  the  Chicago  Committee  on  Trauma  of  the 
American  College  of  Surgeons,  will  be  held  on  May  12-14,  1982,  at  the  historic 
John  B.  Murphy  Auditorium,  American  College  of  Surgeons,  55  East  Erie,  Chicago. 
The  subject  matter  will  deal  not  only  with  the  multiply  injured  patient  but  with 
early  diagnosis  and  treatment  and  priorities  of  care  in  trauma.  Contact:  Jack  L. 
Robbins,  M.D.,  Chairman,  Postgraduate  Course,  2500  Ridge  Avenue,  Evanston, 
Illinois  60201;  (312)  475-4040. 


The  216th  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY  OF  NEW 
JERSEY  will  be  held  May  15-17,  1982,  at  the  Resorts  International  Hotel  Casino 
in  Atlantic  City.  There  is  no  registration  fee  for  out-of-state  non-member  phy- 
sicians. Contact:  Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrence- 
ville,  New  Jersey  08648;  (609)  896-1766.  Advance  program  information  is  also 
available  in  the  Medical  Society  of  Delaware  office,  658-7596. 


Memorial  Hospital  Medical  Center  of  Long  Beach  is  holding  its  7th  ANNUAL 
CONFERENCE  ON  THE  CLINICAL  APPLICATION  OF  HYPERBARIC 
OXYGEN  on  June  9-11,  1982,  at  the  Disneyland  Hotel,  Anaheim,  California.  The 
conference  will  include  plenary  sessions  on  use  of  HBO  in  neurological  dis- 
order and  anaerobic  infections,  original  papers,  workshops,  exhibits,  coloquia, 
and  the  Boeremia  Award.  Contact:  Baromedical  Department,  Memorial  Hospital 
Medical  Center,  2801  Atlantic  Avenue,  Long  Beach,  California  90801-1428; 

218  ) 595-3613. 


The  American  Cancer  Society  National  Conference  on  THE  PRIMARY  CARE 
PHYSICIAN  AND  CANCER  will  be  held  on  June  24-26,  1982,  at  the  Hyatt 
Regency  Washington  on  Capitol  Hill,  Washington,  D.C.  The  multidisciplinary 
approach  to  managing  problems  of  the  cancer  patient  will  be  stressed.  This 
continuing  medical  education  activity  meets  the  criteria  for  17.5  hours  in  Cate- 
gory I of  the  Physician’s  Recognition  Award  of  the  AMA,  and  has  been  reviewed 
and  is  acceptable  for  17.5  prescribed  horns  by  the  American  Academy  of  Family 
Physicians.  This  program  is  eligible  for  17.5  credit  hours  in  Category  2-D  of 
the  American  Osteopathic  Association.  Contact:  Nicholas  G.  Bottiglieri,  M.D., 
American  Cancer  Society  National  Conference,  The  Primary  Care  Physician  and 
Cancer,  777  Third  Avenue,  New  York,  New  York  10017;  (212)  371-2900. 
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In  Brief 

Sports  and  Tennis  Virginia  Sportsmedicine  and  Rehabilitation  Institute  and  Northern  Virginia  Con- 
Medicine  sortium  for  continuing  Medical  Education  are  sponsoring  a SPORTS  AND  TEN- 
Symposium  NIS  MEDICINE  SYMPOSIUM  to  be  held  May  17-24,  1982,  at  Hilton  Head, 
South  Carolina.  Contact:  Robert  P.  Nirschl,  M.S.,  M.D.,  Course  Chairman, 
3801  N.  Fairfax  Drive,  Suite  60,  Arlington,  Virginia;  (703  ) 525-2200. 


ACCP  Joint  The  American  College  of  Chest  Physicians  and  the  International  Academy  of 
Conference  Chest  Physicians  and  Surgeons  will  present  a six-day  scientific  program  incorpo- 
rating the  XIV  WORLD  CONGRESS  ON  DISEASES  OF  THE  CHEST  and  the 
48th  ANNUAL  SCIENTIFIC  ASSEMBLY  of  the  ACCP.  The  meeting  will  be 
held  at  the  Sheraton  Centre  Hotel  in  Toronto,  Ontario,  Canada,  on  October  10-15, 
1982.  The  American  College  of  Chest  Physicians  designates  that  this  continuing 
medical  education  offering  meets  the  criteria  for  hour-for-hour  credit  in  Category 
I as  outlined  by  the  ACCME  and  by  the  American  Medical  Association  for  the 
Physician’s  Recognition  Award.  Over  40  hours  of  Category  I credit  can  be  ob- 
tained. Contact:  Dale  E.  Braddy,  Director  of  Education,  American  College  of 
Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068;  (312  ) 698- 
2200. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  574%  Interest  and  Regular  Checking. 


N.O.W.  INTEREST  CHECKING 


REGULAR  CHECKING 


Now  at  Artisans'  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That's  what  our  new  N O W interest 
checking  actount  is  all  about.  With  an 
average  monthly  deposit  of  $500.  your 
Artisans'  N O W account  pays  you  5 '/«% 
interest  per  annum,  compounded  daily  to 
yield  5.47%.  If  your  balance  falls  below 
$500,  there's  a $3  00  service  charge  for 
that  month  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations 


RRTISflnS’ 

suvinos  Bums 

Member  F D I C 

Banking  the  Way  You  Need  It 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required.  If  your 
balance  falls  below  $300,  there's  a $3.00 
service  charge  for  that  month.  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


An  Equal  Housing  Lender 

In  New  Castle  County  call  658-6881 
In  Dover  674-32  I 4 • 9th  A.  Tatnall  Sts..  Wilmington 
• Concord  Mall  • Midway,  Polly  Drummond  A 
Graylyn  Shopping  Centers  and  Dover.  Delaware 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 

NONARTICULAR  RHEUMATISM 


Nonarticular  rheumatism  includes  such  diverse 
painful  conditions  as  bursitis,  tendonitis,  fibro- 
myalgia, low  back  strain,  neck  strain,  “slipped 
disc,”  myalgias  resulting  from  viral  infections, 
nerve  entrapment,  metabolic  bone  disease,  para- 
neoplastic and  referred  pain  syndromes. 

Nonarticular  rheumatism  includes  those  mus- 
culoskeletal pains  caused  by  problems  other  than 
joint  (ie,  arthritic)  disease.  Since  the  symptoms 
can  be  identical  to  the  symptoms  of  arthritis, 
a careful  evaluation  is  necessary  in  order  to  clar- 
ify the  situation. 

The  basic  history  should  evaluate  the  presence 
of  pain,  paresthesias,  or  weakness;  the  duration 
of  symptoms  and  their  severity;  the  degree  of 
disability;  the  presence  of  swelling  or  significant 
morning  stiffness  (greater  than  30  minutes);  the 
occurrence  of  skin  rashes  or  Raynaud’s  syndrome; 
systemic  symptoms  such  as  fever,  weight  loss, 
fatigue,  malaise,  and  aggravating  activities  de- 
termined. Is  there  a history  of  injury  or  pre- 
vious such  problems?  What  diagnoses  have  been 
made,  laboratory  results  obtained,  and  therapy 
prescribed  up  to  this  point? 

In  additon  to  the  vital  signs  and  routine  evalu- 
ation, the  physical  exam  should  particularly  note 
the  presence  of  skeletal  deformities,  soft  tissue 
swelling  (secondary  to  synovial  effusion  or 
synovial  proliferation),  bony  swelling  (due  to 
osteophytes  or  bone  proliferation),  tenderness, 
impaired  motion,  subcutaneous  nodules,  synovial 

“Located  at  234  Philadelphia  Pike,  Wilmington,  Delaware  19809. 
Telephone  (302)  764-8254,  762-4942.  Delaware  physicians  outside 
the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599. 

Members  of  the  Medical  and  Scientific  Committee  are:  Sharyn 
Baldwin.  R.N. ; Catherine  H.  Carpenito;  I.  Favel  Chavin,  M.D.; 
Peggy  M.  Chavin,  R.N.;  Ronald  G.  Connolly,  M.D. ; Anthony  I. 
Cucuzzella,  M.D:;  Richard  D’Alonzo,  M.D.;  Naomi  Goldstein, 
OTR;  Ruth  Graham,  R.N.;  Russell  J.  Labowitz,  M.D.;  Edward  J. 
McConnell,  M.D.;  James  H.  Newman,  M.D.;  Wai  Wor  Phoon, 
M.D. ; Edward  F.  Quinn,  III,  M.D.;  John  R.  Smoluk,  M.D.; 
Nina  Steg,  M.D.;  Elizabeth  vonFrankenberg,  ACSW;  Christopher 
R.  Donoho,  Jr.,  M.D.,  Chairman. 


cysts,  tophi,  muscle  atrophy  or  weakness.  In 
addition,  the  vascular  supply  and  nerve  function 
should  be  carefully  evaluated. 

Baseline  laboratory  studies  include  CBC  to 
look  especially  for  cytopenia  or  anemia  from  GI 
loss,  urinalysis  to  detect  nephritis,  ESR  to  de- 
termine an  underlying  inflammatory  process,  RA 
latex  function,  ANA,  and  blood  chemistries  to 
evaluate  muscle  enzymes,  liver  and  renal  func- 
tion. 

X-rays  of  the  involved  part  and,  if  there  is  any 
possibility  of  a systemic  process,  a chest  film  to 
rule  out  sarcoid  infectious  processes  should  be 
obtained.  Other  modalities  that  can  help  dis- 
tinguish the  various  nonarticular  and  articular 
problems  include  nerve  conduction  studies,  joint 
and  bone  scans,  arthrograms,  arthroscopy,  myelo- 
grams, and  tissue  biopsy  (muscle,  vessel,  nerve, 
kidney,  synovium,  temporal  artery,  etc.).  This 
evaluation  will  focus  the  great  majority  of  mus- 
culoskeletal symptoms. 

Nonarticular  rheumatism  should  not  be  con- 
fused with  extra-articular  rheumatoid  disease. 
A patient  with  rheumatoid  disease  may  present 
with  a pleural  or  pericardial  effusion,  pneumon- 
itis, anemia,  peripheral  neuropathy,  etc.,  before 
any  arthritis  develops.  It  is  then  more  accurate 
to  state  that  the  patient  has  rheumatoid  disease, 
not  rheumatoid  arthritis,  since  the  latter  concept 
results  in  tunnel  vision.  The  rheumatic  diseases 
are  multisystem  diseases  that  usually  involve, 
but  may  spare,  the  articular  surfaces. 

Nonarticular  syndromes  are  common.  Is  there 
a doctor,  regardless  of  specialty,  who  is  not  in- 
volved professionally  and  personally  with  these 
pain  producing  problems?  The  personal  and 
economic  loss  is  tremendous. 
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THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams. A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20012 
(301)427-5101/5131 
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MEDICAL  SOCIETY  LEADERSHIP  MEETING 


It  is  of  interest  to  note  that  the  concerns  of 
the  Medical  Society  of  Delaware  are  not  unique. 
I was  made  very  much  aware  of  this  fact  at  a 
recent  Middle  Atlantic  States  Medical  Society 
Leadership  Meeting  held  in  Lemoyne,  Pennsyl- 
vania. Delaware,  Pennsylvania,  Maryland,  New 
Jersey,  Virginia,  and  Washington,  D.C.  were 
represented.  Topics  discussed  included  medical 
liability  insurance,  Medicaid  and  Part  B Medi- 
care, relationships  with  allied  health  practi- 
tioners, regulation  and  discipline  by  State  Boards 
of  Medical  Examiners,  and  health  planning. 

Medical  liability  insurance  is  a problem  for  all 
the  states  involved,  no  longer  because  of  a lack 
of  availability  of  carriers  but  because  of  the 
rising  cost  of  premiums  and  increasing  litigation. 
Some  states  have  tried  to  get  legislative  relief 
without  much  satisfaction.  Some  states  have  self- 
insured  but  their  premiums  and  surcharges  are 
higher  than  ours  are  in  Delaware.  Our  present 
Delaware  tort  law  limiting  lawyers’  fees  to 
$35,000  of  the  first  $100,000  settlement,  25%  of 
the  next  $100,000,  and  10%  of  the  balance  seems 
to  put  us  in  a more  favorable  position. 

The  proposed  cutbacks  in  federal  funding  of 
the  Medicare  and  Medicaid  programs  have  all  of 
the  states  trying  to  adjust  their  programs.  We 
all  also  have  the  common  problem  of  reimburse- 
ment by  Medicare  Part  B,  particularly  with  the 
coding  system.  Not  only  do  codes  differ  from 
state  to  state  but  there  are  services  for  which 
there  are  no  codes  assigned  by  Medicare  carriers. 
This  has  created  a lot  of  extra  work  and  frustra- 
tion for  many  physicians  and  their  office  staffs. 
The  Medical  Society  of  Delaware’s  Committee 


on  Medicare  Part  B has  met  twice  with  repre- 
sentatives of  Medicare  Part  B carrier  Pennsyl- 
vania Blue  Shield.  Complaints  from  several  Del- 
aware physicians  have  been  reviewed  and  we 
have  been  assured  that  efforts  are  being  made 
to  correct  the  problems.  Changing  and  assign- 
ing codes  is  apparently  a difficult  and  expensive 
process  which  is  complicated  by  the  cutbacks 
in  the  budget  for  administration  of  the  Medicare 
Part  B. 

The  problem  of  the  relationships  between  phy- 
sicians and  allied  health  practitioners  is  also  a con- 
cern to  the  other  Middle  Atlantic  states.  We  are 
all  trying  to  contend  with  questions  such  as  podi- 
atrists wanting  to  do  surgery  beyond  the  scope 
of  their  specialty  and  chiropractors,  nurses,  so- 
cial workers,  and  other  allied  health  professionals 
who  are  trying  to  encroach  on  the  practice  of 
medicine.  They  are  seeking  the  right  to  bill 
directly  for  services  rendered  so  that  at  some 
future  time  a patient  being  discharged  from  a 
hospital  would  get  bills  not  only  from  his  phy- 
sicians and  the  hospital  but  also  from  laboratory 
and  x-ray  technicians,  ICU  nurses,  nurse  anesthe- 
tists, physiotherapists,  aides,  and  orderlies. 

The  relationship  between  the  Medical  Society 
of  Delaware  and  the  Board  of  Medical  Practice 
is,  fortunately,  a good  one.  We  have  open  com- 
munications and  have  representatives  of  the 
Board  of  Medical  Practice  on  the  Board  of  the 
Medical  Society  of  Delaware.  Our  problem  in 
Delaware  is  the  limited  funds  allocated  for  ex- 
penses for  investigative  processes.  Other  State 
Societies  do  have  difficulties  in  their  relationships 
with  their  State  Boards  of  Medical  Examiners, 
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particularly  when  it  comes  to  regulations  and 
discipline  of  physicians. 

Most  of  the  representatives  present  at  the 
Meeting  feel  that  Federal  Health  Planning  has 
failed  and  that  there  is  no  need  to  continue  it 
on  t^>^  federal  level.  In  a recent  AMA  Newsletter, 
Dr.  Fred  Rainey,  Chairman  of  the  AMA  Council 
on  Legislation  said  that  “the  program  must  be 
repealed  so  that  states  can  discontinue  certifica- 
tion of  need  operations  without  facing  federal 
sanctions.”  Dr.  Rainey  termed  the  planning 
program  “a  classic  example  of  pitfalls  encoun- 
tered in  a federal  regulatory  approach  to  dealing 
with  local  programs.  Federal  officials  have  be- 
come less  concerned  with  the  original  goal  of 
access  to  quality  care  and  more  concerned  with 
cost  reduction.  There  is  evidence  that  the  Cer- 
tification of  Need  process  actually  adds  to  health 
care  costs  because  of  the  expenses  of  preparing 
CON  applications  and  appealing  negative  CON 
decisions  and  the  greater  cost  of  construction 
resulting  from  delays  in  the  CON  process.” 

“New  voluntary  health  planning  initiatives  are 


emerging  that  are  intended  to  address  commun- 
ity needs  and  are  supported  by  the  community,” 
according  to  Dr.  Lonnie  Bristow,  a member  of 
the  Council  on  Medical  Service  in  testimony  be- 
fore the  House  Commerce  Subcommittee  on 
Health.  He  said  that  more  than  70  coalitions 
involving  business,  labor,  medicine,  institutions, 
and  insurance  carriers  are  now  operating. 

The  Medical  Society  of  Delaware  continues 
to  have  problems  in  need  of  resolution  but  after 
sharing  concerns  with  representatives  of  other 
Middle  Atlantic  State  Societies,  it  appears  that 
we  are  in  a more  favorable  position  with  relation 
to  most  situations  than  are  our  neighbors.  It  was 
an  enlightening  and  very  informative  meeting  for 
me. 


Rafael  A.  Zaragoza,  M.D. 


The  Division  of  Cardiology  of  the  Department  of  Medicine 
of  the  Jefferson  Medical  College 

is  pleased  to  present  a program  on 

SALVAGE  OF  THE  ISCHEMIC  MYOCARDIUM 
WEDNESDAY,  MAY  5,  1982 

at  the 

WARWICK  HOTEL  IN  PHILADELPHIA 

Fee  — Attending  Physicians,  Nurses  $50 
House  Officers,  Fellows,  Medical  Students  $10 
This  program  is  accredited  for  seven  (7)  hours  of  Category  I AMA  credit 
For  further  information  write  or  call: 

ROBERT  MACKOWIAK,  M.D.,  Associate  Dean 

Office  of  Continuing  Medical  Education 
Jefferson  Medical  College 

1 025  Walnut  Street,  Philadelphia,  PA  19107 

(215)  928-6992 
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CURRENT  MANAGEMENT  OF  THORACIC 
OUTLET  SYNDROME:  AN  EXPERIENCE 
WITH  47  CASES 


NUMBER  4 


During  the  last  15  years,  significant  diagnostic 
and  therapeutic  advances  in  the  management  of 
thoracic  outlet  syndrome  (TOS)  have  enabled 
better  selection  of  patients  for  operative  inter- 
vention with  better  surgical  results.  The  purpose 
of  this  study  is  to  analyze  our  experience  with  pa- 
tients with  TOS  who  have  been  operated  upon 
at  the  Wilmington  Medical  Center. 

Since  1972,  we  have  performed  47  first-rib 
resections  via  the  transaxillary  approach  for 
thoracic  outlet  syndrome.  There  were  23  men 
and  24  women.  The  average  age  of  the  men  was 
33  years  (range  20-63)  and  of  the  women,  38 
years  (range,  18-52).  "Twenty-six  patients  had 
a history  of  trauma;  15  of  these  were  related  to 
auto  accidents  and  seven  to  work.  (Table  1) 

Fifteen  of  the  47  had  a history  of  19  unsuccess- 
ful operations  before  the  first-rib  resection.  Prior 
to  seeking  our  advice  and  treatment,  11  patients 
had  undergone  scalenotomy;  four,  resection  of  a 
cervical  rib;  two,  cervical  laminectomies;  and 
two,  carpal  tunnel  surgery.  The  presenting 
symptoms  are  shown  in  Table  2.  All  patients 


Dr.  Davies  is  Section  Chief  of  the  Cardiovascular  and  Thoracic 
Surgery  Department,  Wilmington  Medical  Center;  Chief  of  Thor- 
acic Surgery  at  St.  Francis  Hospital,  Wilmington;  and  Clinical 
Professor  of  Surgery  at  Jefferson  Medical  College,  Philadelphia. 

Dr.  Oz  is  Chief  of  Thoracic  Surgery  at  St.  Francis  Hospital, 
Wilmington;  Program  Director  of  Thoracic  Surgery  Residency 
Teaching  at  the  Wilmington  Medical  Center;  and  Clinical  Professor 
of  Surgery  at  Jefferson  Medical  College,  Philadelphia. 

Dr.  Cobanoglu,  former  Chief  Resident  in  Thoracic  and  Cardio- 
vascular Surgery  at  the  Thomas  Jefferson  University  Hospital, 
Philadelphia,  is  Fellow  in  Cardiac  Surgery  at  the  University  of 
Oregon  Health  Sciences  Center,  Portland. 

Dr.  Whiteneck  is  Associate  Professor  of  Surgery  at  Jefferson 
Medical  College,  Philadelphia,  and  Attending  Surgeon  at  the  Chest- 
nut Hill  Hospital,  Philadelphia. 

Dr.  Oglesby  is  a radiologist  and  Coordinator  of  Special  Radio- 
logic  Procedures  at  the  Wilmington  Medical  Center. 


Allen  L.  Davies,  M.D. 

Mustafa  Oz,  M.D. 

Adnan  Cobanoglu,  M.D. 

Stephan  Whiteneck,  M.D.,  Ph.D. 

John  T.  Oglesby,  II,  M.D. 

had  either  neck,  shoulder,  or  arm  pain.  In  21 
patients,  these  symptoms  were  easily  reproduci- 
ble by  positional  changes  of  the  arm. 

The  second  most  common  symptom  was  pares- 
thesia over  the  involved  extremity;  44  of  our  pa- 
tients showed  this  to  some  degree.  Weakness, 
swelling,  and  discoloration  of  the  hand  were  less 
commonly  seen.  Only  four  patients  had  bilateral 
symptoms. 

The  most  consistent  physical  finding  was  oblit- 
eration of  the  radial  pulse  with  various  maneu- 
vers of  the  involved  extremity  (41  patients). 
Seventeen  patients  had  detectable  weakness  of 
the  involved  extremity;  eight  patients  had  obvi- 
ous changes  of  dystrophy  of  the  muscles  of  the 
arm  or  hand. 


TABLE  1 


Patients 

Male 

Female 

History 

Trauma 

Automobile 
Work  related 
Other 

Previous  Surgery  (19  operations 
Scalenotomy 
Cervical  rib 
Cervical  laminectomy 
Carpal  tunnel 


No.  of  Patients 

23 

24 

26 

15 

7 

4 

on  15  patients) 
11 
4 
2 
2 
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TABLE  2 


Results 


mptoms  No. 

of  Patients 

Neck,  shoulder,  arm  pain 

47 

Positional  effects  of  arm 

21 

Chest  pain 

5 

Numbness/paresthesia  arms 

44 

Motor  weakness 

19 

Cold  in  winter 

7 

Swelling,  discoloration  of  hands 

9 

Bilateral  symptoms 

4 

Muscle  atrophy 

4 

gns 

Vascular 

Pulse  obliteration 

41 

Splinter  hemorrhage 

1 

Neurologic 

Muscle  atrophy 

8 

Objective  weakness 

17 

Dystrophic  changes 

8 

As  shown  in  Table  3,  plain  roentgenograms, 
arteriography,  and  electromyography  with  con- 
duction studies  were  very  helpful  in  evaluating 
the  patients.  Arteriography  showed  definite 
compression  of  the  subclavian  artery  in  34  of 
the  39  patients  in  whom  it  was  performed.  Such 
arteriographic  evidence  is  thus  a very  useful  sign 
of  TOS. 

Electromyography  was  abnormal  in  35  of  the 
patients.  The  ulnar  nerve  velocity,  normally 
greater  than  60  meters  per  second  across  the 
thoracic  outlet,  was  markedly  slowed  in  27  pa- 
tients, minimally  slowed  in  eight  patients,  and 
normal  in  12  patients.  Three  patients  were  found 
to  have  fractured  clavicles  with  excess  callus 
formation  as  a result  of  past  trauma. 

Treatment 

All  47  patients  underwent  transaxillary  resec- 
tion of  the  first  rib.  In  three  patients,  concom- 
itant resection  of  a cervical  rib  was  carried  out. 
The  postoperative  hospitalization  period  was 
rarely  more  than  five  days.  Most  patients  were 
up  and  about  and  tolerating  a regular  diet  the 
day  after  surgery.  Four  patients  sustained  a small 
pneumothorax  of  less  than  10%;  none  required  a 
chest  tube.  One  patient  developed  axillary  vein 
thrombosis  which  necessitated  anticoagulation. 


Table  4 summarizes  the  results.  Satisfactory 
long-term  results  were  obtained  in  44  of  the  47 
patients  (94%),  satisfactory  meaning  that  the 
patients  were  happy  they  had  decided  to  have 
the  surgery  performed,  would  undergo  it  again 
if  symptoms  occurred  on  the  contralateral  side, 
and  rated  their  results  as  excellent,  good,  or  fair. 
Of  the  44  patients  with  satisfactory  results,  39 
had  complete  or  nearly  complete  relief  of  symp- 
toms and  five  had  fair  results.  Only  three  pa- 
tients were  considered  long-term  failures. 

The  predominant  residual  symptoms  in  the 
group  of  patients  with  poor  and  fair  results  are 
shown  in  Table  5,  which  also  lists  the  few  residual 
symptoms  in  patients  considered  to  have  good 
results.  The  most  common  residual  symptom 
was  paresthesia,  followed  by  continued  pain  in 
the  extremity,  chest  pain,  and  headache.  At  no 
time,  however,  were  the  symptoms  as  severe  as 
the  preoperative  presentation. 

Discussion 

Until  the  early  1960s,  there  was  much  con- 
fusion regarding  diagnosis  and  effective  man- 
agement of  the  thoracic  outlet  syndrome.  In 
1958,  Rob  and  Standeven  pointed  out  the  com- 
mon clinical  features  associated  with  cervical 
rib  syndrome,  scalenus  anticus  syndrome,  costo- 
clavicular syndrome,  hyperabduction  syndrome, 
brachiocephalic  syndrome,  and  recommended 
that  they  should  be  unified  as  “the  thoracic  out- 
let syndrome.”1 

The  anatomy  of  the  shoulder  region  attracts 
particular  attention  in  understanding  the  patho- 


TABLE  3 


Roentgenographic  Findings 
Cervical  rib 
Synostosis 
Fractured  clavicle 
Arteriography 
Compression 

Compression  with  abduction 
EMG 
Normal 
Slow 

Marked  slowing 


No.  of  Patients 
3 
3 
3 

5 

29 

12 

8 

27 
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physiology  of  this  syndrome.  The  brachial  plexus, 
especially  the  C8-T1  lower  trunk  and  subclavian 
artery,  is  at  utmost  risk  of  compression  while 
traversing  the  interscalene  triangle  across  the 
first  rib,  which  is  usually  wide  and  horizontal 
in  position.  Neurological  signs  of  compression 
are  the  most  frequent,  followed  by  the  signs  of 
vascular  compression.6,10,11 

Other  studies  have  claimed  the  most  common 
type  of  patient  as  a woman  in  the  third  or  fourth 
decade  who  has  poor  posture.9,12  Our  study 
differs  markedly  in  that  only  50%  of  our  patients 
were  women,  and  the  other  half  of  the  series 
was  made  up  of  well-muscled  males,  most  of 
whom  were  commonly  engaged  in  manual  labor. 

The  diagnostic  triad  of  neck,  shoulder,  and 
arm  pain;  postural  discomfort  of  the  arm;  and 
paresthesis  of  the  hand  and  finger  was  present 
in  more  than  95%  of  our  patients,  a rate  similar  to 
other  series.13 

Pain  is  usually  aggravated  by  activity,  in  par- 
ticular by  hyperabduction  of  the  involved  ex- 
tremity. Arterial  symptoms  consisting  of  pallor, 
ischemic  pain,  and  pulse  deficit  are  due  to  partial 
or  complete  occlusion  of  the  subclavian  artery. 
Venous  compression  has  sometimes  caused  severe 
edema  of  the  extremity.12 

The  involved  extremity  is  usually  the  dominant 
one.  In  addition  to  the  subjective  weakness  of 
the  arm,  there  may  be  loss  of  strength  and 
muscular  atrophy,  especially  in  the  hand. 

Provocative  diagnostic  maneuvers  are  very 
helpful.  The  most  commonly  used  maneuvers 
are  the  Adson  maneuver,  the  exaggerated  mili- 
tary position,  and  the  hyperabduction  maneuver. 
Exacerbation  of  existing  symptoms  or  suppression 
of  the  radial  pulse  implies  compression  of  the 
neurovascular  bundle  at  the  thoracic  outlet.9 


TABLE  4 
RESULTS 

Excellent 
Good 
Fair 
Poor 


Immediate  Long-Term 
13  15 

28  24 

4 5 

2 3 


Plain  roentgenograms  of  the  chest,  neck,  and 
shoulder  help  by  demonstrating  osseous  abnor- 
malities in  up  to  30%  of  patients.5  When  positive, 
arteriography  demonstrates  compression  of  the 
subclavian  vessel  at  the  crossing  of  the  first  rib. 

Electromyography  and  ulnar  nerve  conduction 
velocity  studies  are  of  great  help  in  diagnosis 
and  can  also  help  in  delineating  the  magnitude 
of  entrapment.  The  patient  who  has  ulnar  nerve 
conduction  velocities  across  the  shoulder  which 
are  less  than  60  meters  per  second  has  significant 
dysfunction  and  will  generally  be  unresponsive 
to  conservative  management.  Electronystagmog- 
raphy has  been  advocated  by  some  for  the  evalu- 
ation of  these  patients.8 

Conservative  treatment  with  physiotherapy 
ameliorates  the  symptoms  in  about  half  of  pa- 
tients with  TOS.  Patients  follow  an  exercise 
schedule  to  improve  their  posture  and  strengthen 
the  shoulder  girdle  muscle.  Topical  treatment 
with  heat  or  ultrasound  may  prove  helpful;  how- 
ever, these  modes  of  treatment  are  usually  disap- 
pointing in  patients  with  long-standing  disease 
and  in  those  whose  symptoms  are  moderate  to 
severe. 

Operative  treatment  is  indicated  for  patients 
who  are  refractory  to  conservative  management 
and  in  whom  a cervical  rib  or  obvious  deformity 
of  the  clavicle  is  present.  Resection  of  the  first 
rib  is  the  procedure  used  today  to  decompress 
the  neurovascular  bundle.  The  first  rib  can  be 
resected  via  different  routes  but  most  commonly 
by  the  transaxillary  route,  which,  from  our  ex- 
perience, is  the  one  we  recommend.  Its  ad- 
vantages are  preservation  of  good  posture,  mini- 
mal operative  trauma,  and  rapid  recovery. 


TABLE  5 

Continued  Symptoms 
Headache 
Paresthesia 
Weakness 

Neck,  shoulder,  arm  pain 
Chest  pain 
Hyperesthesia 
Ulnar  nerve  entrapment 


No.  of  Patients 

3 
17 

4 
6 
4 
2 
2 
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Conclusion 

With  proper  selection  of  patients  for  operative 
treatment,  90  to  95%  become  either  asymptomatic 
or  are  markedly  relieved  of  their  symptoms. 
About  5%  of  patients  do  not  improve  and  can 
become  worse.1-12  These  results  have  been  fairly 
uniform  from  different  surgical  groups  and  agree 
with  our  good  long-term  results  in  94%  of  our 
patients. 

Transaxillary  resection  of  the  first  rib  is  the 
procedure  of  choice.  Our  experience  with  47 
patients  was  followed  by  successful  results  in 
44  patients.  There  was  no  mortality,  and  the 
postoperative  course  was  marked  by  virtual  ab- 
sence of  postoperative  complications  and  a very 
short  hospital  stay  and  recovery.  Cosmetic  re- 
sults were  excellent  in  all  patients. 

The  management  of  the  thoracic  outlet  syn- 
drome has  improved  greatly  over  the  last  decade. 


Careful  selection  of  patients  by  electrodiagnostic 
tests  and  arteriography,  coupled  with  an  ap- 
propriate surgical  procedure,  will  lead  to  success- 
ful outcome  in  approximately  95%  of  patients. 


REFERENCES 

1.  Rob  CG,  Standeven  A.  Artenel  occlusion  complicating  thoracic 
outlet  compression  syndrome.  Br  Med  J.  1958;  2:709. 

2.  Clagett  OT.  Presidential  address : Research  and  prosearch.  J 
Thorac  Cardiovasc  Surg.  1962;  44:153. 

3.  Roos  DB,  Owens  JC.  Thoracic  outlet  syndrome.  Arch  Surg. 
1966;  93:71. 

4.  Roos  DB.  Transaxillary  approach  for  first  rib  resection  to 
relieve  thoracic  outlet  syndrome.  Ann  Surg.  1966;  163:354. 

5.  Urschel  HC,  Razzuk  MA.  Thoracic  outlet  syndrome.  New 
Eng  J Med.  1972;  286:1140. 

6.  Charrette  EJ,  Iyenger  KS,  Lynn  RB,  Challis  TW.  Sympa- 
thetic nonthrombotic  subclavian  vein  obstruction.  Vase  Surg. 
1973;  7:220. 

7.  Stayman  JW.  Thoracic  outlet  syndrome.  Surg  Clin  North  Am. 
1973;53:667. 

8.  Taglio  JU.  Electronystigmography.  Technical  aid  for  diagnosis 
of  vertebrobasilar  artery  insufficiency.  Nerv  Sist.  1973;  34:379. 

9.  Conn  J.  Thoracic  outlet  syndrome.  Surg  Clin  North  Am.  1974; 
54:15-5. 

10.  Roos  DB.  Discussion:  treatment  of  thoracic  outlet  syndrome 
by  removal  of  first  rib  and  related  entrapments  through  pos- 
teriolateral  approach.  J Thorac  Cardiovasc  Surg.  1974;  68:544. 

11.  Weinstein  T,  Gould  L,  Hoyt  D,  et  al.  Thrombosis  of  axillary 
and  subclavian  veins  with  thoracic  outlet  syndrome.  N Y State 
J Med.  1974;  74:1030. 

12.  Stayman  J.  Annual  oration  for  1974,  thoracic  outlet  syndrome. 
Trans  Phila  Acad  Surg.  1976;  32:37. 

13.  Timmis  HH.  Thoracic  outlet  syndrome.  In:  Rhoads.  Textbook 
of  surgery.  Philadelphia:  JB  Lippincott,  1977 :1716-26. 


Dx:  recurrent  herpes  labialis 


See  PDR  for 
Product  Informal 


In  Delaware,  “Herpecin-L”  Cold 
at  all  Eckerd,  Edgehill  and  Happ 


*e  Lip  Balm  is  av 
terry  Drug  Store . 


Del  Med  Jrl,  April  1982— Vol  54,  No  4 


Editorials 

Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  editorial 
material.  Preferred  length  is  approximately  200  words.  For  further  informa- 
tion, contact  the  Journal  office,  658-3957. 


DELAWARE  LUNG'S  75th 

Spurred  by  efforts  to  combat  tuberculosis, 
commonly  known  then  as  the  “White  Plague,”  the 
National  Association  for  the  Study  and  Preven- 
tion of  Tuberculosis  was  founded  in  1904.  A 
Delaware  physician,  John  Janvier  Black,  was 
instrumental  in  helping  to  establish  this  national 
organization.  Dr.  Black  was  also  one  of  the 
founders  and  the  first  president  of  the  Delaware 
Anti-Tuberculosis  Society,  which  was  incorpor- 
ated in  1907  and  later  became  known  as  the  Del- 
aware Lung  Association.  A delightful  account 
of  some  aspects  of  Doctor  Black’s  life  can  be 
found  in  this  issue. 

An  initial  effort  of  the  Delaware  Anti-Tuber- 
culosis Society  was  the  establishment  of  a small 
sanatorium  on  the  banks  of  the  Brandywine 
River  for  the  treatment  of  patients  with  tuber- 
culosis. When  a financial  crisis  in  1907  threat- 
ened to  close  the  new  facility,  a Wilmington 
physician,  Joseph  Wales,  sought  the  assistance 
of  his  cousin,  Emily  P.  Bissell.  Miss  Bissell  was 
active  in  the  Delaware  Chapter  of  the  American 
Red  Cross  and  had  experience  in  fund-raising. 
Using  an  idea  that  had  originated  in  Denmark 
of  a Christmas  stamp  to  call  attention  to  tuber- 
culosis, Miss  Bissell  designed  a small  stamp  that 
was  issued  under  the  auspices  of  the  Delaware 
Red  Cross,  and  the  Christmas  Seal  was  born. 
With  the  support  of  the  prominent  Philadelphia 
newspaper  The  North  American,  the  project 
gained  national  attention;  “Stamp  Out  Tubercu- 
losis” was  the  slogan. 

Emily  Bissell  served  as  the  president  of  the 
Delaware  Anti-Tuberculosis  Society  from  1908 
until  her  death  in  1948.  In  1942  she  was  the 
recipient  of  the  Trudeau  Medal.  Awarded  an- 
nually by  the  National  Tuberculosis  Society  (now 
the  American  Lung  Association),  this  medal 
recognizes  the  most  meritorius  contribution  to 
the  prevention  or  treatment  of  lung  disease.  Her 
picture  appeared  on  a Christmas  Seal  in  1946, 
and  a United  States  Commemorative  Stamp  was 
issued  in  her  honor  in  1980. 


At  the  Annual  Meeting  of  the  Delaware  Lung 
Association  on  May  3,  1982,  two  awards  will  be 
instituted.  The  John  Janvier  Black  Award  will 
honor  a physician,  educator,  or  investigator  who 
has  made  a definite  contribution  to  the  health 
of  the  people  of  Delaware.  The  Emily  P.  Bissell 
Award  will  honor  a lay  person  who  has  made  a 
recognized  contribution  to  Public  Health  in  Del- 
aware or  to  the  Delaware  Lung  Association. 

Since  the  introduction  of  effective  anti-tuber- 
culosis chemotherapeutic  agents  (streptomycin, 
aminosalicylic  acid,  isoniazid),  the  incidence  of 
tuberculosis  has  steadily  declined.  As  the  mor- 
bidity and  mortality  from  this  disease  have  been 
dramatically  reduced,  the  Lung  Association  has 
been  able  to  focus  on  other  aspects  of  respiratory 
health  and  disease.  The  Program  Committee 
of  the  Delaware  Lung  Association  has  identified 
priorities  of  chronic  obstructive  pulmonary  dis- 
ease, asthma,  and  school  health  to  be  addressed 
by  available  resources.  Programs  to  implement 
these  priorities  include  a COPD  resource  diction- 
ary, a six  week  course  “Help  For  The  Patient 
With  Lung  Disease,”  a family  asthma  program, 
and  a biofeedback  smoking  program  for  use  in 
schools.  Input  and  referrals  from  practicing 
physicians  are  essential  for  the  success  of  these 
programs.  It  can  be  seen  that  these  and  other 
projects  which  support  clean  air,  occupational 
health,  and  freedom  from  smoking,  emphasize 
education  and  prevention.  The  beneficiaries  of 
these  programs  are  our  patients  and  our  com- 
munity. 

The  Delaware  Lung  Association,  which  this 
year  celebrates  its  75th  Anniversary,  has  made  a 
positive  impact  on  the  health  of  the  people  of 
Delaware  and  the  nation.  It  continues  to  need 
our  support,  both  our  contributions  and  our 
volunteer  hours. 

The  Delaware  Lung  Association— our  Christ- 
mas Seal  people. 

Joseph  F.  Kestner,  Jr.,  M.D. 
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AGING  IN  THE  MENOPAUSE 

Whether  aging  is  a carefully  programmed 
genetic  event,  predestined  and  predetermined,  or 
the  unfortunate  culmination  of  a lifetime  of  in- 
sults and  aberrations,  remains  debatable.  Ger- 
ontologists generally  subscribe  to  elements  of 
both  theories.  There  may  be  a genetically-de- 
rived order  and  timetable  for  the  aging  process. 
However,  there  may  be  good  effects  from  an 
individual’s  life  style,  nutrition,  environment, 
work,  and  play.  Individuals  may  also  differ  in 
their  responses  to  stress,  to  injury,  to  various 
insults,  and  in  their  inherent  ability  to  recover 
and  even  to  thrive,  achieve,  and  maintain  a state 
of  well  being.  All  of  these  factors  could  have 
an  impact  on  the  ordered  plan  of  aging,  if  such 
a plan  exists  at  all. 

For  centuries  the  mean  age  of  the  menopause 
has  been  about  50  years.  The  age  of  puberty, 
however,  has  been  steadily  decreasing,  especially 
in  the  equatorial  and  temperate  climates.  The 
lowering  of  the  age  of  puberty  has  been  attri- 
buted to  better  health,  nutrition,  environmental 
factors,  and  a safer  and  more  hospitable  environ- 
ment with  better  health  care. 

It  seems  that  primary  ovarian  failure  has  been 
predetermined  and  is  nonvariable,  as  evidenced 
by  the  unchanging  age  when  menopause  occurs. 
While  the  onset  of  puberty  has  come  earlier,  the 
average  life  span  has  doubled  in  recent  cen- 
turies, apparently  influenced  by  the  same  factors 
that  have  contributed  to  earlier  puberty. 

Among  all  the  mammals,  only  the  human  and 


a few  other  higher  primates  live  appreciably 
beyond  their  reproductive  years.  Most  animals, 
as  did  man  until  a few  hundred  years  ago,  have 
a life  span  that  ends  with  or  before  the  end  of  the 
reproductive  years. 

Since  physicians  have  played  a role  in  increas- 
ing women’s  life  span,  they  perhaps  bear  a spe- 
cial responsibility  to  improve  the  quality  of 
women’s  life  during  their  postmenopausal  years. 
Therapeutic  nihilism  can  hardly  be  considered 
appropriate  in  such  a scenario.  If  women  are 
to  be  more  comfortable,  more  capable,  and  more 
useful  during  these  years,  therapeutic  efforts  on 
their  behalf  must  be  active  and  even  innovative. 
To  fulfill  such  a role,  physicians  must  be  knowl- 
edgeable, interested,  and  compassionate.  They 
must  understand  the  differences  between  aging 
changes  and  those  changes  attributable  to  prim- 
ary ovarian  failure.  They  must  apply  their  skills 
and  available  resources  to  the  problems  of  meno- 
pausal women  with  confidence,  ever  mindful  of 
new  and  developing  methodology  and  modali- 
ties. Alternative  and  multidisciplinary  approaches 
to  different  patient  situations  will  be  required. 
Knowledge  must  include  understanding  of  the 
side  effects,  hazards,  and  potentials  for  harm, 
and  how  to  avoid  them. 

We  shall  never  solve  all  of  the  problems  of 
all  the  women  in  an  aging  postmenopausal  popu- 
lation. About  25  percent  will  be  sorely  disabled 
by  the  vicissitudes  of  the  climacteric  and  post- 
menopausal years.  Another  50  percent  will  ex- 
perience discomfiture  and  adverse  symptoms 
of  varying  severity  which  are  amenable  to  ther- 
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apy.  The  last  25  percent  will  breeze  through 
the  whole  experience  as  if  no  significant  endo- 
crinologic  changes  had  occurred.  All  will  require 
individualized  care,  tailored  to  the  needs  of  their 
affected  and  often  deteriorating  systems.  Estro- 
gen replacement  therapy  and  alternative  thera- 
peutic regimens  represent  one  facet  of  care  that 
is  unique  to  the  postmenopausal  population. 
Balancing  the  risks  against  the  benefits  of  estro- 
gen replacement  may  prove  to  be  difficult, 
especially  when  the  risks  may  be  life-threatening 
and  the  benefits  may  “only”  make  the  quality 
of  life  better. 

Controversy  abounds.  As  Dr.  Cohen  indicated 
in  his  paper  ( see  page  227 ) , estrogen  may  increase 
the  risk  of  endometrial  carcinoma,  but  it  also 
decreases  the  risk  of  osteoporosis  and  associated 
fractures  of  the  hips,  vertebrae,  and  forearms. 
Estrogen  can  relieve  hot  flashes,  ameliorate  the 
discomfort  of  atrophic  vaginitis,  and  may  afford 
psychological  and  nonspecific  benefits  of  an  im- 
proved sense  of  well-being.  Estrogen  may  also 
adversely  affect  the  cardiovascular  system  and 
predispose  some  patients  to  phlebitis.  Obviously, 
estrogen  must  be  employed  judiciously  and  with 
skill,  and  be  avoided  when  its  use  is  inappropri- 
ate. Estrogen  replacement  therapy  is  often  effec- 
tive. It  may  be  life-saving  or  life-threatening. 
It  almost  surely  has  a potential  for  harm  but 
may  be  of  great  benefit.  It  is  neither  a panacea 
nor  an  anathema. 


Of  at  least  as  much  importance  as  estrogen  to 
menopausal  patients  are  preventive  measures. 
Smoking  is  known  to  produce  a significantly 
earlier  menopause.  Improved  nutrition,  good 
medical  care,  and  weight  control  can  have  a pro- 
found effect  on  the  aging  process.  All  of  these 
factors  play  a large  role  in  disease  prevention. 
Exercise  can  be  vitally  important  to  patients  in 
the  climacteric  and  postmenopausal  years.  Ap- 
propriate administration  of  calcium  with  exten- 
sive exercise  can  be  an  adequate  substitute  for 
estrogen  in  the  prevention  of  osteoporosis  and 
its  maladies. 

Treating  women  in  the  postmenopausal  years 
is  helped  by  ever-improving  knowledge  and  tools. 
The  challenge  is  to  discover  new  ones. 

William  D.  Johnson,  M.D. 

£ VI  «£ 

THE  PROBLEM  OF  ANTIBIOTIC  OVERDOSE 

The  International  Plasmid  Conference  meeting 
in  Santo  Domingo  a year  ago  issued  a statement 
( released  on  August  4,  1981 ) calling  for  interna- 
tional controls  to  halt  the  indiscriminate  dissemi- 
nation and  use  of  antibiotics.  It  is  appropriate 
that  a plasmid  conference  should  initiate  such 
an  appeal  since  plasmid-mediated  resistance  is 
the  most  common  mechanism  of  this  clinical 
problem. 
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Reports  at  this  international  meeting  noted 
evidence  that  the  indiscriminate  use  of  antibiotics 
was  causing  an  increase  in  antibiotic  resistant 
bacteria  throughout  the  world,  as  well  as  exposing 
patients  to  the  unnecessary  risk  of  antibiotic  side 
effects.  A major  concern  of  the  conference  mem- 
bers was  the  easy  availability  of  antibiotics  with- 
out a physician’s  prescription  in  many  countries, 
particularly  the  developing  Third  World  nations. 
Attention  was  also  directed  to  the  potential 
problems  produced  by  the  addition  of  antibiotics 
to  animal  feed,  a practice  carried  out  throughout 
the  world. 

The  over-the-counter  availability  of  antibiotics 
in  many  countries  of  the  world  is  indeed  a seri- 
ous health  hazard,  but  this  problem  should  be 
resolved  as  soon  as  medical  experts  can  convince 
responsible  government  officials  that  proper  re- 
strictions would  work  to  the  benefit  of  the  people. 
There  is  considerable  controversy  in  the  scientific 
community  over  the  hazards  of  adding  antibiotics 
to  animal  food.  While  there  is  evidence  that  this 
practice  may  make  a small  contribution  to  the 
increase  of  antibiotic  resistant  organisms  in  the 
human  intestinal  tract,  it  is  not  certain  that  this 
slight  risk  outweighs  the  economic  advantage  of 
this  practice. 

A more  serious  aspect  of  the  problem  of  anti- 
biotic overuse,  one  which  was  only  touched  on 
by  the  Plasmid  Conference,  is  the  tremendous 
overuse  of  antibiotics  in  the  well-developed  na- 
tions of  the  world  by  the  sophisticated  medical 
community. 

Two  recent  conferences  in  the  United  States 
sponsored  jointly  by  organized  medicine  and  the 
federal  government  have  highlighted  the  over- 
whelming problem  of  antibiotic  overuse  in  the 
United  States.  The  wholesale  cost  of  antibiotic 
agents  in  the  United  States  has  now  surpassed 
one  billion  dollars  and  there  appears  to  be  no 
end  in  sight.  The  recent  availability  of  the  ex- 
pensive new  third  generation  beta-lactam  anti- 
biotics may  push  this  tremendous  expense  for 
antibiotics  even  higher. 

Conservative  estimates  indicate  that  more 
than  60%  of  the  antibiotics  prescribed  in  this 
country  are  unnecessary.  Experts  on  antibiotic 
use  suggest  that  physician  education  provides 


the  best  chance  for  improving  prescribing  habits 
but  admit  that  efforts  to  this  end  developed  on 
local,  state,  and  federal  levels  have  been  unsuc- 
cessful. The  Joint  Commission  on  Accreditation 
has  mandated  antibiotic  surveillance  by  the 
medical  staff  of  each  hospital,  hoping  that  such 
assessment  will  improve  antibiotic  use.  Ob- 
viously, there  will  be  significant  variation  in  the 
quality  of  the  effort  and  these  committees  have 
not  been  in  operation  long  enough  to  assess  their 
success. 

While  local,  national,  and  international  bodies 
are  studying  the  problem  of  control  of  antibiotic 
use,  it  might  be  worthwhile  to  emphasize  a sim- 
plistic method  which  has  had  success  locally 
and  elsewhere  in  the  country:  when  the  physi- 
cian is  required  to  write  a progress  note  on  the 
patient’s  chart  indicating  the  reason  for  an  anti- 
biotic and  explaining  the  selection  of  the  agent 
ordered,  antibiotic  usage  has  dropped  by  an 
average  of  30%.  This  suggests  that  if  the  phy- 
sician gives  a moment  of  thought  concerning  the 
need  for  an  antibiotic,  s/he  will  frequently  recog- 
nize that  one  is  not  needed  at  all.  While  such 
a requirement  may  improve  antibiotic  usage  in 
hospital  patients,  it  does  not  approach  the  prob- 
lem of  significant  antibiotic  overusage  which 
occurs  in  physicians’  offices.  Obviously,  new  and 
innovative  educational  programs  will  be  neces- 
sary to  combat  this  worldwide  problem. 

William  J.  Holloway,  M.D. 

THE  NEW  PHYSICIAN:  GAIN  IN  RESPECT, 
LOSS  IN  AUTONOMY 

When  I was  a first  year  student  in  medical 
school,  a tvrannical  and  terrifying  professor 
(currently  an  endangered  species),  in  order  to 
instill  a certain  measure  of  humility  in  a group 
already  sufficiently  humble,  advised  our  medical 
class  that  in  the  course  of  history,  medical  inter- 
vention had  taken  more  lives  than  it  had  saved. 

In  all  probability,  World  War  II  represented 
the  turning  point.  Prior  to  that,  medicine  was 
primarily  a comfort  and  care  profession.  This 
is  certainly  no  longer  true.  We  now  live  in  a 
period  where  medicine  is  that  which  it  was  only 
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presumed  to  be  before— a life-saving  enterprise. 
This  has  transformed  the  actual  role  of  medicine 
and  its  intricate  relationship  with  its  “consumers” 
and  society  at  large,  but  not  necessarily  in  the 
order  or  direction  that  might  have  been  antici- 
pated. 

In  the  darker  days  of  our  profound  ignorance, 
the  physician  was  a respected  and  hallowed 
figure.  He  made  life  and  death  decisions  on  his 
own  cognizance,  conducted  his  research  in  pri- 
vate, consulted  his  conscience— not  his  lawyer- 
in  times  of  crisis  and,  if  in  a hazardous  specialty, 
carried  malpractice  insurance  with  a premium 
of  $400  a year.  Now,  in  our  days  of  triumphs 
where  we  have  seen  the  dramatic  conquest  of  in- 
fectious diseases,  immunization  that  protects  chil- 
dren from  the  scourges  of  childhood,  open  heart 
surgery,  dialysis  machines,  and  portable  respira- 
tors, we  also  have  internal  review  boards,  peer 
reviews,  Senate  hearings  on  basic  research,  legis- 
lation mandating  some  therapies,  court  decisions 
proscribing  others;  and  now,  in  a hazardous  spe- 
cialty in  a litigious  state,  malpractice  rates  that 
are  $40,000  a year. 

The  physician,  not  understanding  the  nature 
of  power  and  success,  has  not  surprisingly  re- 
sponded in  the  terms  of  the  hurt  mother.  “After 
all  I’ve  done  for  you,  how  can  you  treat  me  this 
way?”  The  answer,  which  I offer  today,  is,  “It’s 
because  of  what  we  have  done  for  them  that  they 
treat  us  this  way.”  It  is  necessary  to  understand 
that  when  one  controls  something  as  powerful 
as  life  saving,  one  gains  respect,  but  loses  au- 
tonomy. 

The  reasons  are  twofold : first,  when  one  moves 
from  dealing  in  luxuries  and  comforts  (privi- 
leges) to  instruments  for  survival  (necessities), 
one  has  moved  into  the  center  of  concern  for 
social  order.  We  allow  free  trade  in  candy  and 
soda  pop— not  in  water  or  basic  nutrients.  These 
will  be  controlled.  Second,  the  new  capacities 
of  medicine  are  such  that  they  have  introduced 
decisions  never  before  anticipated,  while  at  the 
same  time  changing  the  nature  of  the  decisions 
from  the  purely  medical  to  moral  and  often 
political.  Which  then,  of  course,  raises  the 
question  of  who  should  be  the  decision-maker. 

Some  immediate  examples  come  to  mind.  The 
Del  Med  Jrl,  April  1982— Vol  54,  No  4 


brain  is  so  constructed  that  when  an  injury  is 
sufficient  to  destroy  all  aspects  of  humanhood— 
the  capacity  to  speak,  to  share,  to  communicate, 
to  love,  to  feel,  to  sense,  to  talk— the  vegetative 
parts  of  the  brain  which  support  breathing  and 
circulation  will  usually  go  with  them.  Person- 
hood  is  bound  to  life  in  a package  deal.  But 
the  development  of  the  respirator  has  now  sepa- 
rated those  functions.  We  are  now  forced  to  ask 
the  question,  “When  is  that  which  we  are  keep- 
ing alive  on  the  respirator  no  longer  a human 
being  or  a person?”  or,  to  put  it  another  way, 
“When  is  that  person  on  the  respirator  no  longer 
alive?”  The  question  of  personhood  emerges 
then  in  medicine  as  it  has  not  since  medieval 
times.  Nor  is  it  just  at  the  end  of  life.  Recent 
attempts  to  bypass  the  Supreme  Court  decision 
on  abortion  by  a definition  of  a living  person 
at  the  moment  of  conception  are  at  this  very 
moment  being  argued  in  Senate  Subcommittee 
hearings. 

The  presence  of  any  new,  limited  resource— 
and  every  resource  will  at  some  time  be  limited- 
raises  the  question  of  priority  use.  Physicians 
have  no  medical  expertise  to  help  them  decide 
who  is  worthy  of  a scarce  resource  and  yet  we 
are  forced  to  make  those  decisions  constantly. 
A courageous  pioneer,  nephrologist  Dr.  Belding 
Scribner,  finally,  in  exasperation,  abdicated  such 
responsibility  as  being  a distortion  of  the  phy- 
sician’s role,  demanding  that  the  community 
itself  decide  who  should  or  should  not  be  allowed 
the  dialysis  machine. 

Modern  advances  in  antisepsis  and  surgery 
allow  us  to  do  life  saving  procedures  of  a sort 
unthinkable  in  the  past.  Yet  this,  too,  is  a mixed 
blessing.  The  ordinary  judgment  of  survival  days 
in  terms  of  a comparison  of  treatment  X with 
treatment  Y is  simply  insufficient.  It  becomes  ap- 
parent that  360  days  without  a face  is  quite  “dif- 
ferent” from  180  days  with  a face.  How  are  we 
to  evaluate  the  capacity  to  enter  the  social  world, 
the  capacity  to  work,  the  capacity  for  sexual 
intercourse,  the  capacity  for  a natural  family 
life?  And  if  we  cannot  evaluate  these  things, 
how  can  we  compare  surgery  versus  chemother- 
apy versus  drugs  without  proper  instruments 
for  weighting  functions  preserved  versus  the 
functions  abandoned? 
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This  list  could  proceed.  All  of  these  quan- 
daries, all  the  dilemmas,  are  results  of  the  ex- 
panding reach  and  expanding  capacity  of  that 
marvelous  enterprise  called  modern  medicine. 

So  take  pride  in  the  controversy.  It  is  a sign 
of  the  vitality  of  our  effort  and  the  seriousness 
of  our  success. 

And  take  joy  in  the  awareness  that  you  will 
be  doing,  in  your  daily  profession,  activities  that 
others  only  aspire  to  in  their  romantic  fantasies; 
you  will  have  the  extraordinary  privilege  of  ac- 
tually earning  your  living  by  saving  lives  and 
relieving  suffering. 

The  story  is  told  in  political  circles  of  the 
young  lawyer  who  went  to  Washington  to  do 
good  and  ended  up  only  doing  well.  You  can 
do  both.  I wish  you  well  in  doing  good. 

Willard  Gaylin,  M.D. 

Dr.  Gaylin  is  President  of  The  Hastings  Center  and  Clinical 
Professor  of  Psychiatry  at  the  College  of  Physicians  and  Surgeons, 
New  York. 

Dr.  Gaylin’s  editorial  was  originally  intended  as  an  address  to 
the  212th  Commencement  Convocation  of  the  College  of  Physicians 
and  Surgeons  of  Columbia  University.  His  undelivered  address 
was  published  in  P&S  Journal,  1981;  1:35,  and  is  reprinted  here 
with  permission. 
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PHEOCHROMOCYTOMAS  AT  THE  WILMINGTON 
MEDICAL  CENTER:  ANALYSIS  OF  15  CASES 


Jonathan. W.  Sastic,  M.D. 
Lemuel  O.  Herrera,  M.D. 
Robert  R.  Kester,  B.A. 


Introduction 

During  the  last  17  years,  at  least  15  cases  of 
pheochromocytoma  were  seen  at  the  Wilmington 
Medical  Center.  We  call  attention  to  this  un- 
common cause  of  hypertension  which  continues 
to  elude  diagnosis  in  many  cases.  The  diagnosis 
can  be  established  rapidly  if  the  physician  con- 
siders the  possibility  of  pheochromocytoma  and 
orders  appropriate  biochemical  and  radiologic 
tests.  The  importance  of  this  attitude  rests  with 
the  potential  surgical  cure  of  pheochromocytoma. 

Pheochromocytoma,  a tumor  of  chromocytes 
(mature  chromaffin  endocrine  cells  of  neural 
crest  origin),  arises  most  frequently  from  the 
adrenal  medulla.  Several  catecholamines  may 
be  produced  by  pheochromocytomas.  Hyperten- 
sion is  often  the  prominent  clinical  feature.  Often 
referred  to  as  the  “10%  tumor,”  approximately 
10%  of  pheochromocytomas  are  bilateral,  10% 
extra-adrenal,  and  10%  are  malignant.  Pheo- 
chromocytomas are  found  in  0.4%  to  2%  of  all 
hypertensive  patients,1  and  are  present  in  from 
0.07%  to  1%  of  large  autopsy  series.2 

The  presenting  symptoms  are  generally  inter- 
mittent in  nature  and  correspond  to  secretion 
of  excess  catecholamines.  Any  history  of  recur- 

Dr.  Sastic  is  a third-year  resident  in  General  Surgery  at  the 
Wilmington  Medical  Center. 

Dr.  Herrera  is  a Fellow  in  Surgical  Oncology  at  the  Roswell 
Park  Memorial  Institute  in  Buffalo. 

Mr.  Kester  is  a fourth-year  medical  student  in  Jefferson  Medical 
College  of  Thomas  Jefferson  University  in  Philadelphia. 


rent  episodes  of  hypertension  associated  with 
throbbing  headaches,  diaphoresis,  and  palpita- 
tions is  especially  significant.  Weight  loss  de- 
spite adequate  nutrition,  weakness,  nausea  and 
vomiting,  and  abnormal  glucose  tolerance  curves 
are  also  present  frequently.  Thus,  pheochromo- 
cytoma may  present  with  an  array  of  clinical 
manifestations. 

In  this  article  we  review  15  cases  of  pheo- 
chromocytoma seen  at  the  Wilmington  Medical 
Center,  with  special  attention  to  the  clinical 
presentation,  methods  of  diagnosis,  and  results 
of  treatment. 

Methods  and  Materials 

The  hospital  records  of  the  Wilmington  Medi- 
cal Center  provided  information  for  this  report. 
Only  those  patients  with  histologic  evidence 
of  pheochromocytoma  are  included. 

Results 

The  findings  in  the  15  patients  are  summarized 
in  Tables  1-5.  Table  1 lists  age,  sex,  race,  pre- 
senting complaints,  admission  blood  pressure, 
and  duration  of  disease.  Table  2 reports  the 
normal  values  at  the  Wilmington  Medical  Cen- 
ter laboratory  for  urinary  catecholamines  and 
vanillylmandelic  acid  ( VMA ) and  for  plasma 
catecholamines.  Table  3 summarizes  the  diag- 
nostic studies  used  to  substantiate  the  diagnosis 
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TABLE  1 


DURATION 


CASE 

AGE 

SEX 

RACE 

PRESENTING  COMPLAINTS 

ADM.  BP 

OF 

DISEASE 

1 

39 

M 

W 

headaches 

160/90 

? 

2 

65 

M 

B 

episode  of  unconsciousness,  urinary  incontinence, 
gait  disturbance 

120/70 

? 

3 

40 

F 

W 

paroxysmal  hypertension,  diarrhea,  vomiting 

130/90 

3 

years 

4 

55 

F 

B 

hypertension,  diabetes  mellitus 

150/100 

5 

years 

5 

36 

M 

B 

hypertension,  diabetes  mellitus 

230/160 

6* 

46 

M 

W 

labile  headaches,  nocturnal  sweats,  abnormal 
glucose  tol.  test 

190/100 

1 

year 

7* 

6V2 

M 

W 

headaches,  abdominal  pain,  failure  to  thrive 

230/180 

1 % years 

8* 

11% 

M 

W 

headaches,  flushing,  diaphoresis 

140/110 

8 

months 

9 

64 

F 

W 

night  sweats,  dyspnea 

170/90 

10 

years 

10 

49 

M 

W 

hyptertension,  flank  pain 

190/110 

11 

65 

F 

W 

sweating,  palpitations 

180/110 

1 V2  years 

12 

50 

F 

W 

pedal  edema,  hypertension 

220/110 

4 

months 

13 

53 

F 

W 

labile  hypertension,  headaches 

240/170 

1 

year 

14 

64 

M 

W 

RLQ  pain 

160/90 

2 

years 

15 

18 

F 

W 

RLQ  pain,  hypertension 

120/60 

? 

♦Cases  reported6,7 


of  pheochromocytoma  in  our  patients.  The  gross 
findings,  recurrence,  length  of  survival,  follow-up, 
and  any  major  concurrent  illnesses  are  presented 
in  Table  4. 

The  15  patients  seen  at  the  Wilmington  Medi- 
cal Center  with  pheochromocytoma  presented 
with  varied  complaints.  The  most  common  com- 
plaint, hypertension,  was  followed  by  headaches 
and  flushing.  The  average  length  of  symptoms 
in  this  series  was  about  three  years.  Our  patients 
ranged  from  six  to  65  years  of  age  with  a mean 
age  of  44  years,  representing  a younger  mean 
age  than  reported  in  a recent  series  of  22  pa- 
tients from  the  University  of  Oregon.3  Eight 
patients  were  male;  seven,  female.  There  were 
12  Caucasians  and  three  blacks  in  our  series,  a 
distribution  similar  to  the  Oregon  series  men- 
tioned above. 

Diagnosis 

Any  suspicion  of  pheochromocytoma  deserves 
a thorough  medical  work-up.  Ruling  out  hy- 
perthyroidism is  essential.  Biochemical  mea- 
surements of  catecholamines  and  their  metabo- 
lites are  now  readily  available.  The  single- 


voided  “spot”  of  urine  for  metanephrine,  mea- 
sured in  milligrams  per  gram  creatinine,  is  a 
useful  screen,  but  if  normal,  does  not  rule  out 
disease.  A more  definitive  test  is  a 24-hour 
urine  collection  for  metanephrine,  VMA,  and 
catecholamines.  Radioimmunoassay  determina- 
tions of  plasma  catecholamine  levels  have  been 
shown  to  be  more  useful  than  any  of  the  urinary 
studies.4  Of  our  13  patients  with  a premortem 
diagnosis  of  pheochromocytoma,  seven  of  11  had 


TABLE  2 


TEST 

Urine 

epinephrine 

norepinephrine 

metanephrine 

vanillylmandelic  acid 
catecholamines 
Plasma 

epinephrine 
norepinephrine 
total  catecholamines 


NORMAL  VALUE 

<20  ug/24  hrs. 

<80  ug/24  hrs. 

<2.2  mg/gr  creatinine/ 
24  hrs. 

1. 7-7.4  mg/24  hrs. 
10-110  ug/24  hrs. 

0-55  pg/ml 
65-320  pg/ml 
1 20-465  pg/ml 
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TABLE  3 
DIAGNOSIS 


CASE 

1 

2 

3 


4 


5 


6 

7 


8 


9 


10 

11 

12 


13 


14 

15 


BIOCHEMICAL 
Diagnosed  at  autopsy 
Diagnosed  at  autopsy 
metanephrine 

urine  56.5  mg/gr  creatinine/24  hrs 
VMA 

urine  5.6  mg/24  hrs 
metanephrine 

urine  1 5.6  mg/gr  creatinine/24  hrs 
VMA 

urine  15.6  mg/24  hrs 
total  catecholamines 
plasma  2613  pg/ml 
VMA 

urine  6/2  mg/24  hrs 
VMA 

urine  45.4  mg/24  hrs 
VMA 

urine  1 .9  mg/24  hrs 
catecholamines 

plasma  1500  pg/ml 
positive  response  to  phentolamine  test 
VMA 

urine  1 1 mg/24  hrs 
epinephrine 

urine  1225  mcg/24  hrs 
norepinephrine 

urine  1561  mcg/24  hrs 
metanephrine 

urine  8.9  mg/gr  creatinine/24  hrs 
catecholamines 

plasma  1306  pg/ml 
VMA 

urine  6.9  mg/24  hrs 


metanephrine 

urine  13.3  mg/gr  creatinine/24  hrs 
VMA 

urine  18.1  mg/24  hrs 
epinephrine 

plasma  630  pg/ml 
norepinephrine 
plasma  875  pg/ml 
metanephrine 

urine  2.3  mg/gr  creatinine/24  hrs 
norepinephrine 

urine  49  mcg/24  hrs  plasma  428  pg/ml 
epinephrine 

urine  18  mcg/24  hrs  plasma  70  pg/ml 
VMA 

urine  124  mcg/24  hrs 
catecholamines 

urine  124  mcg/24  hrs 
catecholamines 

plasma  4570  pg/ml 
metanephrine 

urine  686  mg/gr  creatinine/24  hrs 


RADIOLOGIC 


IVP— normal 


IVP— normal 

arteriogram— rt  adrenal  mass 


IVP— normal 

IVP— It  intrarenal  mass 
arteriogram— para-aortic  mass 


IVP— normal 

arteriogram— rt  adrenal  mass 


arteriogram— rt  adrenal  mass 
CAT  scan— rt  adrenal  mass 


IVP— normal 
IVP— normal 

arteriogram— rt  adrenal  mass 
arteriogram— It  adrenal  mass 
CAT  scan— It  adrenal  mass 


Stannous— DPA-|-Tc99  scan- 

It  adrenal  mass 

CAT  scan— It  adrenal  mass 


IVP— rt  suprarenal  mas 

CAT  scan— rt  peri-aortic  mass 
arteriogram— rt  extra-adrenal  mass 
IVP— calcific  density  outside  rt 
urinary  tract 


TABLE  4 


GROSS 

LENGTH  OF 

OTHER  MAJOR 

CASE 

FINDINGS 

RECURRENCE 

SURVIVAL 

FOLLOW-UP 

ILLNESSES 

1 

right  adrenal 

intracerebral 

1 50  gm;  8 x 6 cm 

hemorrhage 

2 

left  adrenal 

cryptococcal  menin- 

8  x 8 cm 

gitis,  pulmonary 
embolism 

3 

right  adrenal 
1.03  kg;  17  cm 

? 

? 

lost 

? 

4 

right  adrenal 

none 

10  years 

well 

subsequently  under- 

270 gm;  1 1 cm 

went  uneventful 
hysterectomy 

5 

right  adrenal 

5 years 

9 years 

alive  on  medical 

admitted  with  1st  and 

1 1 gm;  4 cm 

BP  210/130 

treatment  of  hy- 

2nd degree  burns 

plasma  catecholamines 

pertension.  Has 

33  ug  % 

been  adm  3x 

Urine  VMA 

with  hyperten- 

3.3 mg/24  hrs 

sive  crises 

6 

Organ  of  Zuckerkandl 

7 years 

died  1 1 

treated  after  re- 

150 gm;  7 x 9 cm 

Osteolytic  rib 

years 

currence  with  ra- 

lesion VMA 

after 

diation  and  strep- 

resection 

tozotocin 

7 

Organ  of  Zuckerkandl 

3 years 

40  gm;  4 x 6 cm 

BP  180/120 
Urine  VMA  22  mg/ 

10  years 

alive  on  treat- 

24 hrs 

ment  with  alpha- 

local  & lung 

methylparaty- 

metastasis  resected 

rosine;  normo- 
tensive 

8 

rt  adrenal 

none 

6 years 

doing  well  off 

32  gm;  7 cm 

treatment 

9 

rt  adrenal 

none 

1 year 

doing  well  off 

subendocardial  myo- 

27 gm;  4.5  x 3 cm 

treatment 

cardial  infarction 

10 

It  adrenal 

none 

13  years 

died  postop  after 

thoracic  aortic 

952  gm;  1 5 cm 

grafting  of  thor- 
acic aortic  an- 

aneurysm 

eurysm 

11 

rt  adrenal 

? 

died  postopera- 

acute  tubular  necrosis 

175  gm;  8.5  cm 

tively 

bronchopneumonia 
peptic  ulcer  disease 

12 

It  adrenal 

none 

1 year 

alive  after  treat- 

previously underwent 

100  gm;  8 x 6 cm 

ment 

abdominoperineal 
resection  for  rectal 

carcinoma 

13 

It  adrenal 

? 

8 months 

alive  after  treat- 

calcific pancreatitis 

31  gm;  5 x 4 cm 

ment 

14 

rt  adrenal 

? 

5 years 

alive  subsequent 

congestive  heart 

20  cm 

urine  VMA  3.4  mg/ 

return  of  hyper- 

failude, atrial  fibril- 

24 hrs 

tension 

lation 

15 

Organ  of  Zuckerkandl 

1 ? 

2 months 

BP  140/90 

previously  underwent 

9 x 7 x 3 cm 

appendectomy  with 

hypertensive 

episode 
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elevations  of  at  least  one  urinary  metabolite. 
Six  patients  had  plasma  catecholamine  determi- 
nations performed,  and  all  were  elevated.  Table 
5 summarizes  the  sensitivity  of  the  various  labor- 
atory tests  performed.  Adrenal  tissue  can  methy- 
late norepinephrine  to  produce  epinephrine, 
while  extra-adrenal  tissue  lacks  this  ability. 
Thus,  the  ratio  of  these  levels  may  suggest 
whether  the  tumor  is  of  adrenal  or  extra-adrenal 
origin.  Pharmacologic  tests  such  as  the  adminis- 
tration of  phentolamine,  an  alpha-adrenergic  an- 
tagonist, are  rarely  used  anymore.  One  patient 
in  our  series  underwent  this  test,  and  it  was  re- 
ported as  positive. 

Further  support  for  the  diagnosis  of  pheo- 
chromocytoma  can  be  obtained  by  appropriate 
radiologic  tests.  Intravenous  pyelograms  are  fre- 
quently used,  but  these  have  a low  yield  of  tumor 
localization.  Nine  of  our  patients  had  preopera- 
tive intravenous  pyelograms;  significant  clinical 
information  was  obtained  for  four  (44%). 

Localization  of  tumor  can  be  made  by  com- 
puterized axial  tomography  (CAT  scan),  radio- 
nucleotide scan,  arteriography,  or  adrenal  venog- 
raphy. Four  of  our  patients  had  adrenal  CAT 
scans  preoperatively;  all  were  positive  for  locali- 
zation confirmed  by  subsequent  surgical  find- 
ings. In  one  patient,  stannous-DPA  and  tech- 
netium-99 scan  correctly  reported  a left  adrenal 
mass. 

Seven  patients  underwent  arteriography,  with 
one  hypertensive  episode  occurring.  This  re- 
sponded immediately  to  a sodium  nitroprusside 


TABLE  5 

Urine 

Total  # 

# Elevated 

% 

(all  24  hr.  specimens) 

epinephrine 

2 

1 

50 

norepinephrine 

2 

1 

50 

metanephrine 

6 

6 

100 

VMA 

9 

4 

44 

total  catecholamines 

1 

1 

100 

Plasma 

epinephrine 

2 

2 

100 

norepinephrine 

2 

2 

100 

total  catecholamines 

4 

4 

100 

infusion.  All  seven  studies  reported  the  localiza- 
tion of  the  tumor  correctly,  including  three 
tumors  of  the  Organ  of  Zuckerkandl.  Knowledge 
of  hypertensive  crises  outweighs  the  potential 
risk  of  this  procedure. 

Treatment 

Surgical  excision  with  constant  intraoperative 
arterial  pressure  monitoring  offers  the  only  hope 
of  cure.  The  trans abdominal  approach  should 
be  employed,  as  it  facilitates  removal  of  the 
tumor  and  allows  detailed  inspection  of  the  en- 
tire abdominal  aorta  and  para-aortic  tissues. 
Manipulation  of  the  tumor  should  be  avoided 
until  the  venous  drainage  and  arterial  supply 
are  controlled.  Close  cooperation  between  sur- 
geon and  anesthesiologist  has  reduced  operative 
mortality  to  less  than  3%  in  large  patient  series.5 

Our  experience  on  the  surgical  service  of  the 
Wilmington  Medical  Center  was  as  follows.  No 
patients  died  in  the  operating  room  or  in  the 
recovery  room.  One  patient  died  in  the  immedi- 
ate postoperative  period  of  bronchopneumonia 
and  acute  tubular  necrosis.  Another  patient 
died  of  biopsy  proven  metastatic  disease  11  years 
after  his  original  resection.  One  patient  died 
after  resection  of  a thoracic  aortic  aneurysm,  13 
years  postadrenalectomy,  apparently  cured  of 
his  pheochromocytoma.  Autopsy  permission  was 
refused  in  this  case.  One  patient  was  lost  to 
follow-up.  Nine  patients  are  still  known  living 
postresection.  Five  of  these  are  alive  and  well, 
normotensive,  and  off  medications  to  control 
blood  pressure.  Four  patients  are  alive  and  on 
medical  treatment  for  hypertension.  Two  of 
these  four  are  normotensive  on  therapy.  Of  the 
two  patients  still  hypertensive  after  surgery  and 
on  antihypertensive  medications,  one  has  had 
three  subsequent  admissions  for  hypertensive 
crisis  and  the  other  is  only  two  months  post- 
resection. Both  are  being  investigated  for  recur- 
rent or  residual  disease. 

Conclusion 

Effective  management  of  hypertension  caused 
by  pheochromocytoma  begins  with  detecting  its 
presence.  Two  of  our  patients  died  without  sus- 
picion of  pheochromocytoma;  the  tumor  was  de- 
tected at  autopsy.  History  and  physical  exami- 
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nation  plus  a high  index  of  suspicion  are  pre- 
requisites. Appropriate  serum  and  urine  mea- 
surements of  catecholamines  and  their  metabo- 
lites should  be  obtained.  Radiologic  localization 
and  delineation  of  blood  supply  are  best  achieved 
by  computerized  axial  tomography  and  arteri- 
ography, respectively.  Surgical  excision  is  the 
definitive  treatment;  follow-up  for  life  is  manda- 
tory. 

The  ease  with  which  this  diagnosis  is  made 
and  its  high  surgical  curability  mandates  that 
this  neoplasm  be  considered  in  any  hypertensive 
patient  whose  clinical  history  suggests  it. 
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Letters  to  the  Editor 


MANAGEMENT  OF  LOW  BACK  PAIN 

To  the  Editor: 

Publishing  both  Dr.  Shenkin’s  article  on  the 
low  back  syndrome  and  mine  on  low  back  pain 
in  the  same  issue  of  the  Delaware  Medical  Journal 
was  most  appropriate  since  the  conjoined  publi- 
cation allows  the  opportunity  to  compare  the 
orthopaedic  and  neurosurgical  views.1,2 

I feel  a few  points  of  clarification  are  in  order, 
as  some  readers  may  be  confused  and  feel  that 
both  articles  are  covering  the  same  material. 
This  possible  confusion  was  brought  to  my  at- 
tention by  Dr.  Sprout’s  editorial  in  the  same 
issue.3  If  the  difference  in  our  subject  matter 
is  understood,  I think  the  feeling  that  Dr.  Shen- 
kin  is  more  surgically  oriented  than  I in  treating 
back  problems  is  relieved. 

My  article  addresses  itself  to  the  entire  spec- 
trum of  lower  back  complaints,  from  mild  strains 
to  acute  herniated  discs  and  everything  in  be- 
tween. Dr.  Shenkin’s  article  addresses  itself 
only  to  the  patient  with  nerve  root  involvement 
(ie,  a herniated  lumbar  disc).  True  herniation 
of  the  lumbar  disc  and  subsequent  sciatic  root 
irritation  comprises  only  10-20%  of  lower  back 
complaints.  Of  this  group,  a large  percentage 
(greater  than  50%)  will  ultimately  require  root 
decompression  via  surgery  or  Diskase  injection. 
The  neurosurgeon  primarily  sees  these  patients 
only;  the  vast  majority  of  patients  with  lower 
back  complaints  are  treated  by  their  family 
doctor  or  orthopaedist,  respond,  and  therefore 
never  come  to  the  attention  of  a neurosurgeon. 

It  is,  however,  this  larger  group  of  patients 
(some  80%  of  people  with  lower  back  pain)  that 
pose  the  major  dilemma  to  the  industrial  physi- 
cian and  Workmen’s  Compensation  carriers. 
These  people  do  not  need  and  will  not  do  well 
with  any  type  of  surgical  treatment:  that  point 
has  been  made  over  and  over  by  the  many  sur- 
gical failures  who  are  around.  The  medical 
profession,  whether  orthopaedic  or  neurosurgic- 
ally oriented,  does  not  need  to  keep  demonstrat- 


ing that  point,  but  we  do  need  to  know  a great 
deal  more  than  at  present  about  the  pathophysi- 
ology  of  lower  back  pain.  The  only  way  to  do 
that  is  through  basic  research  and  clinical  re- 
search, and  collection  and  comparison  of  the 
data  on  these  patients. 

At  present  that  is  not  being  done  effectively 
in  this  country,  either  by  the  medical  community, 
the  insurance  industry,  or  other  industries  whose 
workers  are  afflicted. 

Stephen  L.  Hershey,  M.D. 
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THE  MEDICAL  EYE  BANK  OF  DELAWARE,  INC. 

To  the  Editor: 

Due  to  the  lack  of  suitable  donor  material  in 
the  Delaware  Valley  area,  the  First  State’s  own 
eye  bank  was  developed:  The  Medical  Eye  Bank 
of  Delaware  became  operational  in  January  of 
1982.  The  enthusiasm  and  cooperation  received 
from  the  medical  examiner’s  office  and  the  hos- 
pitals in  Wilmington  have  been  extremely  grati- 
fying. During  the  first  two  months,  82  pieces 
of  ophthalmic  tissue  were  processed,  of  which 
35  were  used  for  corneal  transplantation. 

We  have  established  criteria  for  handling  and 
distribution  of  ocular  tissue  in  the  Delaware 
Valley  area.  As  the  most  productive  eye  banks 
in  the  country  now  charge  a fee,  the  Medical  Eye 
Bank  of  Delaware  is  doing  likewise.  This  fee 
enables  the  eye  bank  to  afford  top-quality  tech- 
nical assistance  in  order  to  process  and  transport 
donor  material  rapidly. 

Eyes  are  obtained  in  two  ways.  The  bene- 
ficence of  the  current  medical  examiner’s  law 
allows  us  to  ask  the  next-of-kin  for  the  oppor- 
tunity to  use  the  deceased’s  corneas  in  medical 
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examiners  cases.  The  other  source  is  through 
our  hospital  retrieval  program. 

The  corneal  tissue  obtained  is  used  to  provide 
surgeons  and  recipients  with  the  finest  cornea 
available,  for  emergency  corneal  repair  work, 
and  for  microsurgical  practice  in  cases  where 
the  tissue  is  not  suitable  for  keratoplasty.  The 
remainder  of  the  globe  is  used  for  research. 

The  physicians  in  our  area  can  be  of  enormous 
assistance  to  the  Eye  Bank  program  not  only  by 
encouraging  their  patients  to  contact  the  Eye 
Bank  and  pledge  their  own  eyes,  but,  of  even 
more  importance,  to  encourage  the  families  to 
donate  the  eyes  of  its  deceased  relatives  at  the 
time  a death  occurs. 

Already  many  people  have  felt  gratified  by  the 
Eye  Bank  process.  The  legacy  of  donating  some- 
one’s cornea  and  thus  returning  sight  to  another 
does  not  replace  a loved  one  but  is  an  unusual 
opportunity.  It  will  be  up  to  the  physicians  of 
Delaware  to  help  keep  us  informed  about  deaths, 
especially  when  you  feel  the  next-of-kin  might 
be  receptive  to  cornea  or  eye  donation.  The 
Medical  Eye  Bank  of  Delaware  certainly  appreci- 
ates your  cooperation.  We  look  forward  to  giv- 
ing you  a more  complete  report  of  our  activities 
in  the  future. 

Robert  Abel,  Jr.,  M.D. 

Medical  Director 
The  Medical  Eye  Bank  of  Delaware,  Inc. 

Ed  Note:  The  Medical  Advisory  Board  includes  Miguel  A.  Arcacha, 
Jr.,  M.D.,  William  J.  Holloway,  M.D.,  Jules  S.  Levin,  M.D.,  and 
David  L.  Schafer,  M.D.,  and  is  chaired  by  Dr.  Abel. 

CHAPERONING  PELVIC  EXAMS 

To  the  Editor: 

I object  to  the  basic  assumption  underlying 
Mr.  Clyman’s  paper,  “Why  Do  We  Chaperone 
the  Female  Pelvic  Exam?”  (Del  Med  J.  1982; 
54:105);  that  is,  that  physicians  who  do  pelvic 
examinations  are  primarily,  if  not  overwhelm- 
ingly, concerned  about  protection  from  their 
patients.  Surely  we  physicians  are  primarily 
concerned  about  doing  a thorough  examination 
so  that  as  much  information  as  possible  can  be 
gained.  In  my  experience,  the  presence  of  a third 


party  has  been  important  for  assistance  in  achiev- 
ing this. 

The  argument  that  if  a third  party  is  neces- 
sary for  pelvic  examination,  one  is  also  needed 
for  the  disrobed  patient,  or  perhaps  for  any  pa- 
tient examination,  is  a reductio  ad  absurdum 
and  leads  to  no  helpful  conclusion.  Further- 
more, he  did  not  and  cannot  dispute  that  the 
presence  of  a third  party  is  occasionally  needed 
and  helpful  against  false  charges  of  physician 
misconduct.  Recent  charges  of  rape  against  a 
Lankenau  Hospital  gynecologist  are  a case  in 
point. 

Mr.  Clyman  charges  “sexism”  underlies  the 
thinking  of  those  who  advise  the  presence  of  a 
third  party.  If  we  are  honest  with  ourselves,  we 
must  acknowledge  that  for  cultural  reasons,  male 
examiners  are  more  likely  to  be  charged  by  fe- 
male patients  than  vice  versa. 

Finally,  the  author  suggests  from  his  reading 
of  old  texts  and  articles  that  witnesses  were  not 
always  considered  necessary.  It  is  not  surpris- 
ing that  legal  protection  was  not  needed;  pa- 
tient adversaries  are  a modern  phenomenon. 

On  the  positive  side,  the  question  raised  is  an 
interesting  one.  Furthermore,  the  observation 
that  a third  party  can  serve  as  assistant,  patient 
comforter,  and  legal  witness  is  worth  making. 
Unfortunately,  I think  the  author  approaches 
the  subject  with  strong  negative  biases  about 
practicing  physicians  who  employ  assistants. 

Marguerite  D.  Thew,  M.D. 


V& 

MORE  ABOUT  THE  POWER  OF  THE  HEALER 

To  the  Editor: 

I am  writing  in  response  to  the  editorial,  “The 
Power  of  the  Healer:  Who  Has  It  and  Who 
Wants  It?”  (Del  Med  J.  1981;  53:612).  I also 
had  the  privilege  to  attend  the  NEH  seminar. 
In  the  best  tradition  of  science,  Dr.  Paulshock 
has  managed  an  objective  detachment  from  what 
was  at  times  an  emotional  month  for  some  of  the 
participants.  I congratulate  her  for  this.  In 
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the  worst  tradition  of  social  science,  she  has 
neglected  to  mention  her  preconceived  notions 
that  may  have  biased  her  perspective. 

I am  troubled  by  her  angry  admonition  to  her 
colleagues  to  be  aware  of  the  “anti-physician 
sentiment”  and  “the  steady  bad  mouthing”  be- 
cause I do  not  feel  this  accurately  reflects  the 
attitude  of  the  majority  of  the  seminar  partici- 
pants as  I perceived  it.  I am  disappointed  that 
she  never  did  answer  her  question  about  power: 
Who  has  it  and  who  wants  it?  Her  implication 
seems  to  be  that  physicians  alone  have  power 
and  that  everybody  else  wants  it.  Viewed  in  this 
light,  each  clinical  encounter  becomes  a power 
struggle  which  has  unhealthy  implications  for 
those  involved— doctor,  nurse,  patient. 

One  need  only  glance  at  a few  titles  to  know 
that  patients  have  become  consumers  seeking  to 
empower  themselves  by  acquiring  knowledge: 
Talk  Back  to  Your  Doctor,  Managing  Your  Doc- 
tor, How  To  Choose,  Use  Your  Doctor,  and  so 
forth.  Nurses  regularly  attend  courses  in  asser- 
tiveness training  and  a movement  for  nursing 


diagnosis  is  gaining  momentum.  The  fifth  na- 
tional conference  will  be  held  this  year. 

The  doctor  has  traditionally  been  trained  to 
think  of  himself  as  “the  captain.”  But  what  about 
the  aide,  the  orderly,  the  dietitian,  the  P.T.,  the 
R.T.,  and  the  IV  technician?  In  short,  it  seems 
everybody  wants  power.  It  would  be  unhealthy 
for  anyone— health  care  professional  or  patient— 
to  abdicate  individual  responsibility  and  decision 
making,  but  few  can  or  will  make  the  sacrifices 
that  medical  training  requires. 

Although  everybody  wants  power,  few  want 
responsibility.  The  NEH  seminar  was  about 
making  us  more  responsible  human  beings,  made 
aware  of  our  own  humanity  while  enjoying  the 
humanities  in  an  effort  to  deliver  more  humane 
health  care.  As  a nurse  I look  forward  to  the 
day  when  the  need  for  professional  hierarchies 
and  the  power  base  they  impose  disappear  and 
are  replaced  by  dynamic  relationships  based  on 
professional  trust  and  mutual  respect. 

Priscilla  Logue,  R.N. 

Chinle,  Arizona 
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MENOPAUSE 


Arnold  W.  Cohen,  M.D. 


Menopause  is  defined  as  the  complete  cessation 
of  menstruation  for  one  year.  It  is  the  most  ob- 
vious evidence  of  the  termination  of  reproductive 
function  in  the  female.  The  average  age  of  meno- 
pause in  the  United  States  is  51  years,  but  it  can 
range  from  35  to  55  years.  It  is  more  appropri- 
ate to  speak  about  the  perimenopause,  the  cli- 
macteric stage  of  a woman’s  life,  because  ovarian 
function  begins  to  wane  in  the  late  30s  and  does 
not  abruptly  halt  when  menstrual  periods  stop 
but  is  preceded  by  a decreased  frequency  of 
ovulation  that  is  associated  with  a variable  men- 
strual cycle,  elevated  FSH  levels,  and  falling  es- 
trogen levels. 

The  decrease  in  estrogen  levels  may  be  asso- 
ciated with  physiologic  changes  in  the  genital 
system.  There  may  be  a decrease  in  labial  fat 
so  that  the  labia  majora  are  flattened  and 
the  labia  minora  almost  disappear.  There  may 
be  vaginal  atrophy  as  the  mucosa  becomes  pro- 
gressively thinner.  The  supporting  structures  of 
the  uterus,  bladder,  and  rectum  may  lose  much 
of  their  tone  so  that  pelvic  relaxation  becomes 
a problem  as  it  is  associated  with  an  increased 
incidence  of  stress  urinary  incontinence.  The 
cervix  decreases  in  size  and  may  become  stenotic. 
The  uterus  becomes  smaller.  The  ovaries  de- 
crease in  size  and  should  not  be  palpable  in  a 
postmenopausal  woman. 

Many  body  changes  occur  with  the  onset  of 
perimenopause:  decreased  thyroid  function,  de- 

Dr.  Cohen  is  Assistant  Professor  of  Obstetrics  and  Gynecology  at 
the  University  of  Pennsylvania  School  of  Medicine. 

This  paper  is  an  adaptation  of  his  presentation  to  the  Twenty- 
ninth  Annual  Scientific  Assembly,  Delaware  Academy  of  Family 
Physicians. 


creased  insulin  release  and  response  to  glucose 
challenge,  impairment  of  thermoregulation,  de- 
creased tissue  response  to  catecholamines,  in- 
creased conversion  of  androstenedione  to  estrone, 
changes  in  fat  distribution,  and  excessive  hair 
growth. 

The  symptoms  of  the  perimenopause  often 
occur  well  before  the  menses  cease.  The  most 
noted  symptom,  the  “hot  flush,”  is  associated  with 
vasomotor  instability.  It  seems  to  be  related  to 
decrease  in  estrogen  levels,  but  may  be  related 
also  to  increased  gonadotropins. 

Headache,  insomnia,  vertigo,  depression,  and 
feelings  of  hopelessness,  worthlessness,  and  self- 
condemnation  are  often  experienced  during  the 
perimenopause.  These  are  thought  not  to  be 
directly  hormonally  related,  but  due  to  psycho- 
logical adjustments  that  a woman  has  to  make  to 
the  loss  of  reproductive  function.  There  is  a 
variable  increase  or  decrease  in  libido  depending 
on  the  patient’s  response  to  the  removal  of  fear 
of  pregnancy.  Atrophic  changes  in  the  genital 
tract  may  lead  to  dyspareunia,  urethritis,  and 
stress  urinary  incontinence.  Pain  or  stiffness  in 
the  joints,  probably  due  to  soft  tissue  changes 
because  x-rays  do  not  show  any  definite  changes, 
are  common  complaints  in  the  perimenopause. 
In  later  life  there  is  an  increased  incidence  of 
bone  fractures  due  to  osteoporosis. 

Progression  of  Changes  that  Occur 
During  the  Perimenopause 

Ovarian  function  begins  to  wane  in  the  late 
30s,  with  variable  menstrual  cycles  due  to  de- 


Del  Med  Jrl,  April  1982— Vol  54,  No  4 


227 


Menopause— Cohen 

creased  ovulation;  FSH  rises  at  this  time.  Vaso- 
motor flushes  occur  during  the  perimenopause 
probably  due  to  the  decrease  in  estrogen.  When 
estrogen  production  is  not  sufficient  enough  to 
cause  endometrial  proliferation,  there  is  a de- 
crease in  menstrual  flow,  although  enough  estro- 
gen is  usually  produced  to  sustain  vaginal  and 
vulvar  tissues  until  patients  are  70.  Extraovarian 
sources  of  estrogen  are  increased  by  aging,  stress, 
and  obesity.  The  change  of  life— perimenopause 
or  climacteric— is  associated  not  only  with  physio- 
logic changes  but  also  with  psychological  reac- 
tions to  aging.  Loss  of  menstruation  may  be 
mistaken  for  entry  into  a period  of  life  charac- 
terized by  physical  disability,  conflicts  with  fam- 
ily members,  and  decreased  sexual  adequacy. 

The  question  that  has  to  be  answered  during 
the  perimenopause  is  whether  the  decrease  in 
estrogen  that  these  patients  experience  presents 
such  a liability  as  to  necessitate  estrogen  replace- 
ment therapy.  There  were  104  million  women  in 
the  United  States  in  1970,  of  whom  27  million 
were  over  the  age  of  50.  Women  of  50  have  a 
28  year  life  expectancy.  Therefore,  one  third  of 
a woman’s  life  is  associated  with  waning  produc- 
tion of  endogenous  estrogens. 

The  effect  of  estrogen  on  target  organ  systems 
is  based  upon  receptors  that  bind  estrogen  in  the 
cytoplasm  of  specific  cells.  The  complex  of  estro- 
gen with  its  receptor  move  into  the  nucleus  to 
effect  DNA  structures  so  that  the  DNA  is  opened 
up  for  RNA  polymerase  to  cause  the  synthesis 
of  messenger  RNA.  Messenger  RNA  then  initi- 
ates protein  synthesis  in  the  cytoplasm  which 
effects  changes  in  the  target  organs.  Estrogen 
receptors,  which  are  increased  by  estrogens  them- 
selves and  decreased  by  progesterone,  occur  in 
the  endometrium,  myometrium,  cervix,  fallopian 
tubes,  hypothalamus,  neoplasms,  and  possibly 
also  in  bone,  blood  vessels,  skin,  breasts,  and 
liver. 

Hormonal  Changes  Associated  with  the 
Menopause 

The  menopause  acts  at  the  hypothalamic-an- 
terior pituitary  axis  and  limbic  system  to  facili- 
tate hot  flushes,  vasomotor  instability,  and  a de- 
crease in  the  modulation  of  emotions,  as  well  as 
associated  with  atrophy  of  the  tissues  of  the  re- 
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productive  tract.  There  are  changes  in  andro- 
gen, estrogen,  and  gonadotropin  levels  during 
the  perimenopause.  Defeminization  and  even 
virilism  can  be  seen  during  the  menopause. 
Changes  in  hormonal  function  can  be  associated 
with  abnormal  bleeding.  Perimenopause  is  asso- 
ciated with  the  gradual  decrease  in  the  amount 
of  androstenedione  produced  by  the  ovary.  There 
is  an  increase  in  ovarian  production  of  testos- 
terone related  to  the  increased  gonadotropin 
levels.  The  increased  testosterone  and  decreased 
estrogen  produce  the  defeminization,  hirsutism, 
and  virilization  that  may  be  seen.  During  the 
perimenopause,  the  cycle  length  becomes  shorter 
because  of  a decrease  in  the  follicular  portion. 
The  cycles  become  irregular  and  intermenstrual 
length,  longer.  There  is  irregular  vaginal  bleed- 
ing due  to  an  inadequate  luteal  phase,  or  after  a 
rise  and  fall  of  estrogen  secondary  to  anovula- 
tion. During  early  menopause,  even  though 
there  is  no  bleeding,  estrogen  levels  are  low  but 
continue  to  be  present  because  of  peripheral  con- 
version of  androstenedione  to  estrone.  In  the 
perimenopause,  levels  of  estrone  are  actually 
higher  than  in  the  premenopause  because  of  this 
peripheral  conversion.  Ovarian  estrogen  pro- 
duction ceases  postmenopausally.  Early  in  men- 
opause FSH  rises  while  LH  remains  normal.  As 
menopause  progresses,  LH  increases  as  well. 
Finding  FSH  and  LH  elevated  is  a sign  that  the 
menopause  has  occurred. 

For  many  years  the  primary  treatment  of  peri- 
menopausal  symptoms  has  been  estrogen  therapy. 
Estrogen  therapy  has  advantages  and  disadvan- 
tages. The  disadvantages  stem  from  its  meta- 
bolic effects,  side  effects,  and  increased  risk  of 
cancer.  Studies  have  shown  that  estrogen  re- 
placement will  increase  triglycerides  and  increase 
phospholipids  without  any  effect  on  cholesterol. 
There  is  also  evidence  that  high  dose  estrogen, 
much  higher  than  that  used  for  replacement 
therapy,  will  predispose  a patient  to  throm- 
boembolic disease,  coronary  artery  disease,  and 
cerebral-vascular  accidents.  An  observed  inci- 
dence of  biliary  stones  has  been  observed  associ- 
ated with  high  doses  of  estrogen  therapy.  Side 
effects  of  estrogen  therapy  are  mostly  bloating 
and  edema. 

The  cancer  risk  of  estrogen  therapy  has  been 
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FIGURE  1 

ESTROGEN  PREPARATIONS 

1.  CONJUGATED  ESTROGENS  (Premarin,  Ayerst) 
0.3  mg,  0.625  mg,  1.25  mg,  2.5  mg 

2.  ETHINYL  ESTRADIOL  (Estinyl,  Schering) 

0.02  — 0.50  mg 

3.  MICRONIZED  ESTRADIOL 

1—2  mg  (Estrace,  Mead  Johnson) 

4.  DELESTROGEN  - 10  mg  - 30  mg  IM 

5.  QUINESTROL  (Estrovis,  Parke-Davis) 

1 00  ug/wk 

discussed  extensively  in  the  last  several 
years.11-12’13  There  appears  to  be  no  increased 
incidence  of  breast  cancer,  but  there  is  an  in- 
creased chance  of  endometrial  hyperplasia,  aty- 
pia,  and  cancer  in  patients  who  receive  un- 
opposed estrogen  therapy  for  prolonged  periods 
of  time. 

The  advantages  of  estrogen  replacement  ther- 
apy are  related  to  control  of  vasomotor  reaction, 
reduction  of  emotional  reaction  to  the  climacteric, 
and  an  opportunity  for  preventive  medicine  by 
preventing  osteoporosis.  Twenty  percent  of  wo- 
men have  vasomotor  symptoms  severe  enough 


to  require  treatment.  These  symptoms  are  usu- 
ally very  responsive  to  treatment  with  low  dose 
estrogen  therapy.  Reduction  of  emotional  re- 
action to  the  climacteric  may  be  as  much  related 
to  the  physician’s  understanding,  caring,  and 
interest  in  the  patient’s  problem  as  to  the  re- 
placement with  estrogen.  Placebos  have  also 
been  found  effective  in  controlling  emotional  re- 
actions to  the  climacteric. 

Many  doctors  see  estrogen  therapy  as  a means 
of  practicing  preventive  medicine,  as  the  patient 
who  is  receiving  estrogen  sees  the  doctor  more 
frequently,  and  physical  examination  can  be 
done  to  detect  disorders  common  in  the  older 
population.  Osteoporosis  occurs  in  25%  of  white 
women  older  than  60,  which  results  in  spinal 
compression  fractures  in  many.  Twenty  percent 
of  the  people  with  osteoporosis  have  hip  frac- 
tures by  age  90.  As  one-sixth  of  the  patients 
with  hip  fractures  die  within  three  months,  the 
benefit  of  preventive  medicine  in  dealing  with 
osteoporosis  should  be  well  recognized,  but  the 
benefit  versus  risk  for  this  particular  preventive 
medicine  is  not  clear.  It  does  seem  that  exercise 
and  diet  may  be  as  beneficial  as  estrogen  therapy 
in  preventing  osteoporosis. 

Before  one  treats  a patient  with  estrogen  or 
any  other  pharmacological  agent  for  perimeno- 


Figure  2. 
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pausal  symptoms,  a complete  evaluation  should 
be  done  to  rule  out  psychological  causes,  hypo- 
glycemia, or  any  other  endocrine  abnormalities 
that  could  account  for  her  symptoms.  The  first 
treatment  should  be  psychotherapy,  with  reas- 
surance and  understanding  given  to  the  patient 
so  that  she  understands  the  changes  that  are 
occurring.  Before  hormonal  therapy  is  pre- 
scribed and  in  order  to  avoid  the  risk  of  hormonal 
therapy,  I have  used  Bellergal  S (Dorsey) 
( which  contains  atropine  compounds  and  pheno- 
barbital),  one  tablet  twice  a day.  In  many  pa- 
tients, this  combination  will  alleviate  most  of  the 
symptoms  so  they  do  not  require  hormonal  ther- 
apy. When  hormonal  therapy  is  required,  I use 
conjugated  estrogens  in  doses  of  0.3  to  1.25  mg 
a day  or  ethinyl  estradiols  0.05  to  0.2  mg  a day. 
(Figure  i ) 

The  controversy  remains  as  to  whether  cyclical 
or  continuous  therapy  is  needed.  I feel  that  in 
a patient  with  an  intact  uterus,  cyclic  therapy 
with  progestational  agents  added  to  the  end  of 
the  cycle  is  the  best  for  the  patient  because  of 
the  risk  of  endometrial  cancer.  If  the  patient 
does  not  have  a uterus  and  does  not  experience 
breast  tenderness  with  continued  usage,  then  a 
daily  dosage  may  be  used.  If  the  patient  con- 
tinues to  have  some  withdrawal  bleeding  with 
the  progestational  agent  added  at  the  end  of  the 
cycle,  then  the  patient  should  have  a sampling 
of  her  endometrium  every  year  while  on  this 
regimen.  If  any  evidence  of  hyperplasia  is  seen 
on  this  biopsy,  D & C is  necessary.  If  the  patient 
has  no  withdrawal  bleeding  from  the  progesta- 
tional agent,  then  the  progestational  agent  can 
be  omitted  for  three  to  six  months  and  be  given 
as  a challenge  just  every  six  months.  If  she  bleeds 
from  the  progestational  withdrawal,  then  biopsy 
and  continued  cyclical  estrogen  plus  progester- 
one therapy  is  indicated.  (Figure  2)  There  are 
rare  patients  whose  symptoms  cannot  be  con- 
trolled on  oral  estrogen  therapy;  for  these  pa- 
tients estrogen  plus  androgen  therapy  may  be 
indicated.  Other  agents  such  as  beta-adrenergic 
blockers,  tranquilizers,  and  clonidine,  an  antihy- 
pertensive agent,  have  been  used.  The  most  im- 
portant principle  is  to  use  the  least  amount  of 
drug  necessary  to  alleviate  symptoms.  The  dur- 
ation of  treatment  should  be  as  short  as  possible 
to  avoid  a carcinogenic  effect  of  therapy.  Good 


nutrition  and  exercise  should  be  encouraged  to 
avoid  the  effects  of  osteoporosis  and  so  that  estro- 
gen need  not  be  relied  upon  to  prevent  this  prob- 
lem. 
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Department  of  Family  Medicine 
University  of  Maryland 
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This  course  is  designed  to  update  the  family 
physician  in  current  concepts  of  medicine  with 
emphasis  on  practical  and  clinical  aspects  of 
patient  care.  New  diagnostic  and  therapeutic 
techniques  will  be  presented,  and  major  aspects 
of  traditional  care  will  be  reviewed. 

A wide  variety  of  teaching  formats  will  be 
used  including  lectures  by  nationally  respected 
experts,  live  case  presentations,  sessions  with 
mechanical  and  live  patient  simulators  and 
access  to  videotapes  and  computerized  learn- 
ing programs. 


For  further  information  contact: 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)528  3956 
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JOHN  JANVIER  BLACK  (1837-1909): 

AN  ORNAMENT  TO  HIS  PROFESSION 


Anthony  Higgins 


Among  Delaware  medical  doctors  with  a place 
already  in  the  history  of  the  state,  one  of  those 
with  lasting  fame  is  surely  John  Janvier  Black 
of  New  Castle.  Born  and  reared  nearby,  son  and 
grandson  of  Delaware  physicians,  he  made  a 
record  for  works  and  deeds  again  being  recog- 
nized well  beyond  the  borders  of  his  little  state. 

Not  that  he  cared  much  if  at  all  for  fame.  He 
seemed  to  be  driven  by  a passion  to  learn  all  he 
could  about  medicine.  This  he  saw  as  having 
come  a long  way  in  his  lifetime,  but  with  a long, 
long  way  to  go.  He  makes  that  clear  in  his  best 
known  book,  Forty  Years  in  the  Medical  Profes- 
sion published  in  1900. 

Besides  his  books,  his  printed  record  is  volumi- 
nous, both  in  his  own  briefer  writings  and  in  the 
writings  of  others  about  him.  Black  did  have 
a regard  for  his  own  place  in  his  own  time,  as 
attested  by  the  well-filled  pages  of  clippings  in 
scrapbooks.*  These  range  over  many  years  and 
include  data  relating  to  his  family’s  farms  and 
his  own  expanding  of  what  he  called  “fruit  farms” 
(peach  orchards  mostly)  in  New  Castle  County 
and  adjacent  Cecil  County,  Maryland. 

More  than  once  Dr.  Black’s  name  was  strongly 
proposed  for  Governor  by  admirers  of  his  grasp 
of  issues.  But  even  on  the  tickets  of  his  own 
Democratic  Party  he  saw  no  such  place  for  him- 

Mr.  John  Janvier  Black  Fulenwider,  grandson  of  Dr.  Black, 
encouraged  Mr.  Anthony  Higgins,  a former  member  of  the  News 
Journal  editorial  board,  to  prepare  this  memoir  when  the  Cultural 
and  Historical  Committee  of  the  Medical  Society  of  Delaware  re- 
quested information  about  Dr.  Black.  The  Cultural  and  Historical 
Committee  is  chaired  by  Dr.  Lewis  B.  Flinn.  Mr.  Higgins  resides 
in  Hockessin,  Delaware. 


self.  That  is  apparent  in  view  of  how  very  busy 
he  was,  first  of  all  as  a country  doctor  making 
house  calls.  His  younger  friend  Dr.  Raymond 
M.  Tybout  wrote  an  appreciation  after  Dr. 
Black’s  death  which  included  these  words: 

That  Dr.  Black  was  an  ornament  to  his  profession 
and  an  unusually  successful  practitioner,  as  well  as  a 
learned  man,  goes  without  saying.  But  there  is 
much  more  necessary  to  make  a physician  success- 
ful in  every  sense  of  the  word  than  the  mere  scientific 
side.  Gentleness,  honesty,  charity,  unselfishness, 
combined  with  good,  sound  common  sense  and 
proper  training  go  far  toward  what  goes  into  the 
making  of  a truly  successful  physician.  All  these  Dr. 
Black  had  and  more.  He  had  what  the  majority 
have  not,  personal  magnetism. 

He  reminded  me  of  the  late  Dr.  D.  Hayes  Agnew; 
in  the  celerity  with  which  he  would  arrive  at  a cor- 
rect diagnosis  there  was  a suggestion  of  that  subtle 
element  of  mind  we  call  intuition— that  medical  intui- 
tion which  leaps  the  bounds  of  methodical  scientific 
reasoning  and  which  went  so  far  toward  making  the 
reputation  of  the  brilliant  Dr.  William  Pepper  [of 
Philadelphia].  Indeed,  I may  remark  that  Dr.  Black 
was  a personal  friend  of  both  these  famous  men,  as 
well  as  others  of  their  prominent  contemporaries,  and 
a classmate  of  many  of  them.1 

Dr.  Tybout  was  speaking  of  the  Medical 
School  of  the  University  of  Pennsylvania,  Dr. 
Black’s  Class  of  1862.  After  his  graduation  came 
four  years  of  hospital  service  in  Philadelphia. 
Following  that,  as  Dr.  Black  wrote:  “In  1886,  not 
being  of  robust  health,  having  been  in  private 
practice  in  Philadelphia,  I went  to  Europe  for 

*Now  preserved  by  his  grandson,  John  Janvier  Black  Fulenwider 
of  Hockessin,  Delaware. 
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FIGURE  1 

John  Janvier  Black,  M.D.  (1837-1909) 

the  dual  purpose  of  recuperating  and  studying 
some  of  the  foreign  methods  then  in  vogue  in 
medicine.” 

For  more  time  at  sea  he  took  a clipper  ship; 
not  far  out  of  New  York  the  big  square-rigger 
ran  into  a storm  that  nearly  sank  her  before  she 
limped  back  to  port.  A steamship  then  got  him 
to  Le  Havre  in  14  days.  In  Paris  he  made  it  a 
point  to  visit  hospitals  and  to  meet  noted  phy- 
sicians, including  Alfred  Armand  Louis  Marie 
Velpeau,,  a specialist  in  surgery  and  obstetrics, 
whom  Black  called  “the  most  striking  character 
I met  in  Paris  . . . working  in  his  green  velvet 
skull-cap,  often  joking  as  he  worked.”  Black 
loved  Paris.  He  found  the  city  “a  superb  place 
for  a foreigner.  You  could  live  as  a prince  and 
be  thoroughly  comfortable  on  a few  francs  a day.” 
After  France  he  visited  Germany  and  England 
for  the  same  sort  of  informal  medical  study 
combined  with  sightseeing. 


In  1867  at  the  age  of  30,  he  ‘left  Europe  with 
all  its  wonders  in  science,  in  arts,  and  in  culture, 
thankful  for  what  I had  seen  and  more  thankful 
for  what  I had  learned.  More  than  that,  I left 
it  more  than  ever  satisfied  with  my  own  country, 
with  my  own  people,  and  that  my  lot  had  been 
cast  as  a citizen  of  the  United  States  of  America.” 

He  set  up  practice  in  New  Castle.  Did  he  have 
time  for  outdoor  sports  or  hobbies  not  connected 
with  medicine?  This  present  study  hasn’t  found 
mention  of  any.  Perhaps  his  work  in  fruit-farm- 
ing was  a pleasurable  relaxation.  His  early  book, 
Cultivation  of  the  Peach,  Pear  and  Quince,  pub- 
lished in  1886,  shows  one  way  his  mind  ran,  off 
duty.  More  related  to  medicine  was  his  last 
book,  Eating  to  Live,  published  in  1907.  He  liked 
to  write  long  letters  to  newspapers  on  a favorite 
subject— New  Castle’s  failure  to  even  try  to  be- 
come a deepwater  port  that  could  easily  displace 
Wilmington,  at  least,  as  a terminal  for  oceango- 
ing ships.  Wilmington’s  proved  importance  in 
building  good-sized  river  steamboats  got  little  or 
no  mention  by  him.  The  truth  was  that  Black 
had  a lifelong  interest  in  ships  and  ocean  travel 
ever  since  his  trip  to  San  Francisco  at  age  21, 
after  leaving  Princeton  College  in  his  junior  year. 
In  fact,  at  the  start  of  his  Forty  Years,  after  say- 
ing that  since  his  father  and  grandfather  were 
physicians*  and  “it  was  decreed  that  I,  willing 
or  unwilling,  should  also  become  a physician,” 
he  wrote: 

“I  take  the  date  of  my  entry  into  the  profes- 
sion as  June  5,  1858,  on  which  day  I sailed  from 
New  York  to  San  Francisco  on  the  steamer 
Moses  Taylor.  The  ship  was  a side- wheel  wooden 
vessel,  with  two  walking-beam  engines,  of  fair 
speed,  but  a notorious  roller  and  very  uncom- 
fortable at  sea.” 

On  the  Pacific  side  of  the  Isthmus  of  Pa- 
nama, he  adds,  “We  were  embarked  on  a larger 
steamer  for  San  Francisco,  stopping  at  Acapulco 
and  Manzanillo,  Mexico.  Yellow  fever  was  raging 
in  Acapulco,  and  worse  than  all,  smallpox  broke 
out  among  the  fifteen  hundred  passengers  on  our 
ship.”  Black  stayed  well  and  soon  was  installed 
in  the  U.S.  Marine  Hospital  in  San  Francisco 

‘Charles  Henry  Black  (1810-1852) 

Samuel  Henry  Black  (1782-1827) 
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by  the  “surgeon-in-charge,”  his  Delaware  cousin 
Dr.  Richard  Tybout  Maxwell,  who  took  him  in 
as  his  private  student. 

Young  Black’s  two  years  at  this  hospital  opened 
his  eyes  to  the  miseries  and  some  of  the  worst 
diseases  afflicting  humanity.  Forty  years  later 
he  wrote  about  venereal  disease:  “It  is  in  this 
class  of  diseases  that  poor  sailors  suffer  so  hor- 
ribly . . . They  either  die  at  sea  after  terrible 
suffering  or  are  landed  at  the  end  of  the  voyage 
hopeless  wrecks  and  cruel  sufferers.”  Syphilis 
was  still  a mystery  in  the  year  1900  (in  Forty 
Years  Black  wondered  if  it  was  “of  microbic 
origin  or  not”). 

Some  would  guess  that  Black’s  introduction 
in  San  Francisco  to  one  of  the  great  plagues  was 
enough  to  stir  in  him  a lifetime,  inveterate  con- 
cern for  humanity  under  attack  by  diseases  of 
the  worst  kinds.  He  wanted  to  tackle  such  a 
malady  in  ways  to  keep  it  from  spreading.  So 
he  studied  all  the  data  he  could  trust  and  went 
to  the  public  and  its  official  bodies  campaigning 
for  a counterattack,  whatever  the  expense. 

As  a self-styled  country  doctor,  Black  was 
proud  to  be  in  a set  of  hard-working  men  he 
admired.  But  he  saw  their  limitations  when 
“not  within  easy  reach  of  medical  centers.”  His 
career  shows  he  decided  early  in  his  practice  not 
to  accept  such  limitations.  Nor  did  he.  After 
his  death,  the  news  reports  and  many  editorials 
extolled  him  as  a practicing  physician  often  called 
in  consultation,  and  every  memorial  emphasized 
his  hard-driving  service  in  two  special  fields. 
First,  he  was  the  prime  mover  to  set  up  the 
Delaware  State  Hospital  for  the  insane  at  Farn- 
hurst  in  1889,  and  was  president  of  its  board 
from  then  until  1907.  The  other  public  service 
was  as  one  of  the  first  American  leaders  in  the 
new  battle  against  pulmonary  tuberculosis,  then 
becoming  known  as  “the  White  Plague.” 

Dr.  Black’s  efforts  were  important  in  the  found- 
ing of  the  National  Tuberculosis  Association  in 
1904.  In  1906  he  was  elected  president  of  the 
local  association  which  became  the  Delaware 
Anti-Tuberculosis  Society  in  1907.  Other  medi- 
cal founders  of  the  Association  included  Dr.  Ir- 
vine M.  Flinn,  Dr.  P.  W.  Tomlinson,  Dr.  Harold 
Springer,  and  Dr.  Ralph  Stubbs.  Alfred  I.  du 


FIGURE  2 

Emily  P.  Bissell  (1861-1948) 


Pont  was  quietly  in  the  background  with  financial 
assistance  toward  a sanatorium. 

They  all  knew  they  were  late  enough.  As 
Black  observed  in  his  Forty  Years  reminiscences: 
“It  was  only  as  far  back  as  1881  that  Robert 
Koch  gave  to  the  scientific  world  his  famous  and 
far-reaching  discovery  of  the  Bacillus  tubercu- 
losis and  demonstrated  it  beyond  peradventure 
to  be  the  cause  of  all  forms  of  tuberculosis,  thus 
. . . giving  to  suffering  man  a scientific  basis  upon 
which  to  work,  and,  I trust,  to  effectually  elimi- 
nate the  greatest  enemy  to  his  future  existence.” 

A few  years  later  he  declared  tuberculosis 
“responsible  for  200,000  deaths  every  year  in  the 
United  States;  there  are  many  cases  in  Delaware, 
at  least  several  thousand,  and  many  of  the  fairest 
and  brightest  among  us  are  going  to  their  pre- 
mature deaths.”  With  that,  Dr.  Black  went  into 
print  with  a round-up  report  on  the  disease  in 
“our  dear  little  commonwealth,”  aiming  directly 
at  the  Delaware  legislature,  which  over  the  years 
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had  failed  to  find  any  funds  for  a state  sana- 
torium.2 

As  he  went  on  to  report,  the  recently  formed 
Delaware  Anti-Tuberculosis  Society  “made  an 
effort  for  help”  that  got  nowhere  in  Dover.  The 
tide  turned  when  in  1908  the  General  Assembly 
set  up  the  Delaware  Tuberculosis  Commission, 
giving  it  $15,000  to  spend  the  first  year  on  “dis- 
pensaries,” one  in  each  county.  “Woefully  inade- 
quate,” Black  called  it.  However,  “Then  the  Red 
Cross  came  boldly  and  kindly  to  our  aid  and 
helped  with  work  and  money,  as  did  a few  kindly 
disposed  citizens.” 

Dr.  Black  concluded  his  hortatory  article  by 
noting  the  prospect  that  the  Delaware  Red  Cross, 
the  Anti-TB  Society,  and  the  new  commission 
“will  establish  a small  sanatorium  on  the  trolley 
line  in  the  high  country  near  Brandywine 
Springs.”  That  was  the  Hope  Farm  project  that 
soon  took  shape  beside  the  Newport  and  Gap 
Turnpike,  the  present  Route  41. 

Black  did  not  live  to  see  a $90,000  building 
dedicated  in  1913.  The  help  from  the  local  Red 
Cross  chapter  turned  the  tide  as  much  as  any- 
thing did.  Credit  for  that  sunburst  surprise  in  a 
bleak  time  went  to  Emily  P.  Bissell  (1861-1948). 
U.S.  Senator  Willard  Saulsbury  said  at  the  dedi- 


cation: “Of  the  cost  of  this  building,  only  $2,500 
has  been  given  by  the  state.  The  rest  came  from 
our  friends— the  friends  of  the  sick  and  the  un- 
fortunate ...  To  Dr.  Black  of  New  Castle,  who 
is  rightly  honored  here  with  a fitting  memorial, 
we  give  praise  for  the  inception  of  this  move- 
ment. But  no  exercises  here  will  be  complete 
in  which  honor  is  not  done  to  the  tireless  energy, 
the  brilliant  initiative,  the  resourceful  leadership 
for  which  Miss  Emily  Bissell  has  proved  abso- 
lutely matchless  and  sufficient.” 

In  1907,  “Miss  Cherry”  Bissell,  secretary  of 
the  Delaware  Red  Cross,  noticed  how  a “Christ- 
mas stamp”  in  Denmark  had  raised  funds  that 
built  a sanatorium  for  children  with  tuberculosis. 
In  Delaware,  the  story  of  her  1907  stamp  and 
Christmas  Seals  is  a shining  bit  of  local  history. 
That  first  stamp  pulled  in  $3,000  for  Hope 
Farm.  The  next  year  the  Christmas  Seal  went 
nationwide  under  sponsorship  of  the  American 
Red  Cross.  In  1910  it  was  jointly  offered  by  the 
Red  Cross  and  the  National  Tuberculosis  Asso- 
ciation and  continued  that  way  until  1920  when 
the  Association  became  the  Seal’s  sole  sponsor. 

Miss  Bissell  served  as  president  of  the  Dela- 
ware Anti-Tuberculosis  Society,  succeeding  Dr. 
Black,  from  1908  until  her  death  40  years  later. 


FIGURE  3 

Miss  Bissell  purchased  first  Christ- 
mas Seal  on  December  7,  1907 
in  old  Wilmington  post  office. 
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These  days  both  Emily  Bissell  and  John  Black 
would  be  pleased  and,  maybe  dumfounded  to 
see  what  happened  with  TB  since  the  old  Hope 
Farm  era.  The  Emily  P.  Bissell  Hospital  is  no 
longer  a TB  “sanatorium”;  as  a state-funded 
agency,  it  cares  for  patients  with  chronic  ailments 
of  various  kinds,  with  tuberculosis  patients  a 
very  small  minority.  Fewer  than  100  such  cases 
a year  are  being  identified  in  the  state,  with  a 
population  now  more  than  three  times  that  of 
1900.  Dr.  Black’s  Delaware  Anti-Tuberculosis 
Society  and  the  National  Tuberculosis  Associa- 
tion have  evolved  into  the  Delaware  Lung  Asso- 
ciation and  American  Lung  Association,  respec- 
tively. Both  organizations  are  concerned  with 
all  respiratory  ailments  and  are  still  financed 
by  proceeds  from  that  very  special  little  cachet, 
the  Christmas  Seal. 

Here  in  Delaware,  it  could  be  respectfully 
nicknamed  the  Bissell-Black  Seal. 
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REMOVAL  OF  CHOLESTEROL  CALCULI 
BY  MEDICATION:  POSSIBILITIES 
AND  PROBLEMS 

O.  J.  Pollak,  M.D.,  Ph.D. 


In  an  essay  entitled  “Nonsurgical  Removal  of 
Gallstones  in  China:  A Blend  of  Chinese  and 
Western  Medicine,”1  I commented  on  the  suc- 
cessful expulsion  of  combined,  pigmented  gall- 
stones by  using  Chinese  herbal  extracts  and 
Western  pharmaceuticals.  The  principle  of  the 
method  suggests  that  it  may  be  applicable  to  all 
types  of  gallstones,  regardless  of  their  chemical 
composition  and  their  physical  properties,  par- 
ticularly their  solubility.  Chinese  living  on  the 
mainland  do  not  have  cholesterol  calculi.  Thus, 
it  is  up  to  us  Westerners  to  explore  whether  the 
Chinese  method  of  treatment  is  also  suitable  for 
nonsurgical  removal  of  cholesterol  calculi. 

Combined  cholecystic  concretions  are  pig- 
mented, relatively  soft,  and  soluble.  Solitary 
stones  are  dark  green,  ovoid,  mostly  smaller  than 
4 by  3 by  3 cm  in  diameter.  Combined  stones 
are  most  often  present  in  large  numbers,  some- 
times filling  part  or  all  of  the  gallbladder.  They 
may  be  pale  yellow,  yellowish-brown,  or  green- 
ish-yellow, and  globular,  but  more  often,  such 
stones  are  dark  green  and  pyramidal  with  four 
nearly  equal,  flat,  smooth  surfaces.  The  smallest 
measure  1 or  2 mm  in  diameter.  A few  stones 
may  have  one  concave  surface  or  one  convex, 
as  two  calculi  lie  close  together.  Some  pyra- 
midal stones  are  brown.  Pryamidal  stones,  which 
usually  measure  from  0.15  to  2 cm,  are  mostly 
about  1 cm  in  diameter. 

Cholesterol  calculi  are  single.  They  are  either 
spheric,  1 to  1.25  cm  in  diameter,  or  ovoid,  2.5 
by  1.5  by  1.5  cm.  These  stones  are  colorless, 
hard,  nearly  insoluble,  and  radiologically  trans- 
lucent. Often,  a single  cholesterol  calculus, 
wedged  in  the  bladder  neck  or  obstructing  the 
common  duct,  accompanies  multiple  pigmented 
concretions  present  in  the  gallbladder. 

Dr.  Poliak  is  Consulting  Pathologist,  Division  of  Public  Health 
Laboratory,  Department  of  Health  and  Social  Services;  and  Medi- 
cal Director,  Laboratory  Technicians  Program,  Delaware  Technical 
and  Community  College,  Georgetown,  Delaware. 


There  is  a large  bibliography  about  the  altera- 
tion of  solubility  of  cholesterol  in  vitro  by  adding 
various  oils  or  nonsaponifiable  matter  which 
includes  /3-sitosterol.2-3  Apparently,  cholesterol 
solubility,  particularly  the  solubility  of  choles- 
terol containing  calculi  and  pure  cholesterol  cal- 
culi, can  also  be  enhanced  in  vivo. 

Thirty  years  ago,  I fed  mixed  plant  sterols  to 
rabbits  to  prevent  experimental  hypercholesterol- 
emia,4 and  also  gave  it  to  human  volunteers  for 
reduction  of  their  blood  cholesterol.5  One  of 
the  subjects,  the  caretaker  of  my  rabbits,  after 
having  ingested  7 gm  of  the  sterols  daily  for  two 
weeks,  experienced  a typical  biliary  colic  and  ex- 
pelled quite  a few  medium-sized,  pale  yellow, 
faceted  concretions,  and  one  spheric,  glassy,  glis- 
tening cholesterol  calculus.  At  that  time,  I did 
not  recognize  the  cause  and  effect  between  his 
ingestion  of  /3-sitosterol  and  his  subsequent  ex- 
pulsion of  gallstones. 

In  1976,  there  was  a report  on  the  response  of 
a colony  of  mice  to  eight  different  diets.6  The 
addition  of  /3-sitosterol  to  a lithogenic  diet  con- 
sisting of  cholic  acid  and  cholesterol  reduced  the 
incidence  of  experimental  cholelithiasis  by  35.5% 
in  male  mice  and  by  25%  in  female  mice.  Ex- 
trapolating results  of  animal  experiments  to  man 
is  risky.  For  example,  bile  acids  of  the  chick 
conjugate  with  taurine;  bile  acids  of  the  rabbit, 
with  glycine;  and  those  of  the  rat  and  man  con- 
jugate with  both  glycine  and  taurine.7 

Bile  flow,  hepatic  and  biliary  cholesterol, 
HMG-Co-A  reductase  and  cholesterol  7a-hydro- 
lase  are  all  affected  by  the  supply  of  cholesterol, 
/3-sitosterol,  cholic  acid,  cholanic  acid,  tauro- 
cholic  acid,  12-desoxycholyl  taurine,  12-desoxy- 
cholyl  glycine,  3a,  7a-diacetoxy-5/3-cholic  acid, 
3a,  7a,  12a-trihydroxy-5/3-cholanic  acid  (CDCA), 
chenodeoxycholic  acid  (chenodiol),  and  other 
bile  acids.  The  proportion  between  litholytic 
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and  lithogenic  biliary  constituents  is  a determi- 
ning factor  in  either  direction.  Beta-sitosterol 
is  a cholesterol  solvent  and  also  a hypocholestero- 
lemic  agent  by  reducing  the  availability  of  cho- 
lesterol for  bile  acid  formation. 

During  the  last  decade,  several  essays  on  medi- 
cal treatment  of  cholesterol  calculi  have  been 
published  in  Europe.  One  research  team  ob- 
served 29  patients  who  had  radiologically  trans- 
lucent gallstones.8  Sixteen  patients  received  1 
gm  of  chenodiol  ( chenodeoxycholic  acid)  daily. 
Partial  dissolution  of  their  calculi  was  observed 
in  three  patients  (18.75%);  complete  dissolution 
occurred  in  two  ( 12.5%).  Thirteen  other  patients 
received  1 gm  of  chenodiol  plus  3 gm  of  /3-sitos- 
terol  daily.  Partial  dissolution  of  calculi  was 
recorded  in  four  patients  (30.77%);  complete 
dissolution  was  documented  radiologically  in 
eight  (61.5%).  The  average  treatment  lasted 
seven  months;  patients  responded  to  the  treat- 
ment after  a period  of  eight  to  40  weeks. 

Others  have  reported  that  /1-sitosterol  en- 
hances the  solubility  of  cholesterol  calculi  in 
vivo.9  Daily  ingestion  of  12  gm  of  /1-sitosterol 
for  six  weeks  resulted  in  10%  to  15%  reduction 
of  lithogenicity,  ie,  of  the  number  of  calculi,  in 
six  of  seven  patients. 

Nonsurgical  removal  of  gallstones  has  been 
attempted  in  Europe  for  at  least  two  centuries. 
The  mineral  waters  of  European  spas  (the  most 
famous  of  those  being  the  Bohemian  spas,  es- 
pecially Karlsbad,  Marienbad,  and  Franzensbad) 
are  cholagogues  and  mild  laxatives.  They  also 
are  mildly  hypocholesterolemic.  Patients  with 
chronic  calculus  cholecystitis  have  allegedly 
benefited  from  “taking  the  cure,”  ie,  from  drink- 
ing the  waters.  Some  have  even  discharged 
their  gallstones  while  frolicking  at  the  spas. 

The  literature  on  the  many  beneficial  effects 
of  mineral  waters  is  tremendous,  but  it  is  mostly 
superficial  and  nonscientific.  In  1962,  an  exhaus- 
tive report  was  published  on  the  synergistic  effect 
of  French  mineral  waters  and  /3-sitosterol.10 
These  waters,  known  as  “source  hepar,”  contain 
large  amounts  of  magnesium  sulfate  and  sodium 
sulfate.  Concurrent  ingestion  of  the  waters  and 
of  /3- sitosterol  resulted  in  nearly  two-fold  increase 


of  the  hypocholesterolemic  effect  of  either  com- 
ponent of  this  regimen. 

Reports  from  the  1930s  induced  physicians  to 
prescribe  the  drinking  of  a glass  of  warm  water 
with  a tablespoon  each  of  magnesium  sulfate  and 
sodium  sulfate,  promptly  followed  by  a glass  of 
olive  oil  for  patients  with  gallstones.  Within 
about  four  to  six  hours,  multiple  gallstones,  up 
to  1 cm  in  diameter,  had  softened  to  almost  pasty 
consistency  and  could  be  recovered  from  the 
feces.  One  of  these  patients  underwent  appen- 
dectomy about  six  weeks  after  treatment;  the 
lumen  of  his  appendix  contained  five  faceted 
gallstones.11  The  treatment  was  heroic  and  most 
painful.  At  the  time,  the  choice  of  analgesics 
was  limited  and  few  were  used  for  fear  of  inter- 
fering with  the  medication.  This  approach  was 
soon  abandoned  and  forgotten. 

Ignorant  of  the  differences  between  mono- 
genic and  polygenic  hypercholesterolemia,  the 
US  Patent  Office  considers  hypercholesterolemia 
as  a symptom  and  not  as  cause  of  disease.  All 
the  patents  for  cholesterol-depressing  drugs  have 
come  from  abroad.  A German  patent  covering 
a selection  of  seven  different  bile  acids  plus  /3- 
sitosterol,  to  be  used  as  hypocholesterolemic  and 
at  the  same  time  as  litholytic  medication,  was 
granted  in  1973.12  The  background  for  patent 
application  consisted  of  results  with  a large  series 
of  rats  fed  multiple  combinations  of  bile  acids 
and  sitosterol,  a report  on  a man  in  whom  daily 
intake  of  12  g /3-sitosterol  and  750  mg  CDCA 
lowered  his  plasma  cholesterol  concentration 
from  620  mg/dl  to  404  mg/dl  within  two  weeks, 
and  a report  on  a woman  in  whom  three  daily 
doses  of  4 g /3-sitosterol  and  250  mg  CDCA  re- 
sulted in  a 40%  radiologic  decrease  in  the  size  of 
her  gallstones  within  three  months.  A similar 
preparation  became  commercially  available  in 
Switzerland  in  1977. 

In  September  of  1981,  a well- documented, 
comprehensive  review  of  the  use  of  chenodiol 
for  dissolution  of  gallstones  was  published  in  the 
US.13  This  23-page  report  is  appended  by  155 
references.  In  all,  916  patients  with  gallstones 
were  observed  for  two  years.  In  the  group  of 
patients  given  750  mg  per  day  of  chenodiol,  com- 
plete dissolution  of  gallstones  occurred  in  13.5% 
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and  partial  dissolution  in  40.5%.  In  a second 
group  of  patients  who  were  given  350  mg  of 
chenodiol  per  day,  complete  dissolution  of  stones 
occurred  in  3.2%,  partial  dissolution  in  23.6%.  In 
a placebo  group  followed  for  the  same  time, 
0.8%  of  gallstones  dissolved  completely  and  11% 
partially.  The  investigators  considered  the  size 
of  the  gallstones  as  one  of  the  factors  determin- 
ing the  results  of  medication.  Regrettably,  they 
paid  no  attention  to  the  chemical  composition  of 
the  stones,  which  is  a major  factor  determining 
solubility. 

At  present,  we  have  the  choice  of  three  gall- 
stone solvents;  bile  acids  (principally  chenodiol 
and  CDCA),  /3-sitosterol,  and  combinations  of 
bile  acids  with  /3-sitosterol.  Sitosterol  alone  may 
be  the  least  effective  since  it  is  directed  against 
cholesterol  only.  Although  the  bibliography  on 
combined  bile  acid-sitosterol  treatment  and  the 
number  of  patients  treated  are  small,  and  the 
length  of  treatment  is  short,  available  data  never- 
theless suggest  that  the  effectiveness  of  bile  acids 
as  solvents  may  be  enhanced  nearly  threefold 
by  combining  them  with  /3-sitosterol. 

A nationwide  study,  similar  to  the  study  with 
chenodiol,  of  the  efficacy  of  combined  bile  acid- 
sitosterol  medication  for  nonsurgical  removal  of 
gallstones  appears  to  be  well  worthwhile. 
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Computers  in  the  Practice  of  Medicine  is  a 
two-volume  series  that  introduces  the  reader  to 
the  world  of  computers  and  then  discusses  some 
of  the  problems  and  issues  involved  in  computer- 
izing medical  care. 

Volume  One  provides  a clear  and  funda- 
mental background  to  many  of  the  concepts  in 
computer  science  and  the  vocabulary  used  in 
this  field.  It  is  an  excellent  introduction  to  the 
computer  for  the  neophyte  because  it  presumes 
no  previous  familiarity  with  computers,  and  pre- 
sents and  develops  concepts  to  their  current, 
although  basic,  state  of  the  art.  The  first  major 
topic  is  that  of  hardware,  or,  as  the  book  explains, 
the  physical  equipment  itself.  The  concept  of 
software,  that  is,  the  programs  or  instructions 
directing  the  functions  of  the  computer,  is  then 
developed. 

Volume  One  is  laid  out  nicely,  with  a bibli- 
ography at  the  end  of  many  chapters,  along  with 
new  words  introduced  in  the  chapter.  Numerous 
illustrations  are  both  useful  and  entertaining. 
The  glossary  at  the  end  of  this  volume  may  be 
particularly  helpful  in  learning  the  “language” 
of  this  field. 

Volume  Two  was  somewhat  disappointing  in 
contrast  with  the  first  volume.  The  format  was 
similar  in  that  many  chapters  were  followed  by 
useful  bibliographies,  and  entertaining  illustra- 
tions were  interspersed  throughout  the  text.  The 
first  topic  dealt  with  technical  issues,  and  soft- 
ware engineering  was  considered  in  further  de- 
tail. This  was  followed  by  a consideration  of 
management  and  then  educational  issues.  While 


both  of  these  topics  were  interesting,  I feel  they 
lacked  the  focus  seen  in  Volume  One  and  the 
early  parts  of  Volume  Two.  In  part,  this  may 
be  a reflection  of  the  topics  themselves. 

Both  books  are  enjoyable  and  read  well.  Each 
has  large,  clear  type.  I would  recommend  Vol- 
ume One  most  highly  as  an  elementary  intro- 
duction to  Computer  Science,  with  Volume  Two 
as  being  of  interest  but  certainly  less  educational 
and  more  broadly  oriented. 

Richard  N.  Hindin,  M.D. 
£ £ 

CARDIOVASCULAR  NUCLEAR  MEDICINE,  2nd  Edi- 
tion, edited  by  H.  William  Strauss,  and  Bertram 
Pitt,  M.D.,  C.  V.  Mosby  Company,  St.  Louis,  Mis- 
souri, 1979.  429  pp.  Illus.  Price  $49.50. 

It  is  fair  to  say  that  the  blending  of  nuclear 
medicine,  cardiology,  and  computer  science  is 
creating,  if  not  a monster,  at  least  a new  sub- 
specialty—nuclear  cardiology.  The  text  under 
discussion  is  designed  to  provide  specialists  in 
nuclear  medicine  and  cardiology  with  adequate 
information  to  begin  to  function  in  this  new 
subspecialty. 

Cardiovascular  Nuclear  Medicine,  with  41  con- 
tributors, begins  with  basic  principles  of  instnn 
mentation,  radiopharmaceuticals,  and  computers. 
This  is  followed  by  a section  describing  standard 
radionuclide  angiography,  gating,  shunt  detec- 
tion and  measurement  of  cardiac  blood  flow,  with 
appropriate  reference  to  clinical  application  of 
each  technique.  Other  sections  discuss  infarct 
imaging,  thrombus  detection,  and  radioimmuno- 
assay. 

Generally  speaking,  this  text  provides  an  ex- 
cellent introduction  to  nuclear  cardiology.  How- 
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ever,  its  depth  and  technical  orientation  may 
prove  burdensome  to  those  seeking  information 
regarding  clinical  usefulness. 

Michael  E.  Stillabower,  M.D. 
% & tt? 

CLINICAL  STRATEGIES  IN  ISCHEMIC  HEART  DIS- 
EASE, edited  by  Eliot  Corday,  M.D.  and  H.  J.  C. 
Swan,  M.D.,  Williams  and  Wilkins  Company,  Bal- 
timore, 1979.  611  pp.  Illus.  Price  $54.00. 

The  basic  thrust  of  this  excellent  text  is  to 
briefly  reiterate  a large  body  of  experimental 
clinical  work,  and  from  this  deduce  a rational 
approach  to  the  multitude  of  problems— epide- 
miological, diagnostic,  therapeutic,  and  prognos- 
tic-related to  ischemic  heart  disease. 

The  editors,  with  nearly  80  contributors,  have 
dissected  the  problem  into  rather  small,  discrete 
chunks,  dividing  this  611  pages  into  66  chapters. 
Some  feel  this  makes  for  “choppy”  reading;  how- 
ever, the  topics  are  covered  in  depth  and  the 
references  are  up-to-date. 

This  book  would  be  an  appropriate  addition 
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to  the  library  of  any  physician  who  cares  for 
patients  with  ischemic  heart  disease.  In  par- 
ticular, residents  and  students  will  appreciate 
its  concise  style. 

Michael  E.  Stillabower,  M.D. 
& 

TRENDS  IN  INTRAVENOUS  ANESTHESIA,  Edited 
by  J.  Antonio  Aldrete  and  Theodore  H.  Stanley, 
Year  Book  Medical  Publishers,  Chicago,  1980. 
525  pp.  Illus.  Price  $42.95. 

Trends  in  Intravenous  Anesthesia  is  based 
upon  discussions  held  at  the  First  International 
Symposium  on  Intravenous  Anesthesia  in  Den- 
ver, Colorado,  1979.  It  is  quite  comprehensive; 
it  deals  with  intravenous  agents  used  in  this 
country  as  well  as  drugs  used  in  other  parts  of 
the  world. 

The  text  is  divided  into  nine  major  topics, 
and  each  topic  is  then  divided  into  chapters. 
The  first  section,  which  follows  a brief  historical 
perspective,  presents  an  overview  of  the  pharma- 
cology of  intravenous  agents.  Chapters  in  this 
section  deal  with  the  pharmacokinetics  of  non- 
narcotic and  narcotic  agents  and  then  the  bio- 
transformation and  metabolism  of  these  drugs. 

The  second  section  is  devoted  to  a review 
of  placental  drug  transfer  and  pharmacological 
consideration  in  the  newborn  and  premature 
infant. 

The  next  section  on  non-narcotic  anesthetics 
contains  chapters  on  thiopental  as  well  as  the 
drugs  propanidad,  Althesin,  and  etomidate,  all 
of  which  are  used  outside  of  this  country.  An 
interesting  use  of  procaine  is  also  presented. 

Section  four  reviews  the  benzodiazepines,  and 
emphasizes  Midazolam  as  well  as  the  more  famil- 
iar drug,  diazepam.  The  following  section  then 
discusses  new  drugs  currently  being  investigated. 

The  sixth  section  is  devoted  to  dissociative 
anesthetic  agents.  Ketamine  is  discussed  in 
great  detail,  but  since  its  use  in  this  country  is 
rather  curtailed,  perhaps  this  space  should  have 
been  devoted  to  developing  other  topics  more 
fully. 

The  section  on  narcotics  is  interesting,  and 
includes  the  relatively  new  drug  butorphanol. 
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This  is  followed  by  a section  which  considers 
combinations  of  different  agents. 

Appropriately,  the  last  section  is  devoted  to 
adverse  responses  to  intravenous  anesthetics. 
Chapters  include  amnesic  effects  and  narcotic 
reversal.  The  chapter  on  physostigmine  is  in- 
deed interesting,  although  the  author’s  concept 
of  the  drug  as  the  universal  antagonist  might  be 
considered  controversial. 

Overall,  the  chapters  read  easily,  despite  the 
varied  authorship.  They  are  well  referenced, 
and  each  is  followed  by  a self-evaluation  quiz. 
The  diagrams  are  clear,  and  the  typset  makes  for 
comfortable  reading. 

In  summary,  it  is  a well  written  book,  and  will 
serve  as  a useful  reference  on  intravenous  anes- 
thetic agents. 

Richard  N.  Hindin,  M.D. 
% % 

TRAVELING  HEALTHY  by  Sheilah  M.  Hillman  and 
Robert  S.  Hillman,  M.D.,  Penguin  Books,  New 
York,  1980.  559  pp.  Price  $7.95.  Paperback. 

Monte  Carlo.  Cafe  de  Paris.  Evening.  The 
American  couple  is  enjoying  dinner  when  the 
man  is  overcome  with  chest  pain  and  slumps 
over  the  table.  The  lady  snatches  Traveling 
Healthy  from  her  handbag,  thumbs  to  the  “Emer- 
gency Foreign  Language  Pages,”  and  says,  “II  est 
malade,  douleurs  a poitrine.”  The  waiters  ex- 
change blank  stares  until  the  English-speaking 
maitre  d’  hurries  over,  understands  perfectly,  and 
suggests  further  communication  in  English.  Be- 
fore he  suggests  a course  of  action,  the  lady  flips 
to  page  200,  “Monaco,”  and  discovers  that  the 
hospital  is  the  Central  Hospital  Princesse  Grace, 
Avenue  Pasteur  (where  else?).  The  telephone 
number  is  30  48  55.  It  has  a trauma  service,  an  in- 
tensive care  unit,  but  no  special  coronary  care 
unit.  Emergencies  that  cannot  be  cared  for  are 
transferred  to  Nice,  France.  She  turns  to  the  sec- 
tion on  Nice,  learns  there  are  five  hospitals,  and 
notes  the  telephone  number  of  the  consulate  gen- 
eral in  the  event  further  assistance  is  necessary. 
The  maitre  d’  telephones  Hospital  Pasteur,  Nice, 
and  an  ambulance,  both  numbers  listed  in  the 
book.  First  aid  for  heart  attack  victims  ( Chap- 
ter IV)  is  administered. 


Traveling  Healthy  provides  information  of  this 
kind  for  23  countries  and  115  cities,  advises  how 
to  check  your  medical  insurance  before  leaving, 
tells  how  to  make  a medical  kit,  lists  necessary 
shots  and  immunizations,  advises  in  choosing  a 
hospital,  tells  what  and  what  not  to  annoy  your 
consulate  general  with,  explains  how  to  fill  a 
prescription  and  manage  chronic  health  prob- 
lems, and  contains  a pharmacopeia  of  over  200 
drugs  listed  alphabetically  by  category. 

The  man  recovers  miraculously  between  the 
restaurant  and  the  ambulance  and  slips  away 
without  having  paid  the  bill.  Minutes  later  the 
couple  are  whisking  down  the  Moyenne  Corniche 
for  drinks  and  dessert  in  Cannes.  Shame  on 
them. 


GOOD  NEWS  FOR  DOCTORS 


If  you  want  a busy  practice  with  no  office  overhead  and  lit- 
tle paperwork,  then  consider  becoming  a member  of  the 
Air  Force  health  care  team.  You'll  find  medicine  can  be  a 
great  way  of  life  in  the  Air  Force.  We  can  restore  much  of  the 
satisfaction  to  your  medical  practice  because  we  emphasize 
patient  care  instead  of  paperwork.  We  even  provide  profes- 
sional liability  protection  under  the  Federal  Tort  Claims  Act 
at  no  cost  to  you.  And  your  income  won't  stop  should  you 
decide  to  take  your  family  on  vacation.  We  give  you  30  days  of 
vacation  with  pay  each  year. 

We'd  like  to  tell  you  more  — like  how  our  excellent  com- 
pensation plan  applies  to  you  and  your  opportunities  for 
specialization.  Contact  your  nearest  Air  Force  medical 
recruiter  for  more  good  news.  We'll  answer  your  questions 
promptly  and  without  obligation. 

A qreat  way  of  life 

CAPT.  JAMES  HODGES 
3515  USAF  Recruiting  Sq. 
McGuire  AFB,  N.J.  08641 
609-724-3070  (Call  Collect) 
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The  above  illustrates  the  wealth  of  quickly 
accessible  information  in  Traveling  Healthy , 
and  one  need  only  become  ill  in  a foreign  country 
once  to  make  the  $7.95  purchase  price  seem 
more  than  reasonable. 

Edward  C.  Blasko 

Mr.  Blasko  is  a fourth-year  student  at  Jefferson  Medical  College. 
% & 

MESMERISM:  A TRANSLATION  OF  THE  ORIGINAL 
MEDICAL  AND  SCIENTIFIC  WRITINGS  OF  F.  A. 
MESMER,  M.D.,  by  George  J.  Bloch,  Ph.D.,  Wil- 
liam Kaufman,  Inc.,  Los  Altos,  California,  1980. 
148  pp.  Price  $11.50. 

This  book  is  the  only  English  translation  of  the 
writings  of  Franz  Anton  Mesmer,  the  man  who 
discovered  hypnosis,  which  he  called  animal 
magnetism.  Mesmer  discovered  the  phenome- 
non, but  he  ascribed  it  to  the  wrong  cause.  This 
is  a small  volume,  but  Mesmer  seems  to  go  on 


and  on,  expounding  his  ideas,  repeating  himself, 
coaxing  readers  of  his  day  to  take  him  seriously 
and  explore  his  process  of  cure  using  “magne- 
tism.” He  accurately  described  his  own  biggest 
error,  though  he  attributed  it  to  others:  “The 
activity  of  the  human  mind,  together  with  its 
ambition  for  knowledge,  which  is  never  satisfied, 
in  seeking  to  perfect  knowledge  previously  ac- 
quired, abandons  observation,  replacing  it  by 
vague  and  often  frivolous  speculation;  it  forms 
and  accumulates  systems  which  have  only  the 
merit  of  their  mysterious  abstraction;  it  departs 
imperceptibly  from  truth,  to  such  an  extent  as  to 
lose  sight  thereof,  setting  up  ignorance  and  super- 
stition in  its  stead.” 

The  introduction  to  the  book,  written  by  Ernest 
R.  Hilgard,  Ph.D.,  gives  an  excellent  summary 
of  Mesmer’s  life  and  the  early  development  of 
hypnosis.  Most  readers  will  probably  choose  not 
to  read  much  further  than  this. 

Robert  H.  Hall,  M.D. 


WIDE  RANGE  POCKET  ^RADIO^  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE  . 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
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Impaired  Physician 
Program 


Du  Pont  Company 
Expands  Life 
Sciences 
Businesses 


Riverside  Spring 
Seminar 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 


January,  1982,  saw  the  opening  of  the  Medical  Eye  Bank  of  Delaware.  In  the 
past,  Delaware  ophthalmologists  who  have  required  cornea  tissue  have  had  to 
obtain  the  corneas  from  neighboring  eye  banks.  With  the  inception  of  the 
Medical  Eye  Bank  of  Delaware,  this  tissue  can  be  obtained  locally.  Additional 
dividends  of  this  service  will  be  the  availability  of  eyes  for  histopathologic  study 
and  for  microsurgical  training  in  cases  where  the  cornea  tissue  is  not  satisfactory 
for  transplantation. 


The  Du  Pont  Company  has  announced  new  research  and  manufacturing  facilities 
for  the  development  and  testing  of  new  pharmaceutical  products.  The  multi- 
million dollar  project  will  include  renovations  of  the  Jackson  Laboratory  at 
the  Chambers  Works  in  Deepwater,  New  Jersey,  to  provide  a laboratory  for 
development  studies  for  new  pharmaceutical  candidates  and  for  manufacturing 
small  quantities  of  new  products  for  clinical  testing.  Completion  is  expected 
by  mid-1983.  Currently,  Du  Pont  has  12  drugs  in  various  stages  of  development. 
These  include  an  oral  anti-inflammatory,  a cardiovascular  drug  for  arrhythmias, 
an  antiarthritic,  and  an  oral  form  of  “Nubain,”  an  analgesic  for  moderate  to 
severe  pain,  which  is  currently  available  only  as  an  injectable.  The  Jackson 
Lab  project  is  the  latest  in  support  of  Du  Pont’s  growing  life  sciences  research 
program.  A laboratory  in  Glenolden,  Pennsylvania,  was  renovated  in  1981  for 
pharmaceutical  research;  last  August  construction  began  on  an  $85  million  life 
sciences  research  complex  at  the  Experimental  Station  in  Wilmington.  Com- 
panywide, laboratory  buildings  under  construction  or  purchased  this  year  will 
add  a million  square  feet  of  space  at  a cost  of  almost  $200  million;  75%  of  these 
expenditures  are  in  support  of  the  company’s  life  sciences  businesses. 


CLINICAL  NOTICES  AND  MEETINGS 


Riverside  Hospital  Spring  Seminar  presents  EMERGENCY  MEDICINE— WITH 
ACCENT  ON  MEDICAL  LEGAL  ISSUES  on  Saturday,  May  1,  1982,  at  the 
Radisson  Wilmington  Hotel,  700  King  Street,  Wilmington,  Delaware  19801. 
Contact:  Steven  L.  Edell,  D.O.,  Chairman,  Department  of  Radiology,  Riverside 
Hospital,  700  Lea  Boulevard,  Wilmington,  Delaware  19899;  (302)  764-6120. 


Del  Med  Jrl,  April  1982— Vol  54,  No  4 


245 


In  Brief 


19th  Annual 
Infectious  Disease 
Symposium 


David  Flett  duPont 
Memorial  Lecture 


Coordinating 
Council  for  the 
Handicapped  Child 
of  Delaware,  Inc. 


26th  Annual 
Postgraduate 
Course  on  Fractures 
and  Trauma 


THE  19th  ANNUAL  INFECTIOUS  DISEASE  SYMPOSIUM  will  be  held  May 
3-7,  1982,  at  the  Academy  of  Medicine  Building,  1925  Lovering  Avenue,  Wil- 
mington. The  symposium  is  being  sponsored  by  the  Delaware  Lung  Association, 
the  Delaware  Academy  of  Medicine,  and  the  Wilmington  Medical  Center.  This 
program  has  been  reviewed  and  is  acceptable  for  34  prescribed  hours  by  the 
AAFP  and  approved  for  34  hours  credit  in  Category  I of  the  Physician’s  Recogni- 
nition  Award  of  the  AMA. 

The  American  Heart  Association  of  Delaware,  Inc.,  will  be  sponsoring  the  David 
Flett  duPont  Memorial  Lecture  which  will  be  held  on  May  18,  1982,  6:00  p.m., 
at  the  Academy  of  Medicine  Building.  Dr.  Klaus  Peter  Rentrop  will  be  speaking 
on  THROMBOLYTIC  THERAPY  IN  ACUTE  MYOCARDIAL  INFARCTION. 
Contact:  American  Heart  Association  of  Delaware,  Inc.,  Four-C  Trolley  Square, 
Delaware  Avenue  and  Du  Pont  Street,  Wilmington,  Delaware  19806;  (302)  654- 
5269. 

The  Coordinating  Council  for  the  Handicapped  Child  of  Delaware,  Inc.  is  spon- 
soring its  20th  ANNUAL  SPRING  CONFERENCE  on  “OPENING  DOORS 
THRU  TECHNOLOGY,  FACILITATING  INDEPENDENCE  FOR  THE 
HANDICAPPED,”  on  May  8,  1982,  8:30  a.m.-3:00  p.m.  at  the  Alfred  I.  duPont 
Institute.  Workshop  topics  include  modern  technology  for  the  home,  work 
place,  school  and  community.  Registration  forms  will  be  available  at  all  major 
health  agencies  by  April  1,  1982,  or  contact  Rosanne  Griff-Cabelli,  2705  Baynard 
Boulevard,  Wilmington,  Delaware;  (302)  654-6987. 

THE  26th  ANNUAL  POSTGRADUATE  COURSE  ON  FRACTURES  AND 
OTHER  TRAUMA,  sponsored  by  the  Chicago  Committee  on  Trauma  of  the 
American  College  of  Surgeons,  will  be  held  on  May  12-14,  1982,  at  the  historic 
John  B.  Murphy  Auditorium,  American  College  of  Surgeons,  55  East  Erie,  Chicago. 
The  subject  matter  will  deal  not  only  with  the  multiply  injured  patient  but  with 
early  diagnosis  and  treatment  and  priorities  of  care  in  trauma.  Contact:  Jack  L. 
Robbins,  M.D.,  Chairman,  Postgraduate  Course,  2500  Ridge  Avenue,  Evanston, 
Illinois  60201;  (312)  475-4040. 
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Medical  Society 
of  New  Jersey 


Sports  and  Tennis 
Medicine 
Symposium 


Clinical  Application 
of  Hyperbaric 
Oxygen 


Eastern  Shore 
Medical 
Symposium 


The  Primary  Care 
Physician  and 
Cancer 


The  216th  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY  OF  NEW 
JERSEY  will  be  held  May  15-17,  1982,  at  the  Resorts  International  Hotel  Casino 
in  Atlantic  City.  There  is  no  registration  fee  for  out-of-state  non-member  phy- 
sicians. Contact:  Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrence- 
ville.  New  Jersey  08648;  (609)  896-1766.  Advance  program  information  is  also 
available  in  the  Medical  Society  of  Delaware  office,  658-7596. 


Virginia  Sportsmedicine  and  Rehabilitation  Institute  and  Northern  Virginia  Con- 
sortium for  Continuing  Medical  Education  are  sponsoring  a SPORTS  AND  TEN- 
NIS MEDICINE  SYMPOSIUM  to  be  held  May  17-24,  1982,  at  Hilton  Head, 
South  Carolina.  Contact:  Robert  P.  Nirschl,  M.S.,  M.D.,  Course  Chairman, 
3801  N.  Fairfax  Drive,  Suite  60,  Arlington,  Virginia;  (703)  525-2200. 


Memorial  Hospital  Medical  Center  of  Long  Beach  is  holding  its  7th  ANNUAL 
CONFERENCE  ON  THE  CLINICAL  APPLICATION  OF  HYPERBARIC 
OXYGEN  on  June  9-11,  1982,  at  the  Disneyland  Hotel,  Anaheim,  California.  The 
conference  will  include  plenary  sessions  on  use  of  HBO  in  neurological  dis- 
order and  anaerobic  infections,  original  papers,  workshops,  exhibits,  coloquia, 
and  the  Boeremia  Award.  Contact:  Baromedical  Department,  Memorial  Hospital 
Medical  Center,  2801  Atlantic  Avenue,  Long  Beach,  California  90801-1428; 
(218)  595-3613. 


The  Medical  Society  of  Delaware,  Jefferson  Medical  College,  and  the  University 
of  Delaware  are  sponsoring  the  EASTERN  SHORE  MEDICAL  SYMPOSIUM, 
to  be  held  on  June  20-25,  1982,  in  Rehoboth  Beach,  Delaware.  As  an  organiza- 
tion accredited  for  continuing  medical  education,  the  Jefferson  Medical  College 
designates  this  activity  as  meeting  the  criteria  for  30  credit  hours  in  Category  I 
of  the  Physician’s  Recognition  Award  of  the  AMA.  This  program  has  been  re- 
viewed and  is  acceptable  for  27.5  prescribed  hours  by  the  American  Academy  of 
Family  Physicians  and  is  also  eligible  for  credit  in  Category  2-D  of  the  Continuing 
Medical  Education  Program  of  the  American  Osteopathic  Association.  Contact: 
Sylvia  Brocka,  University  of  Delaware,  Division  of  Continuing  Education,  2800 
Pennsylvania  Avenue,  Wilmington,  Delaware  19806;  (302)  738-8151. 


The  American  Cancer  Society  National  Conference  on  THE  PRIMARY  CARE 
PHYSICIAN  AND  CANCER  will  be  held  on  June  24-26,  1982,  at  the  Hyatt 
Regency  Washington  on  Capitol  Hill,  Washington,  D.C.  The  multidisciplinary 
approach  to  managing  problems  of  the  cancer  patient  will  be  stressed.  This 
continuing  medical  education  activity  meets  the  criteria  for  17.5  hours  in  Cate- 
gory I of  the  Physician’s  Recognition  Award  of  the  AMA,  and  has  been  reviewed 
and  is  acceptable  for  17.5  prescribed  hours  by  the  American  Academy  of  Family 
Physicians.  This  program  is  eligible  for  17.5  credit  hours  in  Category  2-D  of 
the  American  Osteopathic  Association.  Contact:  Nicholas  G.  Bottiglieri,  M.D., 
American  Cancer  Society  National  Conference,  The  Primary  Care  Physician  and 
Cancer,  777  Third  Avenue,  New  York,  New  York  10017;  (212)  371-2900. 


Del  Med  Jrl,  April  1982— Vol  54,  No  4 


247 


In  Brief 


ACCP  Joint  The  American  College  of  Chest  Physicians  and  the  International  Academy  of 
Conference  Chest  Physicians  and  Surgeons  will  present  a six-day  scientific  program  incorpo- 
rating the  XIV  WORLD  CONGRESS  ON  DISEASES  OF  THE  CHEST  and  the 
48th  ANNUAL  SCIENTIFIC  ASSEMBLY  of  the  ACCP.  The  meeting  will  be 
held  at  the  Sheraton  Centre  Hotel  in  Toronto,  Ontario,  Canada,  on  October  10-15, 
1982.  The  American  College  of  Chest  Physicians  designates  that  this  continuing 
medical  education  offering  meets  the  criteria  for  hour-for-hour  credit  in  Category 
I as  outlined  by  the  ACCME  and  by  the  American  Medical  Association  for  the 
Physician’s  Recognition  Award.  Over  40  hours  of  Category  I credit  can  be  ob- 
tained. Contact:  Dale  E.  Braddy,  Director  of  Education,  American  College  of 
Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068;  (312  ) 698- 
2200. 


Pediatrics  at  The  4th  Annual  MCV  Pediatric  Primary  Care  Conference,  PEDIATRICS  AT 
the  Beach  THE  BEACH,  will  be  held  August  5-7,  1982,  at  the  Sheraton  Beach  Inn,  Virginia 
Beach,  Virginia.  The  conference  is  sponsored  by  the  Office  of  Continuing  Medical 
Education  and  the  Department  of  Pediatrics.  Contact:  Kathy  E.  Johnson,  Box 
48,  MCV  Station,  Richmond,  Virginia  23298;  (804  ) 786-0494. 
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Artisans  NOW  account  pays  you  5'/.% 
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HEALTH  PLANNING  PROGRAMS 


The  National  Health  Planning  and 
Resources  Development  Act,  also  known  as 
Public  Law  93-641,  which  was  enacted  in 
1974,  established  the  Federal  Health 
Planning  Program  and  the  present  system  of 
required  state  Certificate  of  Need  laws 
(CON),  the  State  Health  Planning  Agencies, 
and  State  Health  Coordinating  Councils 
(SHCCS).  When  Congress  passed  Public  Law 
93-641,  it  stated  that  the  achievement  of  equal 
access  to  quality  health  care  at  a reasonable 
cost  is  a priority  of  the  federal  government. 

The  Federal  Health  Planning  Program  has 
been  controversial  from  the  start  and  has  not 
gained  much  popularity.  This  is  mainly 
because  of:  mandatory  federal  standards 
deciding  the  special  needs  and  circumstances 
of  states  and  localities,  excessive  and 
expensive  paperwork  and  compliance 
requirements,  government  intervention  into 
decisions  formerly  left  to  the  private  sector, 
and  frequent  shifts  in  federal  policy  and 
program  direction  so  that  those  who  wait  to 
comply  with  the  law  are  continually 
uncertain  of  their  opportunities  and 
obligations. 

As  time  passes,  it  seems  the  government 
has  become  more  concerned  with  the  “cost” 
issue  and  less  concerned  with  the  access  to 
quality  care  which  was  a stated  priority.  As 
one  example,  the  Chairman  of  the  Senate 
Finance  Committee  has  warned  health  care 
providers  that  he  is  determined  to  find  ways 
to  cut  millions  of  dollars  from  Medicare 
spending. 
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The  restrictions  on  expansion  of  health 
facilities  and  purchases  of  medical 
equipment  based  on  the  national  standards 
rather  than  on  the  local  needs  have  in  some 
communities  limited  accessibility  to  good 
quality  health  care.  The  arbitrary  capping  of 
health  care  developments  and  expenditures 
in  the  name  of  cost  reduction  appears  to  be 
the  primary  objective  of  the  federal  program, 
perhaps  without  consideration  that  such 
developments  contribute  to  improving  equal 
access  to  quality  health  care.  The  program 
has  focused  more  on  cost  containment  than 
on  creative  planning  efforts. 

Despite  the  efforts  of  the  Health  Planning 
Program,  health  care  costs  have  increased 
progressively.  The  mandated  Certificate  of 
Need  process  has  actually  contributed  to 
health  care  costs  because  of  the  expense 
incurred  in  preparing  CON  applications  and 
reapplications,  in  appealing  negative  CON 
decisions,  and  greater  costs  in  construction 
due  to  delays  in  the  CON  process. 

Increased  health  care  costs  are  also  a reflec- 
tion of  improved  technology,  advances  in 
medicine,  nursing  care,  increased  accessibil- 
ity to  quality  care,  and  better  pay  for  health 
care  professionals,  medical  support  workers, 
labor  in  industries  manufacturing  medical 
equipment  and  supplies,  and  other  workers 
who  are  directly  or  indirectly  related  to  the 
health  care  and  support  system.  And,  of 
course,  inflation  is  one  of  the  major  causes  of 
the  rising  cost  of  medical  care. 

The  AMA  supports  the  termination  of 
funds  for  the  federal  health  planning 
program.  It  also  urges  repeal  of  the  federal 
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health  planning  law  but  strongly  supports 
voluntary  planning  activities. 

The  AMA  has  developed  principles  of 
Voluntary  Health  Planning  to  guide 
voluntary  locally-based  planning  organ- 
izations. Such  voluntary  organizations, 
it  is  believed,  can  assist  in  the  improvement 
of  the  health  status  of  residents  of  the  area; 
provide  assistance  and  support  to  health  care 
institutions  and  entities  in  developing  the 
appropriate  mix  of  health  care  services; 
promote  the  quality,  availability,  accessibil- 
ity and  continuity  of  health  care  service  at  a 
cost  consistent  with  these  requirements;  and 
identify  unnecessary  duplication  of  health 
services. 

New  voluntary  health  planning  initiatives 
are  already  emerging  in  local  communities 
across  the  nation.  Their  main  concerns  are 
improved  access  to  health  care,  promotion  of 
ambulatory  care,  preventive  health  care 
programs,  consumer  awareness,  and  high 
quality,  cost-effective  health  care.  Unlike  the 
federal  program,  these  voluntary  efforts  are 
founded  in  the  communities,  are  intended  to 


address  community  needs,  and  are  supported 
by  the  community. 

Coalitions  involving  business,  medicine, 
institutional  providers,  and  insurance 
carriers  are  being  formed  which  are 
committed  to  improving  health  care  at 
reasonable  costs.  These  activities  embrace 
various  elements  of  health  planning.  A 
number  of  health  system  agencies  have 
announced  their  intentions  to  become 
“community  advocates”  and  have  begun  to 
revise  their  quasi-regulatory  functions  to  be 
in  tune  with  community  health  needs  and 
priorities. 

The  federal  planning  program  has  failed. 
Voluntary  planning  efforts  now  being 
initiated  at  the  community  level  should  be 
encouraged. 


r i 


Rafael  A.  Zaragoza,  M.D. 
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OSTEOMYELITIS  REVISITED:  A 19TH  CENTURY 
CASE  REPORT 

Henry  R.  Cowell,  M.D. 


In  1960,  30  years  after  the  death  of  Dr.  John 
J.  Jones  (1855-1930),  Surgery  reprinted  his 
report  on  the  removal  of  the  entire  shaft  of  the 
femur  from  a two-year-old  child  with 
osteomyelitis  who  made  a complete  re- 
covery.1 This  intriguing  circumstance  was 
made  possible  because  his  son,  Dr.  Lawrence 
J.  Jones,  found  the  manuscript  buried  in  a 
desk  after  his  father’s  death.  Dr.  John  Jones 
had  originally  reported  the  case  in  the  Inter- 
national Journal  of  Surgery  in  January  of 
1890,  just  four  months  after  the  surgery.2  The 
later  manuscript  was  a six-year  follow-up  on 
the  two-year-old  patient  operated  upon  in 
1889.  When  the  patient  died  some  twenty 
years  later,  his  femur  was  removed  and  given 
to  Dr.  Shands,  who  placed  it  in  the  Bone 
Museum  at  the  Alfred  I.  du  Pont  Institute 
where  it  remains  today.  (Figure  1) 

Dr.  John  J.  Jones  was  graduated  from  the 
College  of  Physicians  and  Surgeons  in 
Baltimore.  He  spent  several  months  as  an 
operating  room  assistant  to  Dr.  William 
Halstead,  following  which  he  began  private 
practice  in  Frostburg,  Maryland,  moving  to 
Wilmington  in  1893  where  he  opened  a 
private  hospital.  Dr.  Jones  died  from 
septicemia  at  the  age  of  75,  six  days  after  he 
had  accidentally  punctured  his  finger  during 

Dr.  Cowell  is  Surgeon-in-Chief  at  the  Alfred  I.  du  Pont  Institute,  Wil- 
mington. 


surgery.  His  son,  Dr.  Lawrence  J.  Jones,  was 
also  a prominent  surgeon  in  Wilmington. 

Summary  of  Dr.  Jones'  Case  Report 

On  July  27, 1889,  Dr.  Jones  saw  a two-year- 
old  child.  The  infant  was  restless  and  had  a 
slight  elevation  of  temperature  which 
increased  to  104  degrees  by  the  fifth  day  of  the 
illness.  By  that  time,  the  child  could  not  move 
his  right  leg  without  pain  and  had  swelling 
over  the  entire  length  of  the  thigh.  The  child 
was  treated  with  salicylate  of  soda,  and  the 
temperature  returned  to  normal  after  the  end 
of  the  second  week,  but  on  August  28,  it  was 
noticed  that  the  leg  could  be  bent  with  little 
force,  and  Dr.  Jones  assumed  that  the  femur 
was  necrotic.  He  felt  that  removal  of  the 
necrotic  bone  was  necessary  and  that  a large 
piece  of  bone  might  need  to  be  removed.  At 
surgery  on  September  5,  when  he  found  that 
the  entire  femoral  shaft  was  necrotic  from  the 
lesser  trochanter  to  within  one  and  a half 
inches  of  the  knee,  he  removed  the  entire 
shaft  of  the  femur,  irrigating  the  remaining 
periosteum  with  a one  to  1,000  solution  of 
bicloride  of  mercury.  Strong  silver  wire  was 
then  inserted  from  one  end  of  the  limb  to  the 
other,  “taking  care  to  have  the  new  boneless 
thigh  correspond  with  the  other  limb  in 
length,”  according  to  Dr.  Jones. 


Del  Med  Jrl,  May  1982— Vol  54,  No  5 


263 


Osteomyelitis  Revisited — Cowell 


FIGURE  1 


The  patient's  femur,  age  22  (P-A  view) 

“Between  the  two  strands  of  silver  wire 
extending  from  one  stump  to  the  other  I 
placed  a roll  of  cat  gut  suture  and  poured  in 
around  this  a large  quantity  of  boracic  acid,” 
he  reported.  The  wound  was  closed  over 
drains  and  a posterior  splint  applied.  Irriga- 
tion with  carbolic  acid  solution  was 
performed  twice  postoperatively  and  a new 
dressing  applied.  After  the  drainage  tubes 
were  removed  at  five  days,  the  wound  closed, 
and  the  splint  was  removed  six  weeks  post- 
operatively. At  ten  weeks  the  child  was 
allowed  to  stand  and  by  three  months  was 
able  to  ambulate  with  little  difficulty  and 
was,  according  to  Dr.  Jones,  “to  all  appear- 
ances . . . the  very  picture  of  health.” 

According  to  Dr.  Jones,  the  patient  did  well 
and  had  no  difficulty  with  his  extremity. 
Twenty  years  later,  his  femur  was  removed  at 
autopsy  and  placed  in  the  Bone  Museum  at 
the  Alfred  I.  du  Pont  Institute.  That  specimen 
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shows  complete  reconstitution  of  the  femur 
with  irregularity  throughout  the  entire 
diaphysis  secondary  to  the  reconstitution  of 
the  bone  following  excision  of  the  femur  for 
osteomyelitis. 

Discussion 

This  fascinating  case  raises  several 
questions.  First,  what  was  known  about 
osteomyelitis  in  1889  and  why  did  Dr.  Jones 
select  the  form  of  treatment  he  used? 
Secondly,  the  question  of  why  the  treatment 
succeeded  must  also  be  answered.  An 
expedition  into  medical  history  gives  a hint  of 
the  answer  to  the  first  question.  Orr  noted 
that  subperiosteal  resection  of  the  shaft  of  a 
bone  for  extensive  necrosis  was  introduced  by 
Scultetus  in  the  17th  century.3  Orr  also 
reports  that  osteomyelitis  was  first  described 
in  1854  by  Chassaignac,  mentioning  that  it 
had  been  alluded  to  by  Nathan  Smith  in  1789 
and  his  son,  Nathan  R.  Smith,  Jr.,  in  1827.4  5 

A review  of  the  textbooks  of  orthopaedics 
written  by  Bradford  and  Lovett  (1840)6  and 
Knight  (1884)7  which  were  available  in  Jones’ 
time  reveals  little  mention  of  osteomyelitis 
and  no  recommendations  for  treatment. 

As  Orr  noted,  the  history  of  surgery  can  be 
divided  into  two  periods:  the  time  before 
Pasteur  and  Lister  and  the  time  following 
them.  Lister’s  work  originated  in  the  1860s 
and  was  apparently  brought  to  New  York 
soon  after  that.  When  it  was  first  introduced 
in  New  York,  frequent  dressings  were  done 
but  the  wound  surface  was  carefully  let  alone. 
Beeswax  dressing  impregnated  with  carbolic 
acid  was  put  on  in  many  layers  to  constitute  a 
splint.  Dr.  Jones  did  use  this  principle  in 
splinting  the  extremity,  but  he  also  applied 
the  carbolic  acid  to  the  wound  itself. 

An  article  which  may  have  influenced 
Jones’  treatment  of  the  child  in  the  fashion  he 
did  was  written  by  Dennis  in  1884.8  Dennis 
reported  a series  of  patients  with  compound 
fractures  who  were  treated  by  debridement 
and  antisepsis.  Thus,  Dr.  Jones’  approach  to 
this  patient  was  based  on  surgical  principles 
only  recently  established  prior  to  1889. 

When  we  question  why  the  procedure 
worked,  we  must  remember  the  natural 
history  of  osteomyelitis  before  the  age  of 
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antibiotics.  In  the  young  child,  osteomyelitis 
starts  in  the  metaphyseal  portion  of  the  bone. 
In  a two-year-old  child,  the  epiphyseal  plate 
has  no  crossing  vessels  (the  transepiphyseal 
vessels  close  off  by  18  months  of  age)  and  is 
thus  completely  resistant  to  spread  of 
bacteria.  In  addition,  the  periosteum  is 
thickened.  Therefore,  an  infection  which 
begins  in  the  metaphyseal  portion  of  the  bone 
will  spread  up  the  bone  and  will  neither 
perforate  the  epiphyseal  line  nor  puncture  the 
periosteum  in  the  early  stage.  In  young 
children,  it  is  thus  possible  for  the  infection  to 
be  completely  contained  inside  the  peri- 
osteum and  between  the  epiphyseal  plates  of 
the  bone.  Without  treatment,  the  child  may 
either  become  toxic  or  may  respond  to  the 
infection  and  wall  it  off.  When  the  latter 
occurs,  as  happened  in  this  infant,  the  child’s 
systemic  responses  return  to  normal  but  the 
bone  itself  becomes  necrotic,  as  it  is  totally 
walled  off  from  the  blood  supply.  Whether  Dr. 
Jones  realized  that  osteomyelitis  will  wall  off 
within  a four  to  six  week  period,  or  whether  it 
was  merely  fortuitous  that  he  delayed  his 
operative  intervention  until  six  weeks  after 
the  initial  febrile  episode  is  not  known.  In  any 
event,  the  surgery  was  done  after  the  appro- 
priate interval.  An  older  patient  with 
osteomyelitis  of  the  tibia  treated  in  the  same 
manner  was  reported  by  Hayward  Cushing 
in  1899.9 

It  is  apparent  that  Dr.  Jones  adhered  to 
surgical  principles  which  are  still  important 
today:  he  completely  debrided  all  necrotic 
bone,  irrigated  the  wound  copiously  (perhaps 
normal  saline  would  have  done  as  well  as  his 
carbolic  acid  to  flush  out  the  debris),  and, 
following  copious  irrigation,  splinted  the 
bone  at  full  length,  closed  the  incision  over 
drains,  and  maintained  the  length  of  the 
extremity. 

In  summary,  it  would  seem  that  there  are  a 
few  new  ideas  in  medicine.  Many  times,  we 
can  learn  as  much  from  the  perusal  of 
medical  history  as  we  can  from  new  research. 
The  application  of  strict  surgical  principles 
gave  an  excellent  result  in  this  patient.  The 
recuperative  powers  of  the  human  body  (in 
this  instance,  of  the  periosteum  to  recon- 
stitute bone)  may  often  outweigh  our 
expectations  of  what  is  possible  in  medicine. 


FIGURE  2 


X-ray  of  femur,  postmortem 


Author’s  Note. 


Walter  L.  Bailey,  M.D.,  a retired 
orthopaedic  surgeon  from  Wilmington, 
Delaware,  recently  presented  a copy  of  the 
manuscript  by  Dr.  John  Jones  which  Dr. 
Lawrence  Jones,  his  son,  found  after  his 
father’s  death  to  Dr.  Lewis  B.  Flinn,  who 
stimulated  interest  in  reviewing  the  entire 
affair. 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  editorial 
material.  Preferred  length  is  approximately  200  words.  For  further  informa- 
tion, contact  the  Journal  office,  658-3957. 


OUR  COLLEAGUES,  THE  NURSES 

It  is  deplorable  that  our  community  has 
had  to  be  witness  to  the  unseemly  squabble 
which  has  recently  taken  place  between 
doctors  and  nurses.  It  must  have  appeared  a 
quite  shocking  disparity  of  views  about  who 
ought  to  do  what,  as  the  two  health  care 
disciplines  that  heretofore  have  always  been 
so  closely  allied  exchanged  criticisms  of  each 
other,  and,  in  one  instance  at  least,  catcalls. 

Lest  anyone  worry  about  what  kind  of  care 
one  might  get  in  a hospital  with  these  two 
groups  fighting  each  other  in  such  a way,  it 
should  be  noted  that  fortunately  such  activity 
is  not  the  usual  state  of  affairs.  Nurses  and 
doctors  working  together  side  by  side  are  part 
of  our  collective  consciousness  and  total 
experience. 

It  is  obvious  that  some  kind  of  serious 
talking  with  each  other  beyond  whatever  had 
previously  occurred  should  have  been  taking 
place  all  along;  why  it  did  not  is  not  clear.  The 
present  crisis  has  probably  been  weathered. 
Some  good  talking  has  taken  place  as  well  as 
some  bad.  We  need  now  to  find  ways  to  make 
sure  that  the  good  talk  will  continue,  or  there 
is  little  doubt  that  more  such  squabbles  will 
occur. 

Nurses  and  doctors  both  exist  for  the  same 
reason:  to  take  care  of  patients.  Patients 
deserve  to  have  their  best  care  kept  foremost 
by  both  professions  as  their  raison  d’etre. 

Dene  T.  Walters,  M.D. 


CONFLICTING  ROLES  IN  WOMEN, 

A WOMAN  DOCTOR  S VIEW 

Women  are  suffering  from  conflicting  roles, 
Dr.  Ottenberg  observes  in  the  turgid  style  of 
Talcott  Parsons.1  My  mother  has  said  the 
same  in  metaphorical  English,  “We  wear  too 
many  hats.”  I agree  with  them  both.  I prefer 
mother’s  style. 

Del  Med  Jrl,  May  1982— Vol  54,  No  5 


Having  criticized  psycho-sociological  style, 
I must  say  that  I find  certain  observations 
noteworthy.  Many  women  are  victims  of  our 
affluent  society,  some  isolated  in  a suburban 
dream  house  cum  station  wagon,  some 
committed  to  work  for  luxuries  rather  than 
necessities,  some  employed  because  “that’s 
what  liberated  women  do.”  Each  version  of 
“keeping  up  with  the  Joneses”  manifests  a 
lack  of  independence  and  self-esteem.  The 
preoccupation  with  consumption  leaves  one 
emotionally  bankrupt;  and  success,  in  turn, 
allows  one  to  abandon  the  emotional 
supports  of  extended  family  and  neigh- 
borhood community.  As  a consequence,  Dr. 
Ottenberg  anticipates  a new,  disturbing 
phenomenon:  the  “orphans”  of  affluence.  He 
notes  correctly  that  it  takes  more  than  two  to 
rear  a small  child.  If  Mom  and  Dad  are  at 
work  and  Grandma’s  in  Iowa,  who  brings  up 
baby? 

I endorse  his  comments  on  the  fallacies  of 
equality.  In  marriage  or  any  other 
partnership,  each  partner  should  feel  equally 
burdened  and  rewarded,  but  the  kinds  of 
burdens  and  rewards  need  not  be  the  same.  I 
disagree  that  sex  and  reproduction  are  funda- 
mental to  modern  woman’s  problems.  I think 
dependency  in  women  of  my  generation  was 
culturally  engendered,  not  biologically 
predetermined. 

Finally,  I wonder  why  women  are  often 
driven  to  perform  all  their  roles,  new  or  old, 
conflicting  or  complementary,  so  well?  Why 
do  they  criticize  themselves  harshly  when 
they  fall  short  of  their  high  standards?  And 
why  is  “self  destructive”  behavior  seen 
primarily  in  female  patients? 

As  physicians,  our  challenge  is  to 
distinguish  female  patients  with  reactive 
symptoms  caused  by  the  stress  of  role  conflict 
from  those  with  primary  psychiatric 
disorders.  I wish  Dr.  Ottenberg  had  explored 
this  distinction  and  the  different  therapeutic 
approaches  of  each.  Nevertheless,  he  has 
written  a thought-provoking  paper  on  a 
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theme  with  which  physicians  need  more 
familiarity. 

Marguerite  D.  Thew,  M.D. 

1.  Ottenberg  P.  Conflicting  roles  in  women.  Del  Med  J.  1982;  54: 


DATA  THAT  ARE  INTERESTING  VS. 

DATA  THAT  ARE  ESSENTIAL 

Obstruction  of  a coronary  artery  or  of  any 
of  its  large  branches  has  long  been  regarded 
as  a serious  accident.  Several  events 
contributed  toward  the  prevalence  of  the  view 
that  this  condition  was  almost  always 
suddenly  fatal  . . . But  there  are  reasons  for 
believing  that  even  large  branches  of  the 
coronary  arteries  may  be  occluded  — at  times 
acutely  occluded  — without  resulting  death, 
at  least  without  death  in  the  immediate 
future.  Even  the  main  trunk  may  at  times  be 
obstructed  and  the  patient  live.  It  is  the 
object  of  this  paper  to  present  a few  facts 
along  this  line,  and  particularly  to  describe 
some  of  the  clinical  manifestations  of  sud- 
den yet  not  immediately  fatal  cases  of  coro- 
nary obstruction.1 

Physicians  who  spend  their  lives  in  small 
towns  deserve  the  respect  they  have  earned 
from  the  people  they  serve.  Many  of  these 
physicians  screen  their  patients  for  illness 
and,  when  certain  disorders  are  suspected, 
refer  them  to  specific  physicians  who  are 
located  in  a medical  center.  They  choose 
physicians  to  whom  they  refer  their  patients 
with  great  care.  They  choose  consultants  who 
treat  their  patients  kindly,  do  not  perform 
more  tests  than  are  needed  for  good  patient 


care,  usually  (but  not  always)  know  what  is 
wrong  with  their  patient  and  what  to  do 
about  it,  talk  with  the  referring  physician  and 
write  them  notes  in  an  acceptable  period  of 
time,  and  return  their  patients  to  them  for 
continued  care.  When  all  of  this  is  done, 
patient  care  is  improved  and  the  referring 
physician  and  consultant  are  smarter. 

Physicians  who  spend  their  time  in  a 
medical  center  have  a great  responsibility 
because  they  run  the  risk  of  doing  more  than 
is  needed  for  the  care  of  the  patient. 

Modern  technology  has  led  us  out  of  the 
Dark  Ages.  Remember  how  we  believed  that 
we  could  take  a history  and  always  determine 
whether  a patient  had  angina  pectoris  due  to 
myocardial  ischemia  secondary  to  athero- 
sclerotic heart  disease?  Coronary  arteriog- 
raphy taught  us  that  we  were  not  always 
right  and,  in  certain  situations,  we  were 
correct  only  half  of  the  time.  Technology 
is  here  to  stay  and  it  is  very  useful.  I could 
not  do  my  work  without  it.  What  is  wrong, 
however,  is  the  way  our  technology  is  used. 
The  following  stepwise  approach  might  be 
worthy  of  consideration.2 

Step  One 

Obtain  the  history;  perform  the  physical 
examination;  obtain  a resting  ECG;  and 
obtain  a chest  x-ray.  These  four  methods, 
used  properly,  will  enable  us  to  come  to  a 
reasonable  conclusion  about  most  patients. 
The  problem  is  that  these  methods  of  data 
collection  are  not  taught  and  learned  to  the 
degree  that  is  necessary  to  use  them  properly. 
For  example,  electrocardiographic  interpre- 
tation is  at  a low  ebb  today. 
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Step  Two 

The  data  collected  by  using  the  history, 
physical  examination,  resting  ECG,  and 
chest  x-ray  must  be  interrelated  so  that  the 
whole  of  the  parts  gives  an  understanding  of 
the  patient’s  problem  that  is  greater  than 
each  of  the  individual  parts  considered 
separately. 

Step  Three 

The  data  collected  by  the  four  methods 
mentioned  above  should  enable  the  physi- 
cian to  state  the  diagnosis  with  certainty  or 
formulate  the  problem  so  precisely  that  it  is 
possible  to  think  clearly  about  it  and  develop 
plans  related  to  it. 

Step  Four 

If  the  diagnosis  is  not  clear,  it  is  then 
necessary  to  ask  whether  the  remaining 
questions  should  be  solved.  Will  clearer 
answers  really  improve  the  care  of  the 
patient? 

Step  Five 

If  the  answer  is  no,  clearer  answers  to 
various  questions  will  not  assist  in  the  care  of 


the  patient,  then  doctoring  with  all  its 
meaning  should  be  implemented.  If  the 
answer  is  yes,  clearer  answers  will  assist  in 
the  care  of  the  patient,  then  one  must 
determine  if  the  questions  raised  are  clearly 
stated.  As  a rule,  the  question  should  be  one  or 
more  of  the  following.  Is  there  a structural 
abnormality?  Is  cardiac  performance  or 
myocardial  contactility  abnormal?  Is  there 
an  electrical  abnormality?  Is  myocardial 
ischemia  present? 

Step  Six 

If  further  workup  can  be  justified  and  the 
questions  are  clearly  stated,  it  is  then  possible 
to  choose  the  technique  that  is  most  likely  to 
answer  the  question.  It  is  not  necessary  to 
perform  all  tests  that  might  answer  the 
question.  It  is  adequate  to  choose  the 
technique  that  gives  a result  with  the  highest 
predictive  value. 

The  approach  suggested  here  emphasizes 
that  highly  specialized  techniques  are  used  to 
answer  questions  that  cannot  be  answered  by 
ordinary  means.  They  are  used  when  the 
result  will  assist  in  the  care  of  the  patient. 
This  is  very  different  from  learning 
techniques  and  then  searching  for  patients  to 
whom  they  may  be  applied.  No  one  argues 
that  the  results  of  techniques  applied  without 
a proper  question  in  mind  will  not 
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occasionally  turn  up  interesting  data;  but  one 
of  the  most  difficult  tasks  we  all  have  is  to 
separate  the  data  that  are  simply  interesting 
from  data  that  are  essential  to  the  care  of  the 
patient. 

J.  Willis  Hurst,  M.D. 

Dr.  Hurst  is  Candler  Professor  of  Medicine  (Cardiology)  and  Chairman  of 
the  Department  of  Medicine  of  Emory  University  School  of  Medicine, 
Atlanta,  Georgia.  This  editorial  is  an  adaptation  of  Dr.  Hurst’s  address 
upon  receiving  the  Herrick  Award  at  the  annual  dinner  of  the  Council  of 
Clinical  Cardiology,  Miami  Beach,  Florida.  The  entire  address  appears  in 
Circulation,  1982;  65:4-6,  and  the  excerpts  are  reprinted  here  with 
permission. 
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W.  EMERSON  WILSON  AND 
DR.  JAMES  TILTON 

On  March  14,  1982,  W.  Emerson  Wilson, 
former  city  editor  of  the  Wilmington  Morning 
News,  died.  For  a number  of  years  following 
retirement,  he  wrote  a weekly  column  in 
the  Saturday  morning  News  Journal  on 
historical  anecdotes  about  Delaware.  Even 
the  day  before  he  died,  an  article  of  his  was 
published  concerning  the  restoration  of  Fort 
Delaware,  which  has  now  become  a very 
popular  tourist  attraction. 

In  1970,  there  was  considerable  community 
interest  and  numerous  newspaper  articles 
were  published  in  order  to  bring  about  a 
change  in  the  name  of  Eighth  Street  Park  in 
Wilmington  to  Tilton  Park.  A committee  to 
accomplish  this  was  formed,  including  the 
Honorable  Herbert  H.  Ward,  W.  Emerson 
Wilson,  John  Munroe,  Ph.D.,  of  the 
University  of  Delaware,  Allen  C.  Wooden, 
M.D.,  Charles  Allmond,  Attorney-at-Law, 
and  myself. 

Herbert  Ward  had  tried  for  years  to  bring 
about  the  change  in  name,  but  it  was  not  until 
late  1970  that  City  Council  finally  agreed.  As 
I recall,  Charles  Allmond  and  W.  Emerson 
Wilson  were  largely  responsible  for 
arranging  for  the  monument  to  Dr.  Tilton 
which  was  dedicated  November  11,  1971.  Dr. 
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John  Munroe  gave  the  ceremonial  address 
before  the  150  people  who  attended  the 
dedication. 

As  shown  in  the  photograph,  the  memorial 
is  a large  stone  placed  at  the  edge  of  the  park 
on  Broom  Street  between  Seventh  and  Eighth 
Streets.  On  it  is  a bronze  tablet  com- 
memorating Dr.  James  Tilton  (1745-1822), 
Delaware’s  most  renowned  colonial 
physician.  Dr.  Tilton,  on  active  duty  in  the 
Continental  Army,  was  in  charge  of  four 
army  hospitals  during  the  Revolutionary 
War,  and,  in  1789,  became  the  first  president 
of  the  Medical  Society  of  Delaware.  In  1813, 
he  was  designated  the  first  Surgeon-General 
of  the  United  States  Army.  He  lived  most  of 
his  life  in  what  is  now  the  University  and 
Whist  Club  at  Ninth  and  Broom  Streets,  his 
property  including  the  land  now  designated 
as  Tilton  Park.  The  Medical  Society  of 
Delaware  contributed  funds  toward  the 
purchase  and  installation  of  the  boulder  and 
plaque  in  his  memory. 

When  Dr.  Tilton  died  in  1822,  he  was  buried 
in  the  Wilmington  and  Brandywine 
Cemetery.  W.  Emerson  Wilson,  who  was  so 
helpful  and  instrumental  in  establishing 
Tilton  Park,  was  recently  buried  in  the  same 
cemetery  as  Dr.  Tilton. 

Lewis  B.  Flinn,  M.D. 


Photograph  by  Charles  Strahan,  Jr.,  M.D. 
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THE  AMERICAN  COUNCIL  ON  SCIENCE 
AND  HEALTH:  MORE  SCIENCE 
AND  COMMON  SENSE 

The  three-year-old  American  Council  on 
Science  and  Health  is  a private  information 
agency  formed  in  an  attempt  to  “introduce 
more  science  and  common  sense  into 
discussions  of  relative  health  benefits  and 
risks  associated  with  food  additives,  pesti- 
cides, pharmaceuticals,  and  other  environ- 
ment factors.” 

The  organization,  formed  partly  out  of 
concern  that  too  often  in  such  matters  only 
one  side  of  the  story  has  been  told,  regularly 
publishes  knowledgeable  conclusions  on 
controversial  nutritional  and  environmental 
questions.  Recent  subjects  include  sac- 
charine, diet  and  hyperactivity,  air  pollution 
and  human  health,  and  diet  and  heart 


disease.  Three  current  publications  are  “Fast 
Food  and  the  American  Diet,”  “Alcohol  Use 
During  Pregnancy,”  and  “Wood  as  Home 
Fuel:  A Source  of  Air  Pollution.” 

From  the  first,  one  can  learn  that  a “Big 
Mac”  from  McDonald’s  has  almost  twice  as 
many  calories  as  their  “regular  hamburger,” 
that  an  order  of  french  fries  has  only  two 
thirds  the  calories  of  a milkshake,  and  that 
except  for  its  relatively  high  caloric  density, 
fast  food  is  not  all  bad  for  you. 

Membership  in  ACSH  is  $35.00  per  year; 
contributions  are  tax  deductible.*  Many 
doctors’  patients  would  appreciate  reading 
the  publications. 

Bernadine  Z.  Paulshock,  M.D. 

*For  further  information  you  may  write  the  American  Council  on  Science 
and  Health  at  47  Maple  Street,  Summit,  New  Jersey  07901;  or  call,  (201) 
277-0024. 
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LOCALIZED  FIBROUS  MESOTHELIOMA  OF 
THE  PLEURA:  TWO  CASE  REPORTS 


Adnan  Cobanoglu,  M.D. 
John  J.  Reinhard,  Jr.,  M.D. 


Localized  fibrous  mesothelial  tumors  of  the 
pleura  (LFMTP)  are  rare.  In  contrast  to 
diffuse  mesotheliomas,  which  are  always 
malignant  in  behavior,  LF  MTP  are  solitary, 
well  encapsulated,  and  carry  a good 
prognosis.  Most  are  asymptomatic  and  are 
usually  discovered  incidentally.  Surgical 
resection  provides  cure  in  all  cases.  This 
study  is  a report  of  two  patients  who  were 
treated  for  LF  MTP  within  a recent  six-month 
period. 

Case  1 

A 55-year-old  Caucasian  female  with  a 
history  of  vaginal  spotting  and  a cervical 
polyp  was  admitted  for  cervical  dilatation 
and  curettage.  Her  routine  preoperative  chest 
roentgenogram  showed  a well  circumscribed 
5 x 4.5  cm  lesion  in  the  periphery  of  her  right 
midlung  field  (Fig.  1).  She  had  no  pulmonary 
symptoms.  She  had  been  a one  pack  per  day 
smoker  for  20  years.  She  had  no  history  of 
asbestos  exposure.  Her  physical  examination 
at  time  of  admission  was  essentially  within 
normal  limits. 

A right  thoracotomy  was  performed,  at 
which  time  a mass  lesion  arising  from  the 
visceral  pleura  and  located  behind  the  fourth 
rib  at  the  level  of  the  midaxillary  line  was 
found.  The  mass  had  the  shape  of  a convex 
disc.  It  was  well  encapsulated,  adherent  to 
the  pleura,  and  did  not  involve  the  lung 
tissue.  Local  resection  was  performed. 
Pathologic  examination  confirmed  the 


Dr.  Cobanoglu,  former  Chief  Resident  in  Thoracic  and  Cardiovascular 
Surgery  at  the  Thomas  Jefferson  University  Hospital,  Philadelphia,  is 
Fellow  in  Cardiac  Surgery  at  the  University  of  Oregon  Health  Sciences 
Center,  Portland. 

Dr.  Reinhard  is  Director  of  the  Department  of  Surgery  at  the  Wilmington 
Medical  Center  and  Clinical  Professor  of  Surgery  at  Jefferson  Medical 
College,  Philadelphia. 


diagnosis  of  a benign  fibrous  mesothelioma. 
The  patient’s  postoperative  course  was 
uneventful.  She  was  discharged  on  the  sixth 
postoperative  day. 

Case  II 

During  a routine  annual  check-up,  a 30- 
year-old  black  male  had  a chest  roentgeno- 


FIGURE  1 


Well  circumscribed  lesion  in  the  periphery  of  right 
midlung  field  (Case  1) 
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FIGURE  2 


FIGURE  3 


Well  demarcated  density  in  the  right  lower  lung  field 
(Case  2) 


Lateral  chest  roentgenograms  showing  the  lesion  in  the 
major  fissure. 


gram  taken  which  revealed  a lesion  in  the 
right  lung.  He  did  not  have  any  symptoms 
that  could  be  associated  with  the  lung  lesion. 
He  smoked  less  than  a half  pack  of  cigarettes 
per  day,  and  he  had  no  history  of  asbestos 
exposure. 

Admission  physical  examination  revealed 
no  remarkable  findings.  Preoperative  blood 
studies  were  within  normal  limits.  The  chest 
roentgenogram  showed  a well  demarcated 
density  in  the  right  lower  lung  field  which 
measured  4.5  x 2.5  cm  and  was  located  at  the 
level  of  the  major  fissure  (Figs.  2,3). 

The  patient  underwent  a right  thoracotomy 
at  which  time  a well  circumscribed, 
pedunculated  lesion  arising  from  the 
midportion  of  the  major  fissure  was  found 
(Fig.  4).  The  lesion  arose  from  the  visceral 
pleura  and  did  not  extend  into  lung  tissue. 
Local  resection  was  carried  out  (Figs.  5,6). 
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Pathologic  examination  showed  the  lesion  to 
be  a benign  fibrous  mesothelioma.  The  post- 
operative course  was  complicated  by  a wound 
hematoma  which  necessitated  evacuation. 
The  patient  did  well  thereafter  and  was 
discharged  on  the  tenth  postoperative  day. 

Discussion 

Pleural  mesotheliomas  exist  in  two  forms:  a 
diffuse  type  that  is  invariably  malignant  and 
a localized  type  that  is  almost  always 
benign.1  Localized  pleural  mesothelioma  is  a 
rare  pleural  tumor.  In  a recent  Mayo  Clinic 
review,  its  incidence  was  recorded  as  2.8  cases 
per  100,000  registrations  at  that  clinic.4  In 
another  series,  18  LFTMP  were  seen  over  a 
period  of  17  years.5  Memorial  Hospital  at 
New  York  reported  ten  patients  in  34  years.2 

A relationship  between  asbestos  exposure 
and  the  occurrence  of  diffuse,  malignant 
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FIGURE  4 

Intraoperatively,  well  pedunculated  lesion  in  the  major 
fissure  arising  from  visceral  pleura 


Gross  pathologic  specimen  of  solid  tumor  after 
resection 


t ' } 

FIGURE  5 


mesotheliomas  has  been  well  established,  but 
no  such  correlation  exists  in  relation  to  the 
solitary  localized  mesothelioma.  These 
tumors  which  arise  from  visceral  or  parietal 
pleura  may  be  located  entirely  within  a 
pulmonary  fissure,  as  seen  in  our  second 
patient.  Thirty  to  50%  are  pedunculated.3  The 
tumors  range  from  a small  size  to  a bulky 
neoplasm  that  may  occupy  an  entire 
hemithorax. 

The  texture  and  color  of  the  cut  surface 
varies  from  firm  and  reddish-brown  for  the 
most  cellular  tumors,  to  dense  and  white  for 
the  most  sclerotic.  Histologically,  uniform 
elongated  spindle  cells  are  found  in  associa- 
tion with  varying  amounts  of  collagenous 
stroma.2  4 The  presence  of  a definite  intact 
layer  of  mesothelial  cells  covering  the  tumors 
suggests  that  the  tumors  arise  in  sub- 
mesothelial  mesenchymal  cells.  Some 
authorities,  therefore,  have  named  them 
fibrous  tumors  of  the  pleura,  or  submeso- 
thelial  fibroma.5  The  spindle  cells  show  slight 
or  no  pleomorphism  and  few  or  no  mitotic 
figures.  The  neoplasm  grows  slowly  and 
steadily  with  no  pulmonary  invasion. 

LFMTP  is  equally  common  in  both  sexes. 
The  peak  incidence  is  in  the  fifth  and  sixth 
decades  of  life;  right  and  left  hemithoraces 
are  affected  with  equal  frequency.  The  cause 
remains  unknown. 


FIGURE  6 

Solid  tumor  sectioned 
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m j im 

FIGURE  7 

Case  2.  Postoperative  chest  roentgenogram 

A common  mode  of  presentation  is  for  a 
totally  asymptomatic  mass  to  be  discovered 
in  a chest  X-ray  taken  for  unrelated  reasons, 
as  was  the  case  in  both  our  patients.  When 
symptoms  are  present,  the  usual  ones  are 
chronic  cough,  chest  pain,  and  dyspnea. 
Some  series  report  a high  association  of 
extrathoracic  symptoms,  such  as  hyper- 
trophic pulmonary  osteoarthropathy  and 
digital  clubbing.  Benign  tumors  greater  than 
7 cm  in  diameter  are  more  frequently 
associated  with  joint  manifestations, 
especially  of  the  hands,  ankles,  and  elbows.4 

There  are  no  distinctive  laboratory 
findings.  The  chest  roentgenogram  shows  a 
sharply  circumscribed  solitary  mass  of 
homogenous  density.  The  mass  is  usually  at 
the  periphery  of  the  lung  or  is  related  to 
fissures.  Calcification  and  pleural  effusions 
are  extremely  rare. 

When  the  benign  fibrous  mesothelioma  is 
attached  to  the  pleura  by  a pedicle,  changes 
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FIGURE  8 

Postoperative  lateral  chest  roentgenogram 

in  the  position  of  the  mass  with  breathing  can 
be  demonstrated  roentgenographically. 
Bronchoscopy  is  helpful  to  exclude  other 
lesions.  Cytologic  examination  of  the  sputum 
and  of  pleural  effusion,  if  present,  is  usually 
not  helpful. 

Treatment  consists  of  thoracotomy  with 
local  resection  of  the  tumor.  Tumors  with  a 
broad  base  of  attachment  to  pleural  surfaces 
are  removed  with  a rim  of  surrounding  pleura 
and  lung  tissue.  More  extensive  resections 
are  very  rarely  necessary.  There  is  no  need  for 
adjuvant  modes  of  therapy;  the  survival 
curve  of  patients  who  are  treated  for  localized 
fibrous  mesothelioma  of  the  pleura  is 
identical  to  that  of  the  general  population. 
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SURVEY  OF  IRANIAN  AND  FILIPINO  PHYSICIANS 


To  the  Editor: 

The  Office  of  Medical  Education  of 
Jefferson  Medical  College  has  undertaken  a 
study  of  the  major  problems  and  concerns  of 
Iranian  and  Filipino  physicians  in  the 
United  States,  with  financial  support  from 
the  Educational  Commission  for  Foreign 
Medical  Graduates  (ECFMG).  In  the  major 
study,  questionnaires  will  be  mailed  to  ap- 
proximately 5,500  randomly  selected 
physicians  throughout  the  United  States.  A 
preliminary  study  was  conducted  in  order  to 
identify  items  which  should  be  included  in 
the  questionnaire.  For  this  purpose,  22 
Filipino  and  23  Iranian  physicians  were 
interviewed  concerning  factors  affecting 
their  career  decisions,  problems,  concerns, 
and  suggestions  for  alleviating  any  of  the 
problems  which  they  had  faced. 

A majority  of  the  Iranian  physicians 
indicated  that  linguistic  difficulties  had  been 
one  of  their  major  problems.  Although  fewer 
Filipino  physicians  had  major  linguistic 
problems,  some  felt  that  their  accent  had 
caused  difficulties  in  communication. 

Physicians  from  both  countries  expressed 
the  belief  that  they  had  suffered  from  dis- 
crimination against  foreigners.  They 
perceived  this  discrimination  to  a greater 
extent  on  the  part  of  nurses,  administrators, 
and  patients  than  other  physicians. 
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Some  of  the  physicians  also  indicated 
problems  in  finding  training  programs  or 
positions  in  the  specialties  in  which  they  were 
most  interested  or  trained.  Obtaining 
training  in  ophthalmology  and  plastic 
surgery  was  particularly  difficult. 

Certain  aspects  of  the  qualifying  examina- 
tions required  for  foreign  medical  graduates 
also  posed  problems,  or  were  considered 
inequitable,  by  many  of  the  physicians.  Some 
found  it  difficult  to  pass  examinations  on  the 
basic  medical  sciences  which  they  studied 
many  years  ago,  and  others  criticized  the 
emphasis  on  basic  sciences  in  US  medicine. 
The  ECFMG  examination  and  the  Feder- 
ation Licensing  Examination  (FLEX)  were 
generally  considered  to  be  reasonable,  but  the 
Visa  Qualifying  Examination  (VQE)  was 
viewed  by  a large  number  of  the  interviewees 
as  designed  to  prevent  foreign  physicians 
from  entering  the  US,  rather  than  to  evaluate 
their  qualifications. 

Physicians  from  both  countries  also 
indicated  problems  with  anxiety,  loneliness, 
homesickness,  and  depression.  They  ex- 
pressed concern  over  separation  from  their 
families,  friends,  and  native  land. 

The  major  factors  pulling  both  Filipino  and 
Iranian  physicians  to  the  United  States  were 
the  high  reputation  and  prestige  of  American 
medical  education  and  the  relative  ease  of 
being  accepted  into  a residency  program.  The 
financial  support  and  stipends  available  in 
this  country  were  other  important  incentives 
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for  coming.  The  physicians  were  also 
generally  positive  in  their  attitudes  toward 
the  medical  training  which  they  had  received 
in  the  United  States  and  their  economic 
prospects.  Many  Iranian  and  Filipino 
physicians  indicated  that  they  would  have 
stayed  in  their  own  country  if  they  had  not 
been  able  to  come  to  the  United  States. 

Factors  encouraging  some  of  the  physi- 
cians to  stay  permanently  in  the  US  were  the 
luxuries  which  could  be  enjoyed  here,  and 
opportunities  for  leisure  time  and  for  keeping 
up  with  advances  in  medicine.  Marriage  to 
an  American  and  political  instability  in  their 
native  land  were  also  mentioned  as  factors 
keeping  them  here.  Iranians  were  more  likely 
than  Filipinos  to  state  that  they  would  return 
to  their  homeland  if  the  socio-political 
situation  became  more  favorable. 

Among  the  suggestions  for  alleviating  the 
problems  of  foreign  medical  graduates  were 
booklets  on  American  culture  (such  as  that 
provided  by  the  ECFMG),  courses  on  popular 
American  language  and  culture,  information 
on  available  training  programs,  independent 
organizations  of  physicians  from  each 
country  through  which  they  could  share 
experiences  and  information,  and  host 
family  programs. 

Questions  based  on  these  interviews  have 
been  incorporated  in  a questionnaire  which 
will  be  sent  to  representative  samples  of 
physicians  from  Iran  and  the  Philippines 
living  throughout  the  United  States.  Data 
from  this  larger  sample  should  permit  a 
determination  of  major  problems  faced  by 
these  physicians  in  relation  to  their 
particular  career  interests  and  backgrounds. 
Additional  practical  suggestions  for  allevi- 
ating these  problems  are  also  anticipated 
from  the  larger  study. 

Because  of  the  relatively  large  numbers  of 
physicians  from  these  countries  in  Delaware, 
we  would  appreciate  it  if  you  would  inform 
your  readers  about  the  project.  We  are  hopeful 
that  this  will  encourage  your  Filipino  and 
Iranian  readers  to  cooperate  in  the  study. 

Mary  W.  Herman,  Ph.D. 
Mohammadreza  Hojat,  Ph.D. 

Dr.  Herman  is  Social  Anthropologist,  Office  of  Medical  Education, 
Associate  Professor  in  the  Department  of  Family  Medicine  of  Jefferson 
Medical  College,  and  Project  Director  of  the  study  being  conducted  by  the 
Office  of  Medical  Education  of  Jefferson  Medical  College. 

Dr.  Hojat  is  Research  Associate,  Office  of  Medical  Education  of  Jefferson 
Medical  College. 
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ATTITUDES  REGARDING  FAMILY  PLANNING 


To  the  Editor: 

Background 

In  January  and  February  1982,  a random 
public  opinion  survey  of  the  adult  population 
(18  and  over)  of  the  State  of  Delaware  was 
conducted  by  R.  L.  Associates  of  Princeton, 
New  Jersey.  The  sample  was  designed  so  that 
the  results  of  the  survey  are  projectable  to  the 
entire  adult  population  of  the  state  with 
sampling  error  margins  of  plus  or  minus  4%. 
The  subjects  covered  issues  of  reproductive 
health,  in  particular,  family  planning,  avail- 
ability of  birth  control  devices,  and  abortion. 
The  results  are  summarized  here  for  the 
Medical  Society  of  Delaware. 

Family  Planning 

Most  residents  of  Delaware  are  familiar 
with  the  concept  of  family  planning.  About 
three  fourths  of  Delaware  adults  give  an 
unaided  definition  of  the  words  “family 
planning.”  Women  are  more  likely  to  define 
family  planning  as  concerning  the  number 
and  spacing  of  children.  About  one  third  of 
men  give  answers  involving  other  concepts, 
such  as  budgeting  or  doing  things  as  a 
family.  Of  those  familiar  with  family 
planning,  the  vast  majority  approve  of 
“making  family  planning  services  available 
to  people  who  want  them”  (Table  1). 

TABLE  1 

Making  Family  Planning  Services  Available 

Total  Males  Females 

Strongly  approve  69%  64%  74% 

Somewhat  approve  26  30  22 

Somewhat  or  strongly  5 6 4 

disapprove 

Not  only  do  residents  of  Delaware  approve 
of  family  planning,  but  substantial 
majorities,  especially  among  younger  adults, 
think  it  is  “in  the  best  interests  of  this  country 
for  government  to  continue  to  help  pay  for 
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family  planning  services  for  people  who 
would  not  otherwise  be  able  to  afford  them” 
(Table  2). 


TABLE  2 


Financing  Family  Planning  Services 


Total 

18-29 

30-45 

over  45 

Yes,  government  pay 

74% 

85% 

77% 

60% 

Don't  know 

12 

8 

10 

15 

No,  government 

14 

7 

13 

25 

not  pay 


Birth  Control  Availability 

A majority  of  Delaware  adults  favor 
making  birth  control  devices  available  to 
teenagers  under  18,  although  there  are 
substantial  differences  of  opinion  regarding 
the  exact  age.  The  median  age  favored  for 
contraceptive  availability  is  16  to  17. 
Younger  adults  are  more  supportive  of 
making  birth  control  devices  available  than 
are  older  adults. 

Abortion 


TABLE  3 


Constitutional  Amendment  Opposing  Abortion 


Total 

Wilming- 

ton 

Suburbs 

Down- 

state 

Oppose  amendment 

72% 

72% 

70% 

73% 

Don't  know 

10 

9 

10 

7 

Favor  amendment 

18 

19 

20 

20 

While  Catholics  are  somewhat  more  likely 
than  Protestants  to  support  a Constitutional 
amendment,  even  among  Catholics  who  go 
to  church  there  is  a substantial  majority 
opposed  to  an  amendment  making  abortion 
illegal  (Table  4).  The  opposition  to  a Con- 
stitutional amendment  is  based  on  a general 
belief  that  the  decision  whether  or  not  to  have 
an  abortion  is  essentially  a private,  not 
governmental  decision,  as  indicated  by 
answers  to  the  question:  “Which  statement 
comes  closest  to  expressing  your  feelings 
about  abortion?”  (Table  5). 

TABLE  4 

Religious  Preference  and  Constitutional  Amendment 

Catholics*  Protestants* 


By  overwhelming  majorities, 

Delaware 

Oppose  amendment 

68% 

76% 

adults  oppose  “an  amendment  to  the  Con- 

Don't  know 

5 

10 

stitution  which  would  make 

abortions 

Favor  amendment 

27 

14 

illegal”  (Table  3). 

*Limited  to  those  who  attend  church  at  least  once 

or  twice  a yea 

TABLE 

5 

Wilming- 

Down- 

Total 

ton 

Suburb 

state 

Catholic 

Protestant 

Oppose  under  all  circumstances 

14% 

16% 

15% 

13% 

22% 

11% 

Favor  save  life  of  mother  or  if  child  born 

33 

33 

34 

32 

38 

37 

deformed  or  retarded 

Personally  oppose  but  private  matter  33  33 

Favor  under  all  circumstances  16  18 

(A  small  number  of  other  answers  or  "no  opinion" 


31  35  31 

15  17  9 

answers  omitted  from  table.) 


32 

18 


Sonia  S.  Sloan 

Mrs.  Sloan  is  President  of  the  Delaware  League  for  Planned  Parenthood. 
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Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  intluenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor, 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 

ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY.  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established.  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established. 

Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries.  Inc. 

Carolina,  Puerto  Rico  00630 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  freguently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  -Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  [ibozsini 


•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S.  pneumoniae  or  H.  influenzae. 8 
Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 


pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 
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RESPONSE  TO  TREATMENT  OF  SYSTEMIC 
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John  E.  Stambaugh,  Jr.,  M.D.,  Ph.D. 
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Preface 

Cryptococcus  is  a systemic  mycotic  infec- 
tion with  a marked  predilection  for  the  brain 
and  its  meninges,  although  any  body  organ 
can  be  involved.1-2  The  usual  portion  of  entry 
is  the  respiratory  tract.  Studies  have  shown 
that  Cryptococcus  neof ormans  exist  in  small 
enough  sizes  to  allow  for  their  alveolar  de- 
position with  the  usual  spread  being  hema- 
togenous from  the  lung.3-4  Before  the  advent 
of  amphotericin  therapy,  cryptococcal  men- 
ingitis was  invariably  fatal.5-6  Now  most 
patients  can  be  cured  with  a single  course  of 
amphotericin  treatment,  but  prolonged  ther- 
apy and  late  treatment  failures  have  been 
recognized.7-8 

Prognostic  factors  in  cryptococcal  menin- 
gitis have  been  reviewed;  patients  with  ma- 
lignancy or  receiving  corticosteroid  therapy 
die  more  often  during  treatment.1-7-8  In  addi- 
tion, patients  with  a cerebral  spinal  fluid  with 

Dr.  Stambaugh  is  Associate  Professor  of  Pharmacology  and  Assistant 
Professor  of  Medicine  at  Jefferson  Medical  College,  Philadelphia. 

Ms.  Faix  is  a research  associate  with  the  practice  of  Oncology  and  Hema- 
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high  opening  pressure,  a low  glucose  level, 
low  leukocytes,  or  a positive  cryptococcal 
smear,  are  at  a high  risk  for  mortality,  as  are 
patients  in  whom  cryptococci  are  isolated 
from  extraneural  sites  or  who  have  high  titers 
of  cryptococcal  antigen  in  their  cerebral  spin- 
al fluid  and/or  serum. 

Patients  who  tend  to  relapse  have  high 
persistent  posttreatment  titer  of  cryptococcal 
antigen  in  serum  or  cerebral  spinal  fluid.7-8 
Positive  cultures  at  two  or  more  extraneural 
sites,  such  as  blood,  urine,  and  sputum,  are 
also  predictive  of  treatment  failures.  A 
positive  blood  culture  is  invariably  associ- 
ated with  treatment  failure  and  usually  with 
death.8 

Patients  with  Hodgkin’s  disease  and  other 
lymphoreticular  malignancies;  immunosup- 
pressed  pateients,  especially  those  from 
corticosteroid  therapy  and  chemotherapy; 
and  patients  with  diabetes  mellitus  or 
advanced  sarcoidosis  have  a predisposition 
not  only  to  cryptococcosis,  but  to  treatment 
failure  and  a high  mortality.9-10  Patients  who 
are  immunosuppressed,  especially  those 
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receiving  corticosteroids,  not  only  have  a 
higher  incidence  of  initial  infection,  but  also 
have  the  highest  risk  for  relapse.  Since  the 
compromised  host  has  both  a greater  risk  of 
disseminated  disease  and  a higher  chance  for 
delayed  treatment  failure,  it  has  been 
suggested  that  combination  therapy  be  used 
in  such  patients,  especially  in  the  patient 
with  both  meningitis  and  extraneural  infec- 
tions.1112 

The  following  case  history  describes  an 
unusual  case  of  a patient  who  survived  a 
systemic  life-threatening  infection  with  cryp- 
tococcosis while  receiving  chemotherapy, 
cortisone  therapy,  and  radiotherapy  for 
metastatic  adenocarcinoma  of  the  right 
maxillary  sinus.  He  demonstrated  positive 
cultures.  Initial  laboratory  data  indicated 
that  he  not  only  had  a poor  prognosis,  but 
also  was  at  high  risk  for  treatment  failure. 
With  the  use  of  combination  therapy,  a 
successful  result  was  obtained.  Not  only  was 
the  cryptococcosis  controlled,  but  his  under- 
lying malignancy  was  also  ultimately  con- 
trolled. 

Case  Report 

The  patient,  a 63-year-old  white  male,  had 
an  adenocarcinoma  of  the  right  maxillary 
sinus  with  extension  into  the  right  orbit  and 
distant  metastasis  originally  diagnosed 
April,  1976.  He  initially  presented  with  a 
movable,  nontender  node  under  the  right  j aw, 
a biopsy  of  which  showed  a lymph  node  infil- 
trated with  a clear  cell  carcinoma  with  some 
glandular  elements.  After  a negative  search 
for  the  primary  site,  a right  radical  neck  dis- 
section was  performed.  Multiple  node  levels 
were  found  to  be  involved  with  tumor.  He 
received  a course  of  radiation  to  the  right 
neck,  but  six  months  later  noted  increased 
lacrimination  of  the  right  eye,  and  developed 
marked  visual  disturbance  and  right  nasal 
obstruction.  Tomographs  of  the  right 
maxillary  sinus  indicated  a maxillary  tumor 
extending  to  the  ethmoid  sinus  and  the  floor 
of  the  right  orbit.  Chest  x-ray  demonstrated 
multiple  pulmonary  metastases;  further 
staging  was  negative  for  other  metastases. 

Radiotherapy  was  initiated  to  control  the 
orbital  lesion  with  eye  blocks  in  order  to 
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preserve  vision  in  the  right  eye.  In  addition, 
high  dose  cortisone  therapy  was  initiated  to 
reduce  orbital  edema.  The  patient  received  a 
course  of  radiation  over  six  weeks  and 
subsequently  chemotherapy  with  fluoroura- 
cil,  methotrexate,  and  cyclophosphamide 
was  begun.  After  six  weeks  of  treatment  he 
developed  a low  grade  fever.  Repeated 
cultures  of  multiple  sites  were  negative,  chest 
x-ray  indicated  regression  of  the  pulmonary 
lesions,  and  treatment  was  continued. 

After  two  weeks,  he  suddenly  developed 
increasing  fever,  lassitude,  anorexia,  with 
subsequent  shortness  of  breath,  confusion, 
and  ataxia,  and  required  hospitalization.  A 
brief  remission  of  symptoms  resulted  after 
initiation  of  antibiotic  therapy  with  a sys- 
temic cephalosporin  and  an  aminoglycoside. 
Repeat  chest  x-ray  showed  right  upper  lobe 
pneumonia,  and  blood  and  sputum  cultures 
were  positive  for  Klebsiella  pneumonia. 

After  two  days  the  patient  developed  fever 
of  103°F.  He  experienced  midchest  to  back 
pain  and  syncopal  episodes,  with  one  episode 
resulting  in  a grand  mal  seizure.  Repeat  chest 
x-ray  showed  the  right  upper  lobe  infiltration 
and  a new  right  lower  lobe  infiltration. 
Multiple  blood  and  sputum  cultures  were 
positive  for  Cryptococcus,  and  Cryptococcus 
was  also  found  in  several  urine  cultures.  The 
opening  spinal  fluid  pressure  was  high  with 
the  glucose  decreased  to  40  mg%  and  protein 
increased  to  63  mg%.  No  polymorphonuclear 
WBC  was  found,  and  there  were  five 
lymphocytes.  The  spinal  fluid  was  India  Ink 
positive  for  Cryptococcus. 

The  patient  was  treated  with  flucytosine, 
2.5  gm  po  q6h  and  amphotericin,  40  mg  IV 
daily.  With  the  initiation  of  treatment,  he 
reacted  with  chills  and  uncontrollable 
shaking,  cyanosis,  diaphoresis,  elevated 
temperature,  and  difficulty  in  breathing.  The 
severity  of  the  reaction  forced  a decrease  in 
the  dosage.  Each  time  an  attempt  was  made 
to  increase  the  dose,  the  patient  became 
disoriented,  cyanotic,  apneic  with  periods  of 
Cheyne-Stokes  breathing,  incontinent  of 
urine  and  feces,  and  developed  unequal 
pupils.  The  treatment  was  continued  despite 
repeated  toxicity.  The  clinical  course  was 
complicated  by  an  episode  of  severe 
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hypotension  necessitating  an  arterial  line, 
dopamine  drip,  and  fluid  replacement.  Chest 
x-ray  indicated  progression  of  the  pneumonia 
in  the  right  upper  and  lower  lobes,  plus  a left 
upper  lobe  infiltration  and  a left  pleural 
effusion.  The  patient  stabilized  clinically,  but 
two  days  later  had  a grand  mal  seizure 
attributed  to  hypovolemic  shock  secondary  to 
massive  upper  gastrointestinal  bleeding. 
Endoscopy  demonstrated  a large  gastric 
ulcer  with  bleeding  which  responded  to 
pitressin  therapy  through  a celiac  artery 
catheter,  large  volume  blood  replacement, 
and  intravenous  cimetidine. 

Over  a period  of  one  week,  the  patient  again 
stabilized.  His  chest  x-ray  cleared  except  for 
the  metastases.  After  two  weeks  of  therapy, 
repeated  sputum,  blood,  urine,  and  spinal 
fluid  cultures  were  negative.  He  was 
continued  on  amphotericin,  receiving  a total 
dose  of  2.24  gm  of  amphotericin  and  350  gm  of 
flucytosine  over  ten  weeks.  Repeated 
negative  cultures  and  negative  spinal  fluid 
evaluations,  including  cryptococcal  antigen 
analysis,  were  obtained  for  four  years.  After 
ten  weeks,  the  patient  was  begun  on  an 
alternate  course  of  chemotherapy  due  to 
advanced  carcinoma  now  involving  right 
neck  nodes,  skin,  lung,  and  bone.  He 
subsequently  responded  to  doxorubicin 
(Adriamycin,  Adria)  and  cyclophosphamide 
(Cytoxan,  Mead  Johnson)  with  a three-year 
remission.  He  is  now  receiving  chemotherapy 
with  an  increase  in  dosage  of  the 
chemotherapeutic  agents  over  the  past  six 
months  which  has  controlled  recurrent 
carcinoma  of  the  right  cervical  node  area. 


The  ultimate  survival  and  excellent 
response  to  cryptococcal  treatment  in  this 
patient  despite  overwhelming  odds,  supports 
the  need  for  aggressive  therapy  in  certain 
instances. 
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Conclusion 

This  patient’s  clinical  course  exemplifies 
not  only  an  unusual  response  of  an 
adenocarcinoma  of  the  sinus  to  chemo- 
therapy, but  also  demonstrates  that  with 
adequate  therapy  immunosuppressed  pa- 
tients with  severe  Cryptococcus  can  respond 
to  treatment.  Prolonged  use  of  adriamycin 
was  possible  in  this  patient  by  the  use  of  low 
dose  weekly  therapy  (0.4  mg/kg)  with  a 
cumulative  dose  of  4300  mg  over  four  years 
without  any  clinical  or  laboratory  evidence  of 
myocardial  damage. 


This  course  is  designed  to  update  the  family 
physician  in  current  concepts  of  medicine  with 
emphasis  on  practical  and  clinical  aspects  of 
patient  care.  New  diagnostic  and  therapeutic 
techniques  will  be  presented,  and  major  aspects 
of  traditional  care  will  be  reviewed. 

A wide  variety  of  teaching  formats  will  be 
used  including  lectures  by  nationally  respected 
experts,  live  case  presentations,  sessions  with 
mechanical  and  live  patient  simulators  and 
access  to  videotapes  and  computerized  learn- 
ing programs. 

For  further  information  contact: 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 
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CONFLICTING  ROLES  IN  WOMEN 


Perry  Ottenberg,  M.D. 


Introduction 

Changing  roles  for  women  in  family  life, 
marriage,  access  to  higher  education,  sexual 
feeling,  occupational  opportunities,  and 
technological  advances  combine  to  confront 
and  confuse  women  growing  up  in  our 
culture.  Some  women  are  so  preoccupied  by 
these  social  forces  and  role  strains  that  it 
seems  impossible  to  them  that  someone  who 
isn’t  female  can  discuss  these  issues.  They 
tend  to  repeat  in  a new  form  the  fallacy  which 
has  been  attributed  to  Freud  that  biology  is 
destiny.  “If  you  aren’t  a woman,  you  can’t 
understand  women;  if  you  aren’t  a victim  of 
the  patriarchal  system,  then  you  cannot 
intelligently  discuss  the  issues,”  they  say. 

This  paper  is  an  attempt  to  bring  into  focus 
the  ways  in  which  the  social  system  presents 
contrasting  expectations  and  rewards  for 
women’s  roles  at  a time  of  accelerating 
technological  change  and  break-up  of  the 
family  unit  that  has  formerly  provided  a 
foundation  of  personality,  identity,  and 
security.  In  treating  a woman,  physicians 
have  to  treat  an  individual  who  is  special, 
unique,  and  suffering.  To  respond  primarily 
to  the  current  conflict  of  roles  in  women  may 
bypass  the  heart  of  clinical  practice. 

Troubled  Transitions 

All  individuals  in  our  society  occupy  social 
roles.  A woman  may  occupy  wife,  mother, 
daughter,  occupational,  community,  re- 
ligious, and  recreational  roles.  There  are 
many  other  roles,  but  each  of  these  is  made  up 

Dr.  Ottenberg  is  Senior  Attending  Psychiatrist  at  the  Institute  of  Penn- 
sylvania Hospital  and  Professor  of  Clinical  Psychiatry  at  the  University  of 
Pennsylvania,  Philadelphia. 

This  paper  is  an  adaptation  of  his  presentation  to  the  Delaware  Academy 
of  Family  Physicians. 


of  patterns  of  expected  behavior.  Roles 
require  functioning  in  different  situations 
and  imply  responsibilities,  duties,  rewards, 
and  deeply  held  value  attitudes.  The  way 
culture  and  social  class  attitudes  are 
transmitted  is  through  roles.  A family  is 
highly  defined  by  kinship,  age,  and  sexual 
roles.  This  paper  will  discuss  role  strain  in 
contemporary  women,  primarily  of  the 
middle  class,  who  present  themselves  in  the 
physician’s  office  with  a wide  range  of 
symptoms. 

The  definition  of  role  comes  from  sociology, 
not  psychiatry.  A role  has  a strong  social 
definition.  It  is  a collective  concept,  not  one 
which  is  uniquely  individualistic.  Therefore, 
in  each  clinical  situation  in  your  office  or 
hospital,  it  is  required  to  shift  levels  of 
meaning  from  the  social  issues  of  role  strain 
to  the  individual  under  strain.  Roles 
represent  customarily  manifest  behavior 
rather  than  spontaneous,  unusual  behavior. 
A role  is  public,  whereas  an  individual  is 
largely  a private  being.  A role  is  an  historical 
precipitation  of  expected  behavior,  not  a 
contemporary  creative  reaction  to  new 
events. 

Roles  tend  to  reinforce  tradition  and  the 
status  quo,  not  changing  circumstances.  The 
values  latent  in  roles  reflect  the  past,  whereas 
women  in  conflict  situations  seek  new  and 
nonthreatening  solutions.  The  major 
problem  for  the  physician  is  to  deal  with  the 
individual  as  a private,  unique,  changing, 
creative  personality,  not  as  a set  of  roles.  The 
challenge  is  to  bridge  the  gap  between 
traditional  expectations  about  women  and 
women’s  current  expectations.  Physicians 
have  a unique  opportunity  to  help  people 
meet  new  challenges. 


Del  Med  Jrl,  May  1982— Vol  54,  No  5 


287 


Conflicting  Roles  in  Women — Ottenberg 

Contraception 

A technological  revolution  has  occurred 
through  the  discovery,  cheap  availability, 
and  worldwide  dissemination  of  mechanical 
and  hormonal  devices  to  prevent  or  stop 
conception.  This  liberating  advance  gives 
women  control  of  their  conceptions  and 
childbirths.  The  consequences  have  just 
begun  to  change  women  from  their  trapped 
existence,  which  often  differed  little  from 
slavery,  within  a male-dominated  society. 

Some  established  religious  and  funda- 
mentalist groups  still  hold  to  the  dogma  of 
sexual  guilt  from  a bygone  era,  but  the  spread 
of  knowledge  about  contraception  and  the 
separation  of  sexual  activity  for  recreation 
from  sexuality  for  procreation  cannot  be 
reversed.  The  romantic,  feudal,  and  corporate 
model  of  male  superiority  is  still  captured  in 
much  of  the  content  of  leading  churches,  the 
media,  and  family  folklore,  but  starting  at  a 
young  age,  both  male  and  female  middle 
class  children  now  have  access  to  liberation 
from  these  social  role  stereotypes  that 
maintain  female  inferiority.  The  problem  of 
reconciling  the  striving  for  equality  in  career, 
marriage,  and  self-fulfillment  with  religious 
and  occupational  discrimination,  child 
rearing,  and  the  domestic  aspect  of  life  is  the 
single  greatest  cause  of  strain  in  modern 
women’s  lives.  How  does  a woman  reconcile 
her  deep  needs  to  be  taken  care  of,  usually  by 
a father  or  husband,  versus  independent 
equality  of  decision-making? 

Homogeneous  neighborhoods  and  isolated 
communities  are  able  to  preserve  traditions 
about  growing  up  in  which  one  fulfills  stable 
roles  for  men  and  women.  A woman’s 
primary  function  and  purpose  in  these 
societies  is  centered  around  the  goal  of 
marriage,  raising  a family,  and  caring  for  her 
husband  by  establishing  a household.  In 
many  conservative  areas  the  primary  value 
for  women  is  to  be  the  symbolic  center  of  the 
family.  This  ideal  social  pattern  in  actuality 
is  rare  in  contemporary  US  because  women 
are  liberated  sexually,  have  their  own 
occupational  goals,  attend  college,  move 
around  the  country,  can  support  themselves 
independently  from  husbands  or  parents, 
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and  are  trained  to  compete  with  males.  They 
want  to  avoid  the  tremendous  commitment  of 
time,  emotional  isolation,  and  subservience 
demanded  by  an  isolated  nuclear  family  in 
the  suburbs.  The  suburban  lifestyle  is  not  the 
sole  objective  for  educated  women  in  the  cur- 
rent generation.  Marriage  may  be  seen  as  a 
temporary  phase  in  their  life  cycle.  The  rate  of 
marriage  formation,  childbirth,  remarriage, 
and  divorce  indicate  a profound  shift  away 
from  the  traditional  nuclear  family.  The  tra- 
ditional family  in  the  US  is  now,  in  my  opin- 
ion, an  endangered  species. 

Education  As  A Role  Strain 

Careers  for  women  are  now  taken  for 
granted  by  the  middle  class,  especially 
following  college  graduation.  Equality  of  the 
sexes  in  the  professions,  politics,  and  power 
centers  of  decision-making  is  gradually 
emerging.  The  door  for  women  is  open  in  the 
Western  world,  but  still  rarely  so  in  Muslim, 
Eastern,  peasant,  or  male-dominated  tribal 
societies.  Once  a woman  has  committed 
herself  for  five  to  ten  years  to  a career  or 
business  role,  it  becomes  a source  of  major 
emotional  and  economic  liberation  that  is  not 
often  reversible  through  homemaking  and 
child  rearing  roles.  A career  provides  a 
powerful  set  of  emotional  rewards  that 
reinforce  the  woman’s  independence  from 
domesticity.  There  is  inevitable  role  strain 
when  the  educated  woman  tries  to  follow  both 
roles  with  a spouse  who  secretly  wants  a 
mother. 

When  does  a woman’s  career  take 
precedence  over  her  family  needs  or  her 
husband’s  career,  and  when  are  her  needs 
secondary?  The  emotional  needs  of  most 
children  and  husbands  are  endless.  Nature 
may  have  been  mistaken  in  designing  the 
child  rearing  family  for  two  parents,  when  it 
really  takes  three  or  four  adults  to  raise  a 
single  child  in  the  early  years.  Without  an 
extended  kinship  system  where  relatives, 
grandparents,  and  servants  can  assist  in 
care,  isolated  parents,  especially  the  mother, 
are  under  great  strain  to  meet  the  children’s 
and  husbands’  emotional  needs. 

Employment  in  a competitive,  inflationary 
society  splits  the  nuclear  family  into  dual 
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compensatory  pathways.  The  mythology  of 
the  need  for  consumer  goods  overwhelms 
noncommercial  satisfactions.  In  our  world,  a 
middle  class  family  rarely  gets  out  of  debt. 
Possessions  for  both  sexes  increase  the  desire 
for  more  possessions.  Education  also  strains 
the  domestic  and  marital  roles  through 
introducing  expectations  of  cultural  com- 
patibility, similar  expressive  values,  and 
mutuality  of  interests.  Many  college 
educated  women  find  it  hard  to  be  gratified  by 
the  Neanderthal  mental  capacities  of 
handsome  athletes  who  are  unable  to 
verbalize  their  thoughts  and  feelings.  Women 
can  and  do  educate  themselves  out  of  the 
marriage  market,  especially  with  minority 
and  ethnic  males  who  are  school  dropouts 
and  at  a dead  end  occupationally. 

Not  many  years  ago,  women  who  cooked 
from  a commercial  can  of  food  were  frowned 
upon.  Women  shopped,  but  didn’t  drive  a car. 
Women  smoked,  but  not  in  public.  Women 
had  a glass  of  wine,  but  never  alone  in  a bar. 
Singles  bars,  clubs,  resorts,  and  apartments 
didn’t  exist.  Now,  women  following  pervasive 
change  from  rural  peasant  to  urban,  from 
illiteracy  to  literacy,  from  housebound  to 
factory,  from  ovarian  roulette  to  contra- 
ceptive control  are  in  a position  to  manage 
their  own  bodies  and  define  their  own  life 
goals.  Social  change  due  to  war,  technology, 
and  education  was  the  key  impetus  to 
women’s  progress  from  male  domination. 
Single  women  now  express  critical  attitudes 
toward  marriage  and  childbearing,  seeing 
them  as  a way  of  life  with  restrictions  and 
burdens.  Millions  of  women  are  experi- 
menting with  a variety  of  living  styles  and 
family  role  configurations  which  shift  the 
male  role  toward  more  reciprocity  and  re- 
sponsibilities of  parenthood.  The  male 
instrumental  role  of  employment  and  money- 
making cannot  fully  sustain  a marriage  with 
an  educated  woman,  in  my  experience  with 
patients. 


Strains  in  Child  Rearing  Patterns 

Unisex  behavior  in  dress,  language, 
hairstyles,  toys  and  expectations  for  future 
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behavior  obfuscate  the  gender  identity  that 
an  individual  needs  for  his  or  her  feelings  of 
self-esteem.  Role  conflicts  occur  in  children 
when  different  skills  are  apparent,  but  the 
collective  press  ure  of  the  parents,  peer  group, 
or  society  demands  sameness.  Yet  men  are 
not  obsolete,  nor  are  women.  What  are 
reasonable  limits  to  unisexual  pressures  in 
recognizing  individual  differences?  How  do 
we  recognize  sex  role  differences  that  run 
counter  to  one’s  own  internalized  images? 
Male  and  female  role  preferences  are 
reinforced  by  dress,  custom,  language,  and 
social  stereotypes  through  stories,  television, 
the  Bible,  and  countless  commercial  reflec- 
tions. To  provide  boys  and  girls  with  neutral 
or  specifically  designed  toys  and  environ- 
ments in  child  rearing  situations  would 
appear  helpful,  providing  the  tension  created 
in  the  parents  or  children  to  conform  to  social 
expectations  doesn’t  exceed  the  child’s  or 
parents’  adaptability.  Skills  in  fine  motor 
coordination,  color  discrimination,  musical 
ability,  mathematical  concept  formation, 
and  athletics  are  partially  rooted  in  one’s 
genetic  and  familial  endowment,  which  can 
easily  run  counter  to  the  expectations  of  the 
parents. 

If  parents  have  been  raised  in  a strict  sex 
role  mold,  it  will  be  difficult  for  them  to 
change  their  implicit  and  explicit  value 
system  about  how  their  children  are  to 
behave.  Role  conflicts  are  accentuated  in 
puberty  when  there  is  a spurt  in  biological 
and  physiological  growth  and  sexual  pre- 
occupations. One  senses  the  conflict  in 
women  between  exploration  of  sexuality  and 
deeply  held  attitudes  of  guilt.  In  high  school 
and  college,  the  unisexually  raised  woman 
has  to  resolve  the  pressures  from  her  peer 
group  that  may  ideologically  oppose  any 
interest  on  her  part  in  men.  The  least  under- 
stood problem  of  sexuality  is  how  to  resolve 
one’s  powerful  feelings  of  attachment  to 
family  and  make  new  emotional  ties  which 
accompany  intimate  relations.  Unisexually 
identifying  men  and  women  may  find  that 
intercourse  raises  profound  questions  about 
their  identity,  desires,  and  about  who  is  doing 
what  to  whom  and  how.  It  is  my  opinion  that 
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the  biological  demands  created  by  concep- 
tion, pregnancy,  lactation,  and  infant 
dependency  are  reflected  in  many  women  by 
a longing  to  be  cared  for,  usually  by  a 
husband,  a longing  which  conflicts  with  our 
present  social  model  of  liberation. 

Women  in  contemporary  United  States  are 
trapped  in  a tug-of-war  between  the  occupa- 
tional sphere  and  the  special  necessities  that 
biology  gives  them.  Other  countries,  such  as 
Israel,  draft  women,  which  has  an  impact  on 
women’s  roles  in  the  entire  social  structure. 
A.  E.  Houseman’s  poem,  “Beget  ye  the  sons 
your  mothers  begot  and  God  will  save  the 
Queen,”  conveys  the  timeless  tragedy  that 
without  sons  and  daughters  there  can  be  no 
war.  For  women  to  compete  on  equal  terms 
with  men  in  the  military-industrial-govern- 
ment complex  is  a form  of  equality  which  has 
to  be  reconciled  with  the  need  for  the  women 
to  produce  a new  generation  of  draftees. 

Occupation  and  Role  Strain 

A career  woman  has  to  plan  beyond  her  job 
role  to  reconcile  her  procreative  wishes  for 
children  and  family.  The  role  conflict  is 
between  occupational  demands  versus 
pregnancy  and  child  rearing.  Occupational 
roles  in  nursing,  social  work,  medicine, 
teaching,  law,  or  business  can  fulfill  the 
needs  of  those  women  who  have  an  ability  to 
sublimate  nurturant  biological  needs  into 
social  roles.  On  the  other  hand,  the  drives  to 
have  a family  may  temporarily  require  a 
woman  to  give  up  her  career.  Society  exerts  a 
relentless  collective  pressure  to  sacrifice  the 
individual’s  unique  needs  for  the  common- 
weal. If  you  do  not  have  a strong  image  of 
who  you  are  as  a person,  society  will  dress  you 
in  its  own  uniform  of  conventional  roles. 

Individual  awareness  about  self,  family, 
and  career  decisions  are  often  assisted  by 
psychotherapy.  A firm  grasp  of  one’s  talents 
is  necessary  before  one’s  social  role  or 
occupation  can  be  chosen.  Those  who  have 
not  had  the  basic  love  of  parents  and  a 
gratifying  family  life  find  it  more  easy  to  love 
an  organization,  status,  or  title.  Private  self- 
awareness  goes  a long  way  to  prevent  crises 
of  alienation,  career  changes,  and  divorce.  To 
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depend  on  career  as  the  entire  source  of 
gratification  puts  too  much  demand  on  the 
job  function  as  a fountainhead  of  personal 
well-being.  We  can  give  up  some  of  ourselves 
to  our  occupation,  but,  without  private 
emotional  resources  that  give  it  meaning,  it 
won’t  work.  As  society  becomes  more 
specialized  in  the  division  of  labor,  there  is  an 
inevitable  strain  on  women  and  child  rearing 
practices.  Technological  and  demographic 
advances  inexorably  push  the  woman  out  of 
the  home  without  substitute  child  rearing 
agencies  to  provide  the  basic  nurturant  needs 
for  children.  Can  we  accept  new  generations 
of  desensitized  orphans  who  relate  to 
impersonal  agencies  instead  of  one  specific 
caring  mother? 

The  increased  number  of  single-parent 
homes  is  staggering.  In  1978  the  majority  of 
American  mothers  were  employed  full  time. 
Every  neglected  child  has  a reservoir  of  tears; 
more  social  planning  is  needed  for  adequate 
children’s  services,  transportation,  tax 
incentives,  family  supports,  and  domestic 
services.  The  mass  employment  of  women 
has  radically  changed  the  definition  of  the 
family.  Women  are  no  longer  peasants, 
pioneers,  nor  perambulator  pushers.  As  the 
shopping  cart  has  overtaken  the  baby 
carriage,  so  has  the  baby  sitter  the  absent 
mother. 


Technology  and  Role  Strain 

The  modern  house  is  full  of  electrical 
gadgets.  The  refrigerator,  washer,  dryer, 
radio,  TV,  hi-fi,  ovens,  disposal,  heater,  food 
processors,  automobile,  telephone,  security 
devices,  and  a variety  of  electrical  circuits  are 
indispensable,  but  may  leave  the  user  more 
alienated  and  more  dependent.  The  domestic 
role  for  many  women  is  more  like  that  of  a 
maintenance  person  in  a factory.  The  house 
is  a symbol,  whereas  the  work  that  goes  into 
maintaining  it  is  attributed  to  a servant 
status.  The  time  it  takes  to  raise  children  and 
run  a house  does  not  receive  the  recognition 
commensurate  with  the  effort.  Cleaning, 
cooking,  and  chauffeuring  are  not  highly 
valued  in  our  society.  Many  women  are 
consumed  by  the  insatiable  demands  of  their 
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children  for  services.  Many  are  unable  to  say 
no  and,  even  worse,  encourage  the  very 
activities  they  don’t  like  by  insisting  on 
tutoring,  sports,  and  cultural  opportunities. 
These  mothers  gradually  become  bitter  about 
themselves.  For  a woman  to  maintain  her 
self-esteem,  she  requires  more  than  a 
domestic  role,  a psychotherapist,  or  husband. 
She  requires  self-esteem  and  challenges  to 
her  abilities  that  grow  and  change  through 
the  years. 


Downgrading  of  the  Domestic  Role  for  Women 

The  physical  isolation  of  houses  in 
bedroom  communities,  connected  to  Mends 
only  by  convoluted  highways,  places  the 
woman-homemaker  at  great  strain.  Often, 
her  husband  is  away  from  early  morning  to 
night  for  days  at  a time,  leaving  her  with  a 
stationwagon  route,  innumerable  errands, 
little  intellectual  stimulation,  and  only 
telephone  contact  with  distant  family.  She  is 
vulnerable  internally  to  her  ungratified 
needs  and  externally  to  the  unshared  stresses 
of  the  house  and  children.  During  the  day 
suburbia  has  elements  of  a female  prison. 
Many  women  are  guilty  about  their  feelings 
of  confinement  associated  with  raising 
children.  As  the  years  go  by,  this  sense  of 
dissatisfaction  may  express  itself  in  anxiety, 
psychosomatic  illness,  vague  depression, 
sexual  dysfunction,  affairs,  excessive 
drinking  and  eating,  and,  more  than  any 
other  symptom,  a repetitious  battle  with  the 
husband  over  displaced  issues  of  money, 
discipline  of  the  children,  social  life, 
vacations,  in-laws,  etc.  If  one  encounters  a 
troubled  spouse,  it  is  wise  to  undertake 
conjoint  evaluation  before  any  individual 
treatment.  A tired  or  bored  housewife  is  no 
simple  problem;  she  may  reflect  years  of 
martyrdom  and  an  inability  to  face  the  real 
limitations  of  role  strain  in  suburban  living. 
A woman  college  graduate  can  be  driven 
berserk  by  the  thousandth  load  of  dirty 
diapers,  long  check-out  counter  line,  traffic 
jam,  or  broken  appointment  with  rude 
servicemen. 

Part  of  the  conservative  swing  in  American 
politics  today  is  the  collective  longing  for  a 
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simpler  past,  for  an  ideal  family  that  never 
existed  in  the  first  place.  How  women  really 
want  to  manage  their  lives  remains  to  be 
discovered  by  the  physician,  together  with 
the  patient,  without  preconceptions  over  so- 
called  universal  truths  about  the  family, 
sexual  behavior,  motherhood,  and  marriage. 


Fallacies  of  Equality 

Two  income  and  dual  working  families  are 
now  the  rule.  Single-parent  families  are  also 
increasing  in  number.  A fallacy  occurs  in 
some  couples  wTho  equate  the  two  occupa- 
tions, even  though  they  have  discrepant 
economic  rewards.  If  one  partner  makes 
$50,000  a year  while  the  other  is  earning 
$10,000  for  similar  efforts,  there  are  a number 
of  realistic  implications.  Each  person’s 
activity  may  be  as  important  to  him/her  as 
the  other’s  higher  paying  occupation. 
However,  the  couple’s  standard  of  living  is 
more  dependent  on  one  income  than  the 
other,  which  can  lead  to  confusion  in 
decision-making  and  who  takes  credit  for 
what  purchases.  People  who  talk  about 
shared  responsibilities  tend  to  divide  up  the 
household  work  or  care  of  the  children.  Yet,  it 
isn’t  who  does  what  chore  that  counts  as 
much  as  the  couple’s  compatibility  and 
process  for  resolution  of  conflicts.  An  absent 
husband  can  carry  enormous  authority  and 
responsibility  in  the  family.  How  well  they 
face  problems  together  is  the  key  issue,  not 
who  does  the  dishes,  laundry,  shopping,  or 
makes  the  money.  Time  is  a surplus 
commodity  for  the  housewife,  yet  authority 
and  status  are  missing.  For  the  absent 
spouse,  time  for  the  family  is  a scarce 
commodity,  while  employment  status  and 
authority  may  be  high.  We  have  entered  the 
age  of  commuting  marriages  where  husband 
and  wife  may  live  in  different  cities, 
countries,  or  continents.  Each  family  needs  to 
divide  the  chores  so  that  the  quality  of  their 
life  together  is  maximized,  rather  than  keep  a 
balance  sheet  of  who  did  what.  Role  strain  for 
couples  occurs  where  there  is  psychological 
blindness  to  one’s  self-awareness. 

The  number  of  choices  for  personal  and 
nonfamily  life  have  exploded.  To  marry  or 
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not  to  marry;  to  work  or  not  to  work;  to  change 
careers,  jobs,  or  cities;  to  have  an  abortion;  to 
change  religions,  are  now  commonplace 
decisions.  Social  changes  have  to  be 
negotiated,  not  punished  or  criticized.  Private 
satisfaction  for  millions  of  people  is  now  more 
common  as  compared  to  the  past,  when  only 
popes,  royalty,  and  barons  had  their  way. 

It  is  no  longer  appropriate  to  talk  of  “the 
family,”  but  to  think  of  a range  of  relation- 
ships called  families.  Those  who  fight  the 
change  that  is  essential  to  the  human  spirit 
will  find  that  their  children  won’t  want  to 
share  life  with  them,  and  chances  are  that  no 
one  will  want  to  live  or  work  with  them. 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


PREOPERATIVE  PULMONARY  PREPARATION,  A 
CLINICAL  GUIDE  by  Peter  M.  S.  Margand,  M.D.,  B. 
Chir.,  Charlie  G.  Brooks,  Jr.,  R.R.T.,  and  James  W. 
Hunter,  II,  R.R.T.,  Williams  and  Wilkins  Company, 
Baltimore,  1981.  129  pp.  Illus.  Price  $13.95. 

This  is  a paperback  book  written  with  the 
purpose  of  providing  a clinical  guide  to 
medical  students,  house  staff,  nurses,  and 
respiratory  therapy  students.  It  fulfills  its 
purpose  as  far  as  nurses  and  respiratory 
therapy  students  are  concerned  and  is 
probably  useful  for  sophomore  and  junior 
medical  students.  Its  degree  of  sophistication 
would  not  make  it  suitable  for  anyone 
required  to  manage  patients. 

The  material  is  largely  a compilation  of 
information  readily  available  in  other 
publications,  but  its  organization  makes  it  a 
handy  reference  for  students.  The  illus- 
trations and  charts  are  clear  and  appropri- 
ately placed  with  reference  to  the  text.  The 
format  while  pleasing  to  the  eye  is  wasteful  of 
paper.  Of  approximately  4W'  of  space 
available  for  printing,  only  3"  is  used  except 
for  headings.  If  all  of  the  space  was  used,  the 
number  of  pages  could  be  reduced  and  so 
presumably  would  the  price  of  the  book. 

There  are  five  sections  and  a like  number  of 
appendices.  The  sections  include  discussions 
of  pulmonary  mechanics,  preoperative 
pulmonary  function,  arterial  blood  gas 
analysis,  the  identification  of  the  patient  at 
risk,  and  preoperative  teaching. 

Leonard  P.  Lang,  M.D. 

PHYSIOLOGY  OF  SPINAL  ANESTHESIA,  by  Nicholas 

M.  Greene,  M.D.,  Williams  and  Wilkins,  Baltimore, 
1981.  273  pp.  Price  $32.00. 


As  the  title  may  imply,  this  is  a technically 
oriented  book  on  spinal  anesthesia.  It  reviews 
the  full  spectrum  of  local  anesthetics 
available  and  their  pharmacokinetics  in  the 
CNS.  The  section  describing  the  effects  of 
spinal  anesthesia  on  various  parts  of  the 
central  nervous  system  is  very  complete. 
Specifics  regarding  the  sympathetic  nervous 
system,  sensory  nerves,  motor  nerves,  cord, 
and  brain  are  discussed  in  great  detail.  Many 

Continued  on  page  298 
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CARE  FOR  YOUR 
COUNTRY 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects' 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won’t  interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20012 
(301)427-5101/5131 


A PERSONAL  FILING  SYSTEM  FOR 
MEDICAL  LITERATURE 


Helen  D.  St.  Clair 


By  the  time  residents  finish  their 
programs,  many  of  them  have  accumulated 
large  reprint  files.  To  help  them  develop  an 
efficient  filing  system  which  will  continue  to 
function  in  the  years  ahead,  our  library  staff 
has  a standing  offer  to  provide  them  with 
guidelines  for  developing  a personal  filing 
system.  At  one  time,  a noon  conference  was 
presented  on  the  subject  in  the  residents’ 
departments,  but  it  was  soon  discovered  that 
it  was  more  effective  to  present  the  ideas 
when  the  individual  resident  was  ready  to  act 
upon  them,  than  when  it  was  convenient  for 
the  librarians. 

Systems  in  the  Literature 

The  value  of  a personal  filing  system  for 
medical  literature  was  described  by  Jeghers.1 
However,  the  search  for  a workable  system 
has  taken  many  forms.  An  editorial  in  the 
Annals  of  Internal  Medicine  in  August  1967 
entitled  “Where  did  I see  that  paper?”  hit  a 
responsive  chord  and  elicited  a number  of 
letters  to  the  editor,  including  two  which 
discussed  similar  classified  systems  of  organ- 
ization.2,4 One  of  these  subsequently  was  de- 
veloped into  an  article  by  Fuller  describing 
the  method  developed  by  Dr.  Maxwell  Win- 
trobe.5  It  effectively  described  the  basic 
principles  of  a numerically  coded  system  and 
all  the  subsequent  steps  involved  in  setting 
up  and  using  a specialized  filing  system. 


Mrs.  St.  Clair  is  Medical  Librarian  at  the  Wilmington  Medical  Center. 
Mrs.  St.  Clair’s  article  originally  titled  “Teaching  Residents  a Personal 
Filing  System”  appeared  in  the  Bulletin  of  the  Medical  Library  Association, 
1981;  69:324-6.  It  is  reprinted  here  with  permission. 
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Since  that  time,  articles  have  been 
published  attacking  the  problem  in  many 
different  ways.  The  use  of  file  cards  to  provide 
access  to  files  was  described  in  several 
papers.6  8 De  Alarcon  expanded  this  method 
to  include  edge-punched  cards  or  Uniterm 
cards.9  Others  preferred  to  relate  the  filing 
system  to  the  organization  of  a generalized 
or  specialized  textbook.10  12  A coding  system 
related  to  the  PreCare  Classification  for 
Family  Practice  was  advocated  for  filing 
family  practice  literature.13,14  Perrill  recom- 
mended using  a journal  index  for  selecting 
subject  headings.15  A simple  and  small  system 
was  described  using  only  a three-ring  binder.16 

Successful  System 

A successful  filing  system  for  a busy 
physician  has  to:  1)  be  adaptable  to  include 
new  interests,  2)  be  expandable  in  any  given 
subject  area,  3)  require  little  paperwork  to 
maintain,  and  4)  be  easy  to  weed. 

Methods  which  depend  on  index  cards  or 
punch  cards,  though  effective,  can  be  very 
time-consuming  to  maintain  and  are  easily 
negated  to  lapses  in  indexing.  Systems  tied  to 
textbooks  lack  the  flexibility  to  incorporate 
new  fields  easily  and  may  become  outdated. 
Textbook-related  systems  require  the 
selection  and  understanding  of  consistent 
terminology.  They  also  are  somewhat  more 
cumbersome  than  numerical  systems  in  the 
notation  of  individual  papers  and  the 
subsequent  filing  and  refiling  of  reprints.  Use 
of  a selected  journal  index  presents  the 
problem  of  alphabetical  subject  headings 
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which  provide  no  relationship  between 
adjacent  terms. 

While  each  of  these  systems  may  work  well 
under  some  circumstances,  we  selected  the 
numerical  coding  classification  as  the  most 
flexible  and  easily  understood  system.  The 
classified  systems  allow  for  continued 
expansion  and  easy  revision.  There  is  no  card 
file  to  maintain  and  “double  look-up”  is  not 
required.  Once  the  classification  number  is 
found,  both  identification  and  perusal  of  the 
subject  and  browsing  in  adjacent  files  are 
facilitated. 

A classified  system  can  take  several  forms. 
For  example,  the  Excerpta  Medica  classifi- 
cation for  internal  medicine  uses  digits  and 
decimal  points  to  expand  its  numbers: 

6 Allergy 

6.4  Blood  groups  and  serum  proteins 
6.4.2  Serum  proteins 
6.4.2. 1 Immunoglobulins 
In  a filing  system  for  emergency  medicine, 
McMickin  used  an  alphanumeric  system:17 
13  Neurology 
13  E Seizure 
13E2  Anticonvulsants 
Kipp’s  numerical  system,  which  covers  all 
aspects  of  medicine,  used  whole  numbers 
from  1 to  850.  Blocks  of  numbers  were  selected 
to  represent  the  general  subjects  and  blank 
numbers  were  left  within  the  blocks  for 
future  expansion.18  Although  decimals  were 
not  used  in  the  original  scheme,  they  could  be 
used  for  expansion  of  any  term.  The  National 
Library  of  Medicine  classification  system 
can  be  used  as  a guide  in  determining  areas 
which  are  covered  in  medicine.  The  MeSH 
tree  structures  also  provide  a source  of 
terminology,  especially  useful  because  of  the 
hierarchical  arrangement  of  terms. 

The  individual’s  own  system  is  synthesized 
from  these  sources  according  to  the  following 
guidelines:  1)  it  must  provide  the  notation 
with  which  each  person  can  work  com- 
fortably for  future  expansion;  2)  it  must 
express  the  breadth  of  literature  to  be 
collected  by  providing  a wide  range  of 
subjects  or  a few  subjects  in  depth  (or  a 
combination);  and  3)  it  must  keep  a 
vocabulary  that  is  consistent  and  unambig- 
uous (at  least  to  the  originator).  The  system 
has  worked  for  several  specialized  files  in  the 


clinical  departments  and  incorporates 
various  simple  notations  which  aid  in  filing, 
cross-indexing,  and  weeding. 

Teaching  Presentation 

Informal  teaching  presentations  include 
the  following: 

1.  An  explanation  of  a classified  system 
and  its  advantages,  including  the  method  for 
future  expansion.  Several  papers  written  on 
the  use  of  such  systems  are  provided  as 
further  reference.  Also,  a selection  of 
Excerpta  Medica  classification  schemes, 
used  for  indexing  the  subject  section,  is 
available  as  guides. 

2.  A discussion  of  problem  or  decision 
areas  of  the  classification  scheme.  These 
areas  include  the  classification  of  infectious 
diseases  (whether  with  the  organism  or  with 
the  body  system),  and  the  handling  of  treat- 
ments (whether  with  the  disease  or  the 
discipline  such  as  pharmacology  or  surgery). 
To  avoid  setting  up  a “miscellaneous  file,”  it 
is  suggested  that  the  residents  check  the  table 
of  contents  of  a major  textbook  to  find  addi- 
tional subjects.  Since  it  is  a personal  file,  the 
decisions  made  will  vary  with  each 
individual,  reflecting  both  his  own  logic  and 
his  special  interests. 

3.  Sketching  out  a preliminary  scheme. 
This  is  the  hardest  part  of  the  task  and 
requires  a lot  of  thought.  Present  reprint 
collections  should  be  sorted  to  fit  the  new 
scheme  which  can  then  be  reworked  or 
changed  as  needed. 

4.  Setting  up  the  actual  filing  systems.  A 
sample  filing  system  was  set  up  using  large 
hanging  files  such  as  Pentaflex  and  manila 
folders.  The  main  section  headings  were 
mounted  in  the  center  of  the  hanging  files 
with  secondary  headings  on  manila  folders. 
Using  both  the  number  and  title  for  each 
section  is  recommended  for  easy  filing  and 
browsing. 

5.  The  notation  of  the  reprints.  These 
include:  the  main  indexing  number; 
additional  numbers  to  indicate  topics  covered 
in  the  paper  to  be  cross  indexed;  the  year;  and 
a notation  to  indicate  the  paper’s  value,  such 
as  ****,  “good  illus,”  or  DON’T  DISCARD. 


296 


Del  Med  Jrl,  May  1982— Vol  54,  No  5 


A Personal  Filing  System  for  Medical  Literature  — St.  Clair 


When  there  is  more  than  one  indexing 
number,  the  title  page  of  the  reprint  should  be 
reproduced  to  provide  a copy  for  filing  under 
the  additional  numbers.  The  original  paper  is 
filed  under  the  first  number  while  the 
secondary  numbers  on  it  act  as  a tracing. 
Someone  who  lends  material  frequently 
should  stamp  his  name  on  his  papers  to  avoid 
losses.  Once  the  mechanics  of  the  system  are 
explained,  papers  can  be  classified  easily. 
Filing  or  refiling  can  be  done  by  anyone.  The 
problem  of  bulging  files,  which  will  surely 
occur  in  a few  years,  can  be  solved  by 
subdividing  the  files  by  date  or  more  specific 
subjects  or  by  systematically  weeding  out 
older  material  by  date,  using  the  notations  to 
prevent  inadvertently  discarding  valuable 
material. 

The  basic  information  outlined  above  can 
be  presented  to  an  alert  resident  in  twenty 
minutes.  There  is  no  shortcut  to  the  time- 
consuming  job  of  actually  developing  the 
classification  scheme.  The  results,  however, 
can  be  gratifying  and  many  different,  but 
equally  effective,  filing  systems  can  be 


developed.  The  secret  of  teaching  rests  on  the 
maintenance  of  a good  file  of  relevant  articles 
and  classification  systems  and  the  willing- 
ness to  take  the  time  to  explain  the  system  at 
the  residents’  convenience. 
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BOOK  REVIEWS  (Continued  from  page  293) 

myths  regarding  the  mechanism  of  action  are 
dispelled. 

The  effects  of  spinal  anesthetics  on  the 
various  major  organ  systems  are  presented. 
The  section  on  the  cardiovascular  system 
was  particularly  involved.  The  importance  of 
the  management  of  the  sympathetic  blockade 
was  emphasized. 

The  section  on  obstetrics  was  outstanding; 
it  brought  out  controversies  such  as  spinal 
anesthesia  in  the  toxemic  patient  and  the 
effect  it  has  on  renal  perfusion.  Special  care 
was  taken  to  point  out  the  relation  between 
spinal  induced  hypotension  and  fetal 
bradycardia  so  one  can  avoid  it. 

Despite  the  highly  technical  nature  of  the 
materials  being  presented,  the  book  read 
relatively  easily.  It  is  a good  reference  book 
for  anesthesiologists  who  use  spinal 
anesthesia. 

Franklin  S.  Chow,  M.D. 

Dr.  Chow  is  a third  year  resident  in  the  Department  of  Obstetrics  and 
Gynecology  at  the  Wilmington  Medical  Center. 


WHAT  IS  A DOCTOR?  ESSAYS  ON  MEDICINE  AND 
HUMAN  NATURAL  HISTORY,  by  Alex  Comfort,  M.B., 

Ph.D.,  D.Sc.,  George  F.  Stickley  Company,  Phila- 
delphia, 1980.  232  pp.  Price  $10.95. 

Should  a physician  aspire  to  be  the 
renaissance  man  of  yesteryear  or  an 
individual  with  an  exclusive  interest  in  the 
scientific  process  and  data  collection? 
Although  it  remains  our  own  personal  di- 
lemma, Dr.  Comfort  has  provided  us  with  an 
interesting  philosophical  treatise  which  begs 
that  we  broaden  our  awareness  towards 
certain  humanistic  aspects  of  medicine. 

Currently  a practicing  psychiatrist  in 
California,  Dr.  Comfort  holds  certification  in 
biochemistry,  gerontology,  pediatrics,  and 
surgery  from  the  United  Kingdom  and  has 
pursued  an  active  literary  career.  In  the 
introduction  of  his  book,  he  cites  specific 
deficiencies  in  the  medical  curriculum,  such 
as  limited  attention  to  geriatric  medicine  and 
the  omission  of  sexual  education.  He 


underscores  the  facts  that  clinical  judgment 
is  more  than  the  analysis  of  textbooks  and 
that  the  business  of  medicine  is  based  on 
people. 

We  are  sometimes  lost  by  several  of  Dr. 
Comfort’s  philosophical  discussions 
differentiating,  for  instance,  between 
expertise  and  knowledge.  However,  the 
salient  themes  of  What  is  a Doctor?  certainly 
should  be  featured  in  medical  school 
curricula  and  absorbed  by  each  of  us.  If  we 
don’t  understand  their  importance  by  the 
time  we  are  in  practice,  it  is  already  too  late. 

Robert  Abel,  Jr.,  M.D. 


GOOD  NEWS  FOR  DOCTORS 


If  you  want  a busy  practice  with  no  office  overhead  and  lit- 
tle paperwork,  then  consider  becoming  a member  of  the 
Air  Force  health  care  team.  You'll  find  medicine  can  be  a 
great  way  of  life  in  the  Air  Force.  We  can  restore  much  of  the 
satisfaction  to  your  medical  practice  because  we  emphasize 
patient  care  instead  of  paperwork.  We  even  provide  profes- 
sional liability  protection  under  the  Federal  Tort  Claims  Act 
at  no  cost  to  you.  And  your  income  won't  stop  should  you 
decide  to  take  your  family  on  vacation.  We  give  you  30  days  of 
vacation  with  pay  each  year. 

We  d like  to  tell  you  more  — like  how  our  excellent  com- 
pensation plan  applies  to  you  and  your  opportunities  for 
specialization.  Contact  your  nearest  Air  Force  medical 
recruiter  for  more  good  news.  We  ll  answer  your  questions 
promptly  and  without  obligation. 


A great  way  of  life 


£> 


CAPT.  JAMES  HODGES 
3515  USAF  Recruiting  Sq. 
McGuire  AFB,  NJ.  08641 
609-724-3070  (Call  Collect) 
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ETHICAL  OPTIONS  IN  MEDICINE,  by  Gregory  E. 

Pence,  Ph.D.,  Medical  Economics  Books,  Oradell,  New 
Jersey,  1980.  240  pp.  Price  $17.50. 

Dr.  Gregory  Pence  teaches  philosophy  in 
the  undergraduate  school  of  the  University  of 
Alabama  and  ethics  in  its  medical  school. 

Although  this  book  was  written  as  a 
background  text  for  this  medical  ethics 
course,  it  is  good  reading  and  clinically 
valuable  for  the  practicing  physician.  Even 
though  (or  especially  because)  the  reader  may 
not  agree  with  all  of  the  author’s  conclusions, 
the  discussions  are  thought-provoking. 

After  a brief  historical  discussion  of  the 
Aristotelian,  Kantian,  and  Judeo-Christian 
background  of  the  ethics  of  our  culture,  the 
author  spends  all  of  his  efforts  on  detailing 
the  specifics  of  cases  of  modern  ethical  prob- 
lems such  as  abortion,  passive  euthanasia, 
experimentation  on  humans,  informed 
consent,  the  physician-patient  relationship, 
and  medical  care  with  caring. 

Every  physician  who  is  involved  with 
direct  care  of  patients  would  profit  by  reading 
this  book  thoughtfully. 

David  Platt,  M.D. 


MANUAL  OF  ANTIBIOTICS  AND  INFECTIOUS 
DISEASES,  4th  Edition,  Edited  by  John  E.  Conte,  Jr., 
M.D.  and  Steven  L.  Barriere,  Pharm.D.,  Lea  and 
Febiger,  Philadelphia,  1981.  275  pp.  Illus.  Price 
$17.50. 

If  any  aspect  of  medical  care  changes  on  a 
daily  basis,  the  treatment  of  infectious 
disease  has  to  be  included  in  the  list. 

This  manual  is  a good  practical  reference. 
It  has  concise,  up-to-date  information  on 
empiric  antibiotic  therapy,  treatment  of  es- 
tablished infections,  antibiotic  sensitivities, 
prophylactic  antibiotic  administration,  and 
use  of  antiparasitic  drugs. 

Useful  algorithms  include  malaria  pro- 
phylaxis, hepatitis  exposure,  and  men- 

ingococcal exposure  and  treatment. 

Useful  guidelines  include  rabies  pro- 
phylaxis and  immunization,  tetanus  pro- 

phylaxis, dental  and  upper  respiratory  tract 


prophylaxis  for  valvular  heart  disease,  and 
rheumatic  fever  prophylaxis. 

Drugs  available  from  the  CDC  are  listed,  as 
are  emergency  phone  numbers  for  CDC 
products. 

The  charts  on  empiric  antibiotic  therapy 
by  site  of  infection  and  therapy  of  established 
infection  are  especially  useful.  These  types  of 
charts  are  not  readily  available  in  other 
current  medical  reference  books. 

Two  faults  I see  are  a lack  of  an  index  and 
its  relatively  high  price  for  a spiral  bound 
book.  Also,  I could  not  find  a recom- 
mendation for  which  antibiotic  to  use  in 
complicated  Salmonella  gastroenteritis. 

However,  I plan  to  refer  to  my  copy  as 
needed.  I can’t  seem  to  remember  which  drug 
and  dose  to  use  for  parasite  infections. 

John  E.  Hocutt,  Jr.,  M.D. 
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ATLAS  OF  GENERAL  SURGERY,  Edited  by  Charles 
Rog  and  Rodney  Smith,  Buttersworth  & Co.,  Inc., 
Woburn,  Massachusetts,  1981.  Illus.  Price  $59.95. 

This  work  is  a condensed  compilation  from 
the  third  edition  of  Operative  Surgery  by  the 
same  authors  (Buttersworth  & Company, 
1977-1980).  It  is  intended  as  a concise, 
illustrated,  step-by-step  instruction  manual 
to  nearly  all  the  common  major  and  minor 
operative  procedures.  All  of  general  surgery 
as  well  as  urology,  gynecology,  vascular 
surgery,  and  neurosurgery  are  encompassed. 
Orthopedics  and  cardiovascular  surgery  are 
omitted.  The  drawings  are  simplistic  but 
accurate  and  form  an  integral  component  of 
the  text. 

One  could  find  fault  in  that  usually  only 
one  technique  for  a procedure  is  presented 
when  in  fact  there  are  various  ways  to 
perform  each.  The  approach  to  any  surgical 
problem  is  colored  by  the  needs  of  the  patient 
and  the  surgeon’s  clinical  judgment  and 
training;  ie,  therapy  must  be  individualized 
as  necessitated. 

Therefore,  this  text  is  not  the  epitome  of  all 
surgical  know-how,  only  a roadmap 
suggesting  one  route  to  the  required 
therapeutic  destination. 

Dennis  R.  Witmer,  M.D. 


Dr.  Witmer  is  a third-year  resident  in  the  Department  of  Surgery  at  the 
Wilmington  Medical  Center. 


TOXICOLOGY:  THE  BASIC  SCIENCE  OF  POISONS, 
Second  Edition,  Edited  by  John  Doull,  M.D.,  Ph.D., 
Curtis  D.  Klaassen,  Ph.D.,  and  Mary  O.  Amdur, 

Ph.D.,  Macmillan  Publishing  Co.,  Inc.,  New  York,  1980. 
778  pp.  Illus.  Price  $29.95. 

In  the  words  of  the  editors,  “This  volume 
has  been  designed  primarily  as  a textbook 
for,  or  adjunct  to,  courses  in  toxicology.” 
However,  this  book  would  also  be  of  interest 
to  any  physician  who  is  curious  about  this 
subject. 
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This  is  a well  organized  text.  The  first  unit 
discusses  general  principles  of  toxicology 
such  as  absorption,  metabolism,  and 
excretion  of  toxicants,  chemical  carcinogens, 
genetic  toxicology,  and  teratogens.  It  then 
presents  a unit  on  systemic  toxicology,  which 
gives  a detailed  look  at  each  organ  system 
and  how  it  responds  to  various  toxic 
chemicals.  I found  these  chapters 
particularly  interesting  in  that  they  include 
anatomy  and  pathophysiology  in  their 
presentation. 

The  book  finally  talks  about  various  toxic 
agents,  including  metals,  solvents,  pes- 
ticides, food  additives  and  contaminants, 
and  air  pollution,  and,  as  throughout  the 
volume,  they  are  discussed  thoroughly. 

This  is  a very  well  written  text  on 
toxicology  presented  in  a very  thorough  yet 
easy  to  read  manner. 

Raymond  R.  Strocko,  M.D. 
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URINE  SEDIMENT  EXAMINATION,  by  G.  Berry 

Schumann,  Williams  and  Wilkins  Company,  Baltimore, 
1980.  213  pp.  Illus.  Price  $29.00. 

This  book  was  written  for  the  pathologist 
and  the  medical  technician  rather  than  the 
physician  who  does  office  urine  analyses. 
Nevertheless,  it  is  extremely  well  illustrated 
with  color  and  black  and  white  photomicro- 
graphs which  can  provide  valuable  reference 
material  to  the  office  based  physician.  Over  a 
dozen  staining  methods  are  described  by  the 
author,  who  believes  that  important  detail 
can  be  missed  looking  at  unstained 
preparations.  The  author  particularly  likes 
the  Papanicolaou  stain,  which  produces 
remarkably  good  pictures  but  which  is  not 
suitable  for  most  medical  offices. 

The  text  is  dry,  difficult  reading,  but 
provides  good  explanations  for  the  origin 
and  significance  of  the  various  components 
of  urine  sediment.  Both  physiologic  and 
pathologic  elements  are  discussed.  The  final 
chapter  is  most  useful,  describing  urine 
sediment  findings  in  various  renal  diseases. 
This  book  would  seem  to  be  essential  for 
pathologists  and  nephrologists  as  well  as  for 
technologists  who  work  with  urine.  The 
physician  who  does  his  own  office  urine 
testing  may  find  the  illustrations  and  the 
final  chapters  helpful. 

Lawrence  M.  Markman,  M.D. 


LOW  BACK  PAIN  SYNDROME,  Rene  Cailliet,  M.D.,  F. 

A.  Davis  Company,  Philadelphia,  1980.  230  pp.  Illus. 
$10.95. 

Most  physicians  are  familiar  with  Dr. 
Cailliet  and  his  excellent  and  informative 
volumes  describing  the  evaluation  and 
treatment  of  musculoskeletal  pain  in  various 
anatomic  regions  of  the  skeleton.  Now  he  has 
brought  up  to  date  his  approach  to  low  back 
pain,  which  “remains  an  enigma  of  modern 
society  and  a great  dilemma  for  the  medical 
profession.” 

No  matter  what  their  practice  includes,  all 
doctors  are  familiar  with  how  common  low 
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back  pain  is.  Yet  it  remains  one  of  the  most 
poorly  understood  of  the  common  ailments. 
Contributing  to  the  problem  are  the  diverse 
terminologies  used  by  the  various  specialists 
who  encounter  this  malady,  the  lack  of 
controlled  prospective  data  on  the  various 
treatment  regimens,  the  lack  of  correlation 
between  radiographic  feature  and  patient 
symptoms,  and  the  never-ending  problems  of 
workmen’s  compensation,  disability,  and 
litigation. 

In  his  usual  style,  Dr.  Cailliet  begins  by 
defining  things  in  an  anatomically  precise 
way  and  then  moves  on  to  a mechanical 
explanation  of  back  movement.  As  always, 
the  accompanying  diagrams  are  terrific.  The 
stage  is  then  set  for  an  excellent  discussion  of 
the  progenitors  of  the  low  back  pain 
syndrome  from  an  anatomic  and  physiolog- 
ical point  of  view,  with  care  to  define  things 
easily.  Of  course,  the  management  is  also 
outlined  with  heavy  emphasis  on  the 
physiatric  and  rehabilitative  approach. 

Overall  I heartily  recommend  this  book  to 
everyone  dealing  with  low  back  pain,  in  other 
words,  everyone.  It  is  not  the  last  word,  but  it 
is  a good  beginning. 

James  H.  Newman,  M.D. 


THE  VIEW  IN  WINTER:  REFLECTIONS  ON  OLD  AGE, 
by  Ronald  Blythe,  Penguin  Books,  New  York,  1979, 
267  pp.  Price  $4.95  Paperback. 

Ronald  Blythe  is  a British  writer,  literary 
critic,  and  historian.  In  this  essay  on  old  age 
he  has  blended  a review  of  treatment  of  the 
aged  in  great  literature  with  his  personal 
interviews  of  36  old  people  from  all  walks  of 
life.  He  quotes  the  authors  in  context,  and  lets 
the  people  interviewed  describe  age  as  they 
see  it,  in  their  own  words. 

As  there  are  all  kinds  of  young  people,  so 
Blythe  finds  all  kinds  of  old,  as  witness  the 
following  exchange: 

“Unless  you’re  a bloody  idiot,  if  you’ve  lived 
for  80  years  you  must  know  something!  But 
for  some  reason,  you’re  not  supposed  to  know 
what  you  know,  or  what  the  young  know, 
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not  anymore.  But  you  do.  That  is  why  it  is 
better  to  be  old.” 

Or,  “Life  is  so  very  sweet,  isn’t  it?  ...  I still 
find  it  sweet.  If  you  make  it  miserable  and 
dull,  then  it  is  you  and  not  life  which  is  to 
blame.  I don’t  resent  being  old  at  all  — except 
it  would  be  nice  to  be  40  again!  I would  then 
have  so  much  more  life  left  to  come.” 

In  this  collection  of  essays,  Blythe  re- 
peatedly pleads  for  keeping  the  aged  active 
in  whatever  have  been  their  usual  activities. 
“Until  society  can  say,  ‘We  Eire  they,’  things 
will  remain  much  as  they  are.  The  old  do  not 
want  out-reach,  they  want  association.  Even 
the  best  old  people’s  home  is  marked  by 
disassociation,  and  the  old  know  it.  . . . It  is 
not  always  an  unhappy  thing  to  have  written 
off  one’s  independence;  often  it  is  a relief.  But 
it  is  profoundly  disturbing  that  by  doing  so 
one  has  severed  links  which  held  one  to  the 
centre,  however  precariously.” 

David  Platt,  M.D. 
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In  Brief 


Impaired  Physician  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL 
Program  SOCIETY  OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D., 
Chairman  of  the  Impaired  Physicians  Program,  at  (302)  654-1001. 

Leah  M.  Lowenstein,  M.D.,  D.Phil.,  a highly  respected  investigator  in  the 
field  of  kidney  disease,  has  been  appointed  dean  and  vice  president  of 
Jefferson  Medical  College,  Thomas  Jefferson  University.  Dr.  Lowenstein, 
currently  professor  of  medicine  and  biochemistry  and  associate  dean  of 
Boston  University  School  of  Medicine,  will  assume  her  duties  on  July  1, 
1982.  Dr.  Lowenstein  succeeds  Frank  D.  Gray,  Jr.,  M.D.,  who  was  appointed 
interim  dean  upon  the  death  of  William  F.  Kellow,  M.D.,  in  December  1981. 

CLINICAL  NOTICES  AND  MEETINGS 


Sports  Medicine  The  1982  SPORTS  MEDICINE  SEMINAR  will  be  held  Saturday,  June  12, 
Seminar  1982,  at  the  Alfred  I.  duPont  Institute.  The  seminar  will  provide  coaches, 
trainers,  therapists,  nurses  and  physicians  with  a close-up  look  at  several 
aspects  of  the  physical  conditioning  of  an  athlete  — from  injury 
prevention  and  treatment  to  competition  in  wheelchair  sports.  Special 
attention  will  be  given  to  the  limitations  placed  upon  sports  participation  in 
children  with  orthopaedic  problems.  Completion  of  the  program  entitles 
participants  to  6 credit  hours  in  the  AMA  Physician’s  Recognition  Award. 
Contact:  Jan  Murdock,  A.  I.  duPont  Institute,  P.O.  Box  269,  Wilmington, 
Delaware  19899;  (302)  573-3000. 


AMA-RPS  The  Sixth  Annual  Assembly  Meeting  of  the  AMA-RPS  will  convene  on  June 
11-14, 1982  in  Chicago  prior  to  the  AMA  House  of  Delegates  convention.  For 
more  specific  information  about  the  meeting,  please  contact  the  Department 
of  Resident  Physician  Services  directly  at  (312)  751-6650. 

28th  Annual  Meeting  The  28th  Annual  Meeting  of  the  FLYING  PHYSICIANS  ASSOCIATION 
for  Flying  Physicians  will  be  held  July  18-23,  1982,  at  Pleasant  Run,  St.  Charles,  Illinois.  The 
meeting’s  theme  is  “CONTINUING  MEDICAL  EDUCATION  FOR  THE 
PHYSICIAN  PILOT.”  Contact:  Albert  Carriere,  Inc.,  Management 
Information  Counsel,  Tangley  Oaks,  Lake  Bluff,  Illinois  60044;  (312)  234- 
6330. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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National  Board 
Review  Course  in 
Pulmonary  Medicine 


Eastern  Shore 
Medical 
Symposium 


The  American  College  of  Chest  Physicians  will  sponsor  the  continuing 
medical  education  program,  “NATIONAL  BOARD  REVIEW  COURSE  IN 
PUL  MONARY  MEDICINE,”  on  June  21-25, 1982,  at  The  Palmer  House  in 
Chicago,  Illinios.  Course  director  for  this  postgraduate  course  is  Reuben  M. 
Cherniack,  M.D.,  FCCP,  professor  and  vice-chairman,  department  of 
medicine,  University  of  Colorado  and  chairman  of  the  department  of 
medicine  at  the  National  Jewish  Hospital  and  Research  Center  in  Denver. 
The  American  College  of  Chest  Physicians  designates  that  this  continuing 
medical  education  offering  meets  the  criteria  for  32  credit  hours  in  Category 
I of  the  American  Medical  Association  for  the  Physician’s  Recognition 
Award.  Contact:  Dale  E.  Braddy,  Director  of  Education,  ACCP,  911  Busse 
Highway,  Park  Ridge,  Illinois  60068;  (312)  698-2200. 

The  Medical  Society  of  Delaware,  Jefferson  Medical  College,  and  the 
University  of  Delaware  are  sponsoring  the  EASTERN  SHORE  MEDICAL 
SYMPOSIUM,  to  be  held  on  June  20-25, 1982,  in  Rehobofh  Beach,  Delaware. 
As  an  organization  accredited  for  continuing  medical  education,  the 
Jefferson  Medical  College  designates  this  activity  as  meeting  the  criteria  for 
30  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
AMA.  This  program  has  been  reviewed  and  is  acceptable  for  27.5  prescribed 
hours  by  the  American  Academy  of  Family  Physicians  and  is  also  eligible 
for  credit  in  Category  2-D  of  the  Continuing  Medical  Education  Program  of 
the  American  Osteopathic  Association.  Contact:  Sylvia  Brocka,  University 
of  Delaware,  Division  of  Continuing  Education,  2800  Pennsylvania 
Avenue,  Wilmington,  Delaware,  19806;  (302)  738-8151. 


Trauma  Center  The  American  Society  of  Law  and  Medicine  will  sponsor  a TRAUMA 
Conference  CENTER  CONFERENCE  on  July  19-21, 1982,  at  the  Hyatt  Regency  Hotel, 
Cambridge,  Massachusetts.  The  conference  will  focus  on  the  many  legal, 
financial,  medical,  and  political  problems  surrounding  trauma  center 
designation  and  operation,  and  is  especially  designed  for  hospital 
personnel.  As  an  organization  accredited  for  continuing  medical  education, 
Tufts  University  School  of  Medicine  certifies  that  this  continuing  medical 
education  activity  meets  the  criteria  for  16  credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  AMA.  Contact:  Conference 
Registrar,  American  Society  of  Law  and  Medicine,  765  Commonwealth 
Avenue,  16th  Floor,  Boston,  Massachusetts  02215;  (617)  262-4990. 
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Achieving  A Successful  The  American  Association  of  Senior  Physicians  (AASP)  is  a not-for-profit 
Medical  Retirement  national  association  devoted  exclusively  to  serving  the  needs  of  senior 
Seminars  physicians.  The  AASP  will  be  conducting  retirement  seminars  July  9-10, 
1982,  in  Philadelphia,  and  August  29-30, 1982,  in  Denver.  The  AASP  extends 
an  invitation  to  all  physicians  age  55  and  over  to  attend.  These  two-day 
seminars  are  designed  to  better  acquaint  physicians  with  the  mechanics  of 
closing  a practice.  In  addition,  they  emphasize  the  psychological  and 
financial  advantages  that  can  accrue  when  proper  thought  and  planning 
are  effectively  used  to  develop  “your”  retirement  or  practice  modification 
strategy.  Seminar  costs  are  $150  for  AASP  members;  $175  for  non-members. 
Spouses  are  urged  to  attend  at  no  additional  cost.  Early  registration  is 
recommended  as  seminars  will  be  limited  to  sixty  people,  including  spouses. 
To  receive  a copy  of  the  seminar  agenda  and  details  on  accommodations, 
please  contact:  American  Association  of  Senior  Physicians,  536  North  State 
Street,  Chicago,  Illinois  60610;  (312)  644-3092. 


World  Medical  WORLD  MEDICAL  ASSOCIATION  TO  CONDUCT  INTERNATIONAL 
Association  to  CONTINUING  MEDICAL  EDUCATION(CME)  MEETING  in  Honolulu, 
Meet  in  Hawaii  Hawaii  on  October  11-14, 1982.  The  WMA  meeting,  to  be  held  in  conjunction 
with  the  126th  annual  scientific  meeting  of  the  Hawaii  Medical 
Association,  will  provide  up-to-date  continuing  medical  education  on 
current  topics  of  interest  to  physicians.  The  program  offers  a total  of  19 
hours  of  Category  I Continuing  Medical  Education  credits.  Contact:  World 
Medical  Association,  North  American  Region,  536  N.  State  Street,  Chicago, 
Illinois  60610;  or  call  Ms.  Eva  Stone,  (312)  751-6230. 
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With  today’s  life  becoming  so  impersonal  and  being 
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you  need  it,  smile  and  try  to  help  you  any  other  way 
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658-6881  • In  Dover  Call  674-3214 


9th  & Tatnall  Sts.,  Wilmington  • Concord  Mall, 
Midway,  Polly  Drummond,  & Graylyn  Crest 
Shopping  Centers  • Dover,  Del. 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


THE  m INSURANCE  PEOPLE 


JA. 


I\C 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Rehobo th  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 


201  Pine  Street 


629-5585 

(Toll  Free)  856-3247 


COLLEAGUES  IN  THE  NEWS 

Pierre  L.  LeRoy,  M.D.,  is  the  author  of  an  ar- 
ticle entitled  “Stimulation  of  the  Spinal  Neuraxis 
by  Biocompatible  Electrical  Current  in  the  Hu- 
man.” This  paper  representing  the  result  of  a 
five-year  retrospective  study  of  49  patients  im- 
planted with  spinal  cord  stimulation  systems  for 
alleviating  pain  was  originally  presented  as  a 
paper  to  the  Seminar  on  Spinal  Cord  Stimulation, 
which  was  held  in  New  York. 

& £ 

Henry  R.  Cowell,  M.D.,  Chief  Surgeon  of  the 
Alfred  I.  du  Pont  Institute  of  the  Nemours 
Foundation,  was  a guest  of  the  Brazilian  Foot 
Society  from  April  28-May  2 in  Petropolis,  Brazil, 
near  Rio  de  Janiero.  Dr.  Cowell,  an  interna- 
tionally recognized  authority  on  disorders  of  the 
foot,  spoke  on  tarsal  coalition,  treatment  of  ver- 
tical and  oblique  talus,  genetics  of  foot  disorders, 
and  the  relationship  of  club  foot  to  congenital 
annular  bands. 


% % 

Rebecca  Jaffe,  M.D.,  a resident  in  the  Depart- 
ment of  Family  Practice,  Wilmington  Medical 
Center,  is  recipient  of  a 1982  Mead  Johnson 
Award  for  Graduate  Training,  established  by  the 
American  Academy  of  Family  Physicians.  The 
purpose  of  this  program  is  to  stimulate  interest 
in  Family  Practice  and  assist  young  physicians  in 
acquiring  an  additional  year  of  training. 

& £ & 

Doug  Hawkins,  son  of  Forrest  G.  Hawkins, 
M.D.,  was  recently  “governor”  of  Delaware.  In 
its  13th  year,  Youth  in  Government  is  a part  of 
the  Y’s  Youth  Development  Program,  and  is  de- 
signed to  give  high  school  students  an  idea  of 
how  government  works.  The  program  culmi- 
nated the  weekend  of  April  23,  when  the  stu- 
dents went  to  Dover  and  for  three  days  enacted 
the  role  and  duties  of  elected  state  officials  as 
the  Delaware  Youth  Legislature.  Doug  Haw- 
kins, a member  of  the  Medical  Society  of  Del- 
aware sponsored  Medical  Explorer  Post,  plans  to 
become  a physician. 


Your 

prescription 
won’t  help, 


if  it  never 
gets  filled. 

A patient  is  more  likely  to  follow  your  orders  if  he 
knows  where  to  find  what  you  have  prescribed, 
and  if  it’s  easy  to  get  to.  That’s  when  the  Doc- 
tor’s Bag  can  become  an  important  treatment 
factor.  The  Doctor’s  Bag  has  a complete  inven- 
tory of  hospital,  surgical  and  orthopedic  sup- 
plies. And  perhaps  even  more  importantly,  we 
have  a professionally  trained  staff  to  fit  braces, 
wheelchairs  and  mastectomy  products  to  your 
specifications.  You  and  your  patient  can 
depend  on  us. 

RENTALS 

oxygen  ■ nerve  stimulators  * wheelchairs 
* bed  tables  ■ walkers  * hospital  beds 

SALES 

bath  safety  items*  stethoscopes * braces 

* incontinent  products*  grab  bars*  canes 

* mastectomy  products,  sleepwear,  swimwear 

SERVICES 

Brace  fittings  * wheelchair  fittings 
* Free  delivery  & pick  up 


THE  DOCTOR’S  BAG 


1908  Kirkwood  Hwy„  at  Harmony  Rd,  Newark 
Wheelchair  accessible  • 454-9976 

1320  Washington  St.,  Wilmington 
654-9976 
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A reputation  takes  years  to  build.  We've  been 
building  ours  as  a major  provider  of  profes- 
sional liability  for  over  50  years,  and  as  the 
Medical  Society  of  Delaware  sponsored  pro- 
gram since  1971.  Since  that  time  /Etna  has 
returned  savings  to  doctors  of  over  $800,000. 
These  substantial  savings  have  resulted  from 
working  closely  with  your  society  to  provide 
successful  risk  management  programs. 


Your  society  sponsored  program  continues  to 
offer  high  levels  of  coverage — $5,000,000  and 
higher,  as  well  as  a choice  of  coverage  forms — 
Claims-made  and  Occurrence. 

Our  local  offices  and  skilled  staff  provide  you 
with  ourclaims  expertise. 

At  /Etna  we've  built  our  reputation  by  making 
your  reputation  our  main  concern. 

For  additional  information  contact  your  society 
or  local  /Etna  agent. 


A 

REPUTATION 
YOU  CAN  RELY 

ON. 


The  Standard  Fire  Insurance  Company,  Hartford,  Connecticut  061 56. 


President's  Page 


FTC  AND  THE  PROFESSIONS: 
LET'S  TELL  CONGRESS  OUR  VIEWS 


The  issue  of  the  Federal  Trade  Commission's 
assumed  jurisdiction  over  the  professions  may 
soon  be  settled  by  the  Congress. 

The  decision  is  important  not  only  for  us  as 
physicians  but  also  for  our  patients.  At  stake 
for  the  medical  profession  is  our  right  to  set 
standards  to  protect  the  public  from  deception 
and  incompetence  in  the  medical  profession.  At 
stake  for  individual  states  is  the  right  to  enact 
laws  pertaining  to  professionals  and  professional 
organizations  without  threat  of  having  them  pre- 
empted by  a nonelected  agency.  At  stake  for 
patients  is  their  right  to  have  qualified  and  ex- 
perienced medical  professionals  responsible  for 
professional  self-regulation  that  embraces  a com- 
mitment to  serve  the  public  and  improve  the 
quality  of  life  in  our  society. 

The  physicians  of  America  are  not  asking  for 
exemption  from  the  antitrust  laws.  We  are  ask- 
ing that  claims  of  improper  conduct  by  profes- 
sional groups  be  tried  in  courts  with  impartial 
judges— not  in  administrative  hearings  before 
salaried  employees  of  the  agency  making  the 
charges. 

We  are  asking  that  the  FTC  be  required  to 
respect  duly  enacted  state  laws.  And  we  are 
asking  that  the  Congress  clarify  that  it  never 
empowered  the  FTC  to  regulate  not-for-profit 
professional  organizations. 

Before  the  Congress  are  legislative  proposals 
that  agree  with  our  position.  They  deserve  the 


support  of  every  physician  in  this  country.  And 
our  legislators  need  to  know  that  we  support 
these  proposals  and  why.  The  FTC  is  at  the 
center  of  congressional  attention  because  its 
authorization  expires  at  the  end  of  this  fiscal 
year,  so  action  may  be  expected  soon. 

The  two  principal  bills  in  the  Senate  are  S. 
1984  and  S.  2499.  S.  1984  would  amend  the 
FTC  Act  to  clarify  that  there  is  no  FTC  jurisdic- 
tion over  the  professions,  prohibit  FTC  preemp- 
tion of  state  laws,  and  make  major  procedural 
changes  in  FTC  proceedings.  S.  2499  would, 
among  other  changes,  define  unfair  acts  or  prac- 
tices, prohibit  FTC  preemption  of  state  laws  on 
scope  of  professional  practice  of  state-licensed 
professionals,  and  extend  the  congressional  veto 
power  on  trade  regulation  rule  provisions.  That 
bill,  with  an  amendment  clarifying  that  the  FTC 
has  no  jurisdiction  over  state-regulated  profes- 
sions, has  been  voted  out  of  committee  and  will 
go  before  the  full  Senate. 

In  the  House  of  Representatives,  H.R.  3722, 
which  has  181  cosponsors,  would  place  a mora- 
torium on  FTC  activities  regarding  state-regu- 
lated professions  and  professional  associations. 

I have  already  contacted  our  Congressional 
delegation  and  have  asked  each  Board  member 
to  also  contact  our  people  in  Washington  by 
telegram  or  telephone  immediately.  I urge  each 
member  of  the  Society  to  do  the  same.  Those 
few  minutes  you  spend  could  help  them  make 
correct  decisions  affecting  our  professional  future 
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for  many  years.  Our  legislators  can  be  reached 
as  follows: 


Senator  William  V.  Roth,  Jr. 
202-224-2441 

3215  Dirksen  Senate  Office  Bldg. 
Washington,  D.C.  20510 
302-573-6291  Wilmington  Office 

Senator  Joseph  R.  Biden,  Jr. 
202-224-5042 

431  Russell  Senate  Office  Bldg. 
Washington,  D.C.  20510 
302-573-6345  Wilmington  Office 


Representative  Thomas  B.  Evans,  Jr. 
202-225-4165 
316  Cannon  Building 
Washington,  D.C.  20515 
302-573-6181  Wilmington  Office 

Western  Union  Toll  Free  Number  1-800-257-2211 


Rafael  A.  Zaragoza,  M.D. 


Dx:  recurrent  herpes  labialis 


OTC. 

See  PDR  for 


Product  Information. 


write: 


Laboratories  Inc. 


812-M,  FDR  Sta. 


NY  10150 


I 

i:  , 


In  Delaware,  “Herpecin-L”  Cold  Sore  Lip  Balm  is  available 


at  all  Eckerd,  Edgehill  and  Happy  Harry  Drug  Stores  and  other  select  pharmacies. 
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ECTOPIC  PREGNANCY:  DIAGNOSIS 
AND  MANAGEMENT 


Alan  H.  DeCherney,  M.D. 


Ectopic  pregnancy  is  defined  as  any  gestation 
occurring  outside  of  the  uterine  cavity.  Its  in- 
creasing incidence  is  due  to  various  epidemio- 
logic factors  as  well  as  to  better  diagnostic  tech- 
niques, yet  it  still  remains  an  evasive  and  difficult 
diagnosis.  Ectopic  pregnancy  can  occur  in  any 
portion  of  the  fallopian  tube:  interstitial,  is- 
thmic,  ampullary,  infundibular,  fimbrial,  or  it  can 
occur  as  a tubal  abortion  or  as  an  intraabdominal 
or  ovarian  pregnancy.  The  site  of  nidation  prob- 
ably represents  the  site  of  fertilization  or  implan- 
tation. 

Etiology 

Little  is  known  of  the  etiology  of  ectopic  preg- 
nancy, but  many  hypotheses  exist.  The  most 
widely  held  is  that  tubal  ectopic  pregnancy  is 
caused  by  an  inflammatory  process  within  the 
fallopian  tube,  either  as  chronic  salpingitis  or  sal- 
pingitis isthmic  nodosa.  This  inflammatory  proc- 
ess interferes  with  normal  tubal  transport  mech- 
anisms or  presents  the  morula  with  a blind  pas- 
sage and  diverticulum  formation. 

Other  etiologies  considered  are  less  well  de- 
fined, such  as  the  use  of  the  IUD,  previous  tubal 
surgery,  or  physiologic  changes  in  the  intralumi- 

Dr.  DeCherney  is  Associate  Professor  of  Obstetrics  and  Gyne- 
cology at  Yale  University  School  of  Medicine,  New  Haven,  Con- 
necticut. 

This  paper  is  an  adaptation  of  his  presentation  to  the  Department 
of  Obstetrics  and  Gynecology  at  the  Wilmington  Medical  Center. 


nal  transport  mechanism.  Transmigration  of  the 
ova  may  occur  in  approximately  15%  of  ovulations 
according  to  Honore.1 

Ectopic  pregnancies  have  been  reported  after 
tubal  ligation.  Documented  cases  of  uterine  re- 
flux of  a fertilized  ovum  have  been  reported  by 
Steptoe  and  Edwards.2  However,  the  primary 
cause  appears  to  be  low  grade  infection,  since 
30  to  50%  of  women  operated  on  for  ectopic  preg- 
ancy  have  evidence  of  chronic  pelvic  inflamma- 
tory disease,  which  has  led  to  fibrosis  and  scarring 
of  intraluminal  structures.3 

The  usual  site  for  ectopic  pregnancy  is  the  am- 
pullary portion  of  the  tube,  with  the  isthmic  por- 
tion being  next  most  frequent.  It  has  been  sug- 
gested that  early  rupture  usually  occurs;  as  a con- 
sequence of  this,  hemorrhage  and  growth  are  in 
the  retroperitoneal  space  between  the  tubal  endo- 
thelium and  the  serosa.4  On  section  of  ectopic 
pregnancies,  all  stages  have  been  described,  from 
the  presence  of  an  entire  embryo  within  its  sac 
with  normal  trophoblastic  tissue  to  merely  hemor- 
rhagic debris  which  has  totally  destroyed  the 
fallopian  tube  structures  secondary  to  pressure 
necrosis. 

Epidemiology 

The  incidence  of  ectopic  pregnancy  has  in- 
creased from  approximately  one  in  120  pregnan- 
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cies  to  one  in  90.5  In  the  British  Isles,  this  has 
been  correlated  by  Barel  with  the  increasing  in- 
cidence of  gonorrheal  pelvic  inflammatory  dis- 
ease.6 

Diagnosis 

The  diagnosis  of  eccyesis  is  evasive  and  de- 
pends on  characteristic  physical  and  historical 
findings,  along  with  rapidly  developing  specific 
tests  based  on  modern  technology.  The  classic 
history  is  of  uterine  bleeding  after  only  one 
missed  period.  This  bleeding,  which  occurs  at  ap- 
proximately six  to  eight  weeks  gestation,  is  ac- 
companied by  pain  of  sudden  onset,  occasionally 
associated  with  a Valsalva  maneuver,  and  less 
commonly  radiating  to  the  shoulder.  The  patient 
will  frequently  report  the  concomitant  disappear- 
ance of  pregnancy  symptoms,  such  as  breast  sore- 
ness or  nausea  and  vomiting. 

On  pelvic  examination,  a tender  pelvic  mass  is 
often  found.  Evidence  of  shock  and  acute  blood 
loss  are  late  findings.  A helpful  diagnostic  ad- 
juvant is  the  use  of  culdocentesis  via  an  18  gauge 
spinal  needle  placed  in  the  cul  de  sac  of  Douglas 
between  the  uterosacral  ligaments;  free  flow  of 
blood  has  been  found  in  85%  of  ectopic  pregnan- 
cies.7 

The  most  helpful  tests  in  the  diagnosis  of 
ectopic  pregnancy  are  relatively  new.  These 
include  ultrasonic  imaging,  laparoscopy,  and 
beta  pregnancy  testing. 

Ultrasound  is  helpful  only  in  ruling  out  an  ec- 
topic pregnancy  by  showing  the  presence  of  a 
clearly  defined  intrauterine  sac  or,  even  better, 
fetal  parts.  Detection  of  a fetal  heartbeat 
usually  rules  out  the  possibility  of  an  ectopic 
pregnancy.  The  presence  of  an  adnexal  mass  only 
is  not  helpful,  since  such  a mass  often  represents 
a corpus  luteum  of  pregnancy.  Only  occasionally 
has  ultrasound  been  able  to  diagnose  an  ectopic 
pregnancy  in  situ. 

When  urine  testing  by  a method  with  a low 
sensitivity  was  utilized,  only  about  50%  of  patients 
with  ectopic  pregnancies  had  a positive  preg- 
nancy test.  Beta  pregnancy  testing  is  positive 
in  approximately  100%  of  ectopic  pregnancies. 
This  sensitive  test,  which  measures  the  beta  sub 
unit  of  HCG,  eliminates  interference  from  pitui- 


tary luteinizing  hormone  and  makes  the  diag- 
nosis of  ectopic  pregnancy  more  likely  when  a 
positive  test  is  associated  with  an  empty  uterus. 

Prior  to  the  use  of  laparoscopy,  the  diagnosis 
of  ectopic  pregnancy  often  relied  upon  laparo- 
tomy. Laparoscopy  can  now  be  performed  with 
little  risk  to  the  patient  in  order  to  make  the 
diagnosis. 

Management 

Management  can  be  defined  as  expectant,  a 
relatively  new  concept,  or  surgical. 

Expectant  management  is  reserved  for  patients 
in  whom  the  diagnosis  of  ectopic  pregnancy  is 
vague.  Although  one’s  index  of  suspicion  may  be 
high,  it  is  often  not  high  enough  to  warrant  a 
laparoscopy.  These  patients  are  hospitalized 
and  observed  for  a rising  or  a falling  beta  preg- 
nancy test  titer.  Serial  ultrasound  examinations 
may  eventually  demonstrate  an  intrauterine  sac. 
Work  is  currently  being  done  to  determine  the 
critical  value  of  the  beta  pregnancy  test  when 
such  a sac  is  present.  In  our  laboratory  this  value 
is  approximately  6,000  IU  of  HCG/ml. 

Surgical  management  includes  salpingo-oopho- 
rectomy,  salpingectomy,  or  a conservative  pro- 
cedure such  as  a salpingostomy  in  order  to  pre- 
serve the  tube. 

Salpingo-oophorectomy  has  been  advocated  by 
Jeff  coate,  who  believes  that  by  removing  the  af- 
fected tube  and  ovary,  subsequent  ovulations  will 
be  on  the  side  of  the  remaining  tube,  thus  in- 
creasing the  patient’s  chances  to  conceive.8  This 
suggestion  has  not  been  confirmed  by  statistical 
analysis.  The  usual  treatment  of  ectopic  preg- 
nancy at  present  is  salpingectomy  by  cross  clamp- 
ing the  broad  ligament  and  removing  the  tube, 
utilizing  a modified  cornual  resection. 

There  is  a rising  incidence  of  diagnosed  unrup- 
tured ectopic  pregnancy.  Approximately  80%  of 
ectopic  pregnancies  were  ruptured  before  diag- 
nosis in  1975,  versus  somewhat  fewer  than  30% 
today.  Linear  salpingostomy  has  recently  been 
advocated  in  order  to  salvage  the  tube.5  This  op- 
eration is  performed  by  making  a linear  incision 
on  the  antimesenteric  side  of  the  tube  and  remov- 
ing its  contents.  Recent  workers  recommend  us- 
ing microsurgical  techniques  for  this  procedure, 
ie,  use  of  microcautery,  lavage,  and  antiadhesive 
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TABLE  1 


Pregnancy  Rate  Utilizing  Conservative  Surgery  for  Treating  Tubal 
Ectopic  Pregnancy,  Including  Laparoscopy 


% Intrauterine 

% Repeat  Ectopic 

Author 

No.  of  Cases 

pregnancies 

pregnancies 

Bukovsky  et  al 

23 

60 

4 

DeCherney  and  Kase 

44 

39.6 

11.6 

Stromme 

45 

71 

15 

Timonen  and  Nieminen 

240 

38 

15.7 

Bruhat  et  al 

25“ 

72 

12 

Present  study 

“Treated  with  laparoscopy 

16b 

50 

0 

bTwo  of  the  1 8 reported  cases  were  not  trying  to  con  ceive  and  had  tubal  ligations  performed  at  the  time 
of  their  surgery. 

This  table  is  an  adaptation  from  that  which  appeared  in  DeCherney  AH,  Romero  R,  Naftolin  F.  Surgical  management  of  unruptured  ectopic 
pregnancy.  Fertil  Steril.  1981;  35:21.  It  is  reprinted  here  with  permission. 


agents  postoperatively.9  Success  with  this  pro- 
cedure is  comparable  to  that  of  salpingectomy, 
with  an  overall  60%  fertility  rate  and  a 12%  repeat 
pregnancy  rate.  This  more  conservative  method 
offers  the  patient  the  possibility  of  preserving  fer- 
tility in  case  a catastrophe  should  result  in  loss  of 
her  remaining  tube.3’5-7’9 

Current  reports  have  established  the  fact  that 
small  (less  than  3 cm)  tubal  pregnancies  can  be 
removed  utilizing  the  laparoscope  alone.  Elec- 
trical current  is  used  to  make  the  antimesenteric 
incision  and  to  control  bleeding.  Results  in  these 
patients  are  similar  to  those  achieved  when  other 
conservative  procedures  for  treating  ectopic  preg- 
nancy are  employed.10  (Table  1) 

All  tubal  surgery  should  utilize  techniques  to 
prevent  adhesion  formation.  One  surgical  method 
includes  removing  a section  of  the  tube  and  do- 
ing a primary  anastomosis.  Others  recommend 
resection  and  secondary  anastomosis  after  a 
period  of  healing  has  occurred.  Tubal  abortions 
or  infundibular  pregnancies  can  often  be  “milked” 
to  the  end  of  the  tube  and  removed. 

A quandary  often  faced  by  the  operating  phy- 
sician is  whether  to  operate  on  the  contralateral 
tube  if  it  is  involved  in  the  primary  disease  pro- 
cess. I do  not  recommend  this,  since  hemorrhage 
and  abraded  surfaces  are  usually  present  estab- 
lishing a milieu  for  creating  adhesions  and  mak- 
ing matters  worse,  rather  than  correcting  a pre- 
viously existing  condition. 


Infertility 

Patients  with  ectopic  pregnancy  often  have  a 
severe  subsequent  infertility  problem.  Approxi- 
mately 40%  never  conceive  again.11  Of  the  60% 
who  do  conceive,  12%  will  have  recurrent  ectopic 
pregnancies,  and  another  15  to  20%  will  abort.5-9’11 
These  data  suggest  the  presence  of  microscopic 
disease  within  the  tube  as  an  etiological  factor  in 
the  development  of  ectopic  tubal  pregnancy. 

Repeat  Ectopic  Pregnancy 

Since  12%  of  patients  have  repeat  ectopic  preg- 
nancies, any  woman  who  has  had  an  ectopic 
pregnancy  must  be  carefully  monitored  in  future 
pregnancies.  The  situation  is  even  worse  for  the 
nulliparous  woman.  No  matter  what  method  of 
treatment  is  chosen,  the  future  options  seem  to 
be  the  same  regarding  infertility  and  recurrence. 
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Editorials 

Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material 
material.  Preferred  length  is  approximately  200  words.  For  further  informa- 
tion, contact  the  Journal  office,  658-3957. 


THE  REVOLUTION  IN  CATARACT  SURGERY 

Cataract  surgery  is  one  of  the  most  frequent 
operations  performed  today  and  also  one  of  the 
most  gratifying  both  to  the  patient  and  the  sur- 
geon. More  than  91%  of  such  procedures  can  be 
expected  to  result  in  20/40  vision  or  better.1  This 
has  been  achieved  in  spite  of  the  surgery  being 
performed  on  an  older  age  group  subject  to  all 
the  ophthalmologic  degenerative  diseases  such 
as  macular  degeneration,  glaucoma,  vascular  oc- 
clusion, and  optic  atrophy. 

In  one  surgeon’s  lifetime,  for  cataract  extrac- 
tion surgery  to  have  progressed  from  10  to  14 
days  of  hospital  bedrest  with  sandbags  to  out- 
patient surgery  with  almost  immediate  restora- 
tion of  visual  acuity  and  activities  is  nothing 
short  of  remarkable.  From  waiting  until  the 
cataract  is  “ripe”  to  “how  much  is  the  cataract 
interfering  with  your  visual  needs”  is  progress 
indeed. 

This  progress  has  been  made  possible  by  many 
innovations  in  technique  as  well  as  improvements 
in  equipment  and  instrumentation.  Foremost 
among  these  is  the  operating  microscope  permit- 
ting the  use  of  micro-instruments,  synthetic  mi- 
cro-sutures, and  intraocular  lenses. 

The  absence  of  the  natural  lens  is  the  greatest 
complication  of  cataract  surgery.  To  correct 
this,  cataract  spectacles  with  their  concomitant 
magnification  and  distortions  are  a disaster.  Con- 
tact lenses  offer  an  improvement  if  tolerated. 
However,  the  perfection  of  the  intraocular  lens 
has  permitted  almost  immediate  rehabilitation  of 
the  patient  wih  full  field  and  normal  image  size. 
Further,  the  measurement  of  the  eye  by  A-Scan 
and  computer  calculations,  together  with  the 
surgical  keratometer,  permit  precise  program- 
ming of  the  desired  postoperative  refractive  state. 

Now  being  introduced  is  the  pulsed  Neo- 
dymium Yag  Laser2  which  will  further  simplify 
the  extracapsular  cataract  extraction  ( ECCE ) by 


reducing  manipulations  in  the  anterior  chamber 
and  shortening  the  operative  procedure.  The 
ECCE,  which  technically  is  more  difficult,  re- 
duces the  incidence  of  retinal  detachments  to 

0. 7.  and  cystoid  macular  edema  to  1.9%.  The 
Yag  Laser  may  simplify  this  procedure  by  doing 
the  anterior  capsulotomv  before  the  actual  sur- 
gery and  permitting  a smaller  incision.  There  are 
five  of  these  instruments  being  imported  into  the 
United  States  from  Europe  within  the  next  month 
or  so  at  a cost  of  $100,000  each.  As  the  Yag  Laser 
also  permits  a noninvasive  discission,  a procedure 
which  is  necessary  in  20%  of  ECCEs  because  of 
the  opacification  of  the  posterior  capsule,  it  will 
contribute  to  the  revolution  in  cataract  surgery. 

Nearly  all  of  us  will  develop  cataracts  if  we  live 
long  enough.  If  one  must  have  cataract  surgery, 
it  is  truly  a wonderful  age  in  which  to  be  living. 

Davis  G.  Durham,  M.D. 
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HAVE  YOU  HUGGED  YOUR  GRANDMOTHER 
TODAY? 

The  recent  public  and  professional  concern 
regarding  the  deaths  of  several  children  in  New 
Castle  County  has  been  duly  recorded  and  docu- 
mented in  the  public  press.  This  certainly  rep- 
resents a problem  which  must  be  brought  to  the 
attention  of  state  and  local  governmental  agen- 
cies, as  well  as  receiving  the  concern  of  the  medi- 
cal profession. 

The  possibility  of  child  abuse  and  neglect  is 
of  vital  concern  to  all  of  us.  There  is  another 
problem,  however,  which  may  be  unrecognized 
by  both  governmental  agencies  as  well  as  the 
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medical  profession,  which  deserves  some  concern 
and  mention.  According  to  a 1981  report  of  the 
House  Select  Committee  on  Aging,  one  million 
older  Americans,  most  of  them  women  and  most 
of  them  over  75  years  of  age,  are  victims  of  abuse, 
neglect,  or  exploitation  by  their  own  families. 
This  abuse  has  been  reported  to  occur  in  familial 
homes,  foster  homes,  and  nursing  care  facilities. 
There  is  a very  real  possibility  that  this  may  rep- 
resent a much  more  serious  and  widespread 
problem  than  any  of  us  realize. 

Throughout  the  country  the  number  of  cases 
of  abuse  of  the  elderly  reported  each  year  is  in- 
creasing. And,  a study  done  at  the  Chronic  Ill- 
ness Center  in  Cleveland  suggests  that  only  one 
in  six  cases  is  actually  reported.  Every  state 
requires  that  child  abuse  incidents  be  reported 
and  investigated;  only  16  states  have  similar  laws 
pertaining  to  elder  abuse. 

In  attempting  to  contact  an  appropriate  gov- 
ernmental agency  within  the  State  of  Delaware 
regarding  the  possibility  of  abuse  of  an  elderly 
patient  recently,  I found  that  we  have  no  facili- 
ties whatsoever  to  investigate  this  potentially 
serious  and  perhaps  life-threatening  situation  for 
these  elderly  people. 

Should  not  some  thought  be  given  to  the  de- 
velopment of  any  agency  within  the  medical 
community  of  the  State  of  Delaware,  with  the 
assistance  of  local  and  state  governmental  agen- 


cies, so  that  a means  of  investigating  these  types 
of  problems  could  be  encouraged? 

James  P.  Marvel,  Jr.,  M.D. 
% & 

YELLOW  JOURNALISM 

I am  well  aware  that  to  criticize  a book  in  print 
is  to  lend  a degree  of  validity,  or  at  least  notoriety, 
to  the  treatise.  However,  in  this  day  and  age, 
physicians  need  to  be  informed  in  order  to  ade- 
quately defend  themselves.  This  is  the  purpose 
of  this  editorial. 

Dr.  Robert  S.  Mendelsohn  (M.D.)  has  ex- 
ploited the  medical  profession  and  in  effect  him- 
self manipulated  women  by  writing  Male  Prac- 
tice, How  Doctors  Manipulate  Women.  This  work 
grossly  overstates  the  truth,  both  in  fact  and 
intent,  to  create  a sensational  best-seller.  In  my 
opinion,  monetary  gain  and  his  own  self-esteem 
emerge  as  his  motivations.  Overstating  the  truth 
is  misrepresenting  truth,  which  is  tantamount  to 
lying.  The  press  has  a descriptive  label  for  such 
writing:  yellow  journalism. 

“If  you  are  a woman  living  in  America,  the 
greatest  danger  to  your  health  is,  in  all  likelihood, 
your  own  doctor.”  That  is  how  the  book  flap  de- 
scription begins.  Sensational!  Arrogant!  What  cu- 
rious woman  could  turn  down  reading  a book  by 
an  M.D.?  Who  was  it  who  once  said,  “The  bigger 
the  lie,  the  more  likely  it  is  to  be  believed?” 


David  Clayton  Carrad 

Attorney  at  Law 
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Page  after  page,  Dr.  Mendelsohn  cites  half- 
truths  and  debatable  concepts  as  facts  to  prove 
why  all  doctors  are  evil  in  the  practice  of  medi- 
cine. He  says  that  all  doctors  are  influenced  by  the 
brainwashing  and  destructive  influences  of  mod- 
ern medicine.  It  is  easy  to  refute  the  hyperbole  of 
“all,”  and  a conscientious  reader  will  not  accept 
such  a description  of  the  institution  of  medicine 
without  proof.  Dr.  Mendelsohn  offers  no  proof; 
he  dwells  on  the  ignorant  frailties  of  medicine 
and  the  deliberate  deeds  of  a few  practitioners  as 
his  reasons  for  condemning  all  of  medicine  as  evil 
and  dangerous. 

“Every  doctor  in  the  country  would  hasten  to 
agree  with  me  but  claim  exemption  as  a good  guy 
and  attribute  the  shenanigans  to  all  of  his  peers.” 
That  is  also  easy  to  disprove.  I,  for  one,  do  not 
agree  with  him  and  attribute  only  a few  shenan- 
igans to  a very  small  number  of  my  peers.  I have 
learned  to  respect  the  intent  and  ability  of  most 
of  my  colleagues.  That  is  why  physicians,  as  a 
group,  in  spite  of  such  blasphemous  criticism, 
remain  in  high  esteem  in  the  public’s  view. 

By  the  third  page,  it  is  obvious  that  Mendel- 
sohn has  run  into  trouble  somewhere  in  his  climb 
through  the  medical  hierarchy.  Surprisingly,  he 
shows  this  on  page  27.  Mendelsohn  was  in 
charge  of  “a  teaching  program  in  a major  hos- 
pital” when  a woman  medical  student  complain- 
ed to  him  about  a supposedly  sexist  remark  made 
to  her  by  an  attending  physician.  She  insisted 
“with  considerable  fervor”  that  he  be  fired.  Men- 
delsohn thought  about  it  and  decided  to  relieve 
the  attending  physician  of  his  service  teaching  re- 


sponsibilites.  As  a consequence,  Mendelsohn 
himself  was  fired  when  a complaint  was  filed  by 
the  attending  physician.  Professor  Mendelsohn 
implies  in  his  book  that  he  was  fired  because  of 
pervasive  chauvinism.  It  never  dawned  on  him 
that  firing  an  attending  physician  because  of  a 
medical  student’s  uninvestigated  allegation  of 
a private  verbal  remark  might  not  reflect  good 
judgment  by  someone  in  charge  of  teaching  medi- 
cal students.  There  was  also  no  comment  about 
any  previous  problems  he  may  have  had  with  the 
department.  The  book  is  obviously  very  short- 
sighted. 

Throughout  his  book,  anecdotal  “evidence”  is 
his  “proof.”  Most  physicians  learned  in  medical 
school  that  one  isolated  case  proves  nothing.  He 
tells  how  one  woman  with  a backache  underwent 
a hysterectomy  without  relief  of  pain  and  was 
later  helped  by  an  orthopaedic  surgeon  who 
prescribed  a lift.  This  story  is  offered  as  proof  of 
“.  . . the  hazards  of  gynecologists’  devotion  to  sur- 
gical intervention,  even  when  simpler,  less  costly, 
less  dangerous,  and  equally  effective  alternatives 
are  available.”  To  present  a single  case  to  make 
this  point  is  irresponsible.  If  we  accept  his  rea- 
soning, we  could  use  the  same  story  to  prove  all 
orthopaedic  surgeons  treat  backache  with  lifts 
and  not  surgery. 

Mendelsohn  wonders  why  medical  schools  are 
“so  determined  to  make  sure  their  graduates 
couldn’t  write  a legible  word.”  He  has  now  fig- 
ured it  out.  It  is  to  insure  that  doctors  will  not 
“suffer  liability  for  malpractice  because  it  is  al- 
most impossible  to  identify  the  doctor  who  'wrote 
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an  order  or  a report.”  How  does  he  explain  why 
doctors  often  dictate  reports?  He  doesn’t. 

He  says  doctors  always  prescribe  aspirin  to 
lower  elevated  temperatures.  My  professors 
taught  me  only  to  attempt  to  lower  specific  fevers 
that  present  a danger  or  discomfort  to  the  patient. 
Where  did  he  get  his  “facts”? 

Of  course,  Dr.  Mendelsohn’s  book  does  not 
wait  very  long  to  defame  and  incriminate  all  the 
drug  companies  and  all  their  detail  people.  He 
says  we  are  brainwashed  by  detail  men  and  by 
advertisements  in  medical  journals;  that  is  why 
we  prescribe  valium  (and  similar  tranquilizers) 
for  most  of  our  women  patients.  (At  least  he 
gives  doctors  credit  for  looking  at  journals.) 

Dr.  Michael  Halberstam  argued  that  the  US 
is  about  average  in  tranquilizer  use  in  the  world. 
France,  Israel,  and  West  Germany  are  higher. 
The  National  Institute  of  Mental  Health  offers 
evidence  that  Americans  use  tranquilizers  con- 
servatively and  most  physicians  prescribe  them 
conservatively,  for  men  and  women,  and  with 
excellent  clinical  criteria.  Dr.  Mendelsohn  im- 
plies physicians  prescribe  tranquilizers  for  wom- 
en in  order  to  make  them  more  passive  and  de- 
pendent. 

Mendelsohn  insists  that  “doctors  write  them 
(prescriptions)  to  terminate  consultations,  not 
to  solve  patients’  problems.  The  patient  leaves 
with  the  problem  that  brought  her  there,  plus 
a prescription  that  may  create  new  problems  that 
will  bring  her  back  again.”  Physicians  in  Eng- 
land, already  over-booked,  do  not  want  to  in- 
crease patient  visits,  yet  they  write  more  pre- 
scriptions than  American  physicians.  Would 
Mendelsohn  say  British  physicians  are  more  evil 
or  less  intelligent  than  their  American  counter- 
parts? 

Dr.  Mendelsohn  has  even  decided  that  the 
competition  to  get  into  medical  schools  does  not 
help  select  out  the  more  capable  people,  it  merely 
drives  all  pre-med  students  to  cheat,  undercut 
peers,  and  brown-nose.  Is  he  really  asking  us  to 
believe  there  are  no  nice  guys  or  gals  who  are 
successful  pre-med  students? 

Needless  to  say,  I do  not  recommend  this  book 
to  anyone.  The  well-informed  can  see  through 


his  faulty  reasoning,  but  others  may  be  confused 
enough  to  wonder  where  he  is  getting  his  “facts.” 
The  book  is  a waste  of  time  for  anyone  who  hopes 
to  discover  any  valid  reasoning  or  information. 
The  few  potentially  meaningful  points  Mendel- 
sohn could  have  made  are  ruined  by  his  weak, 
distorted,  and  circumferential  reasoning. 

John  E.  Hocutt,  Jr.,  M.D. 
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EVALUATION  OF  THE  CHILD  WITH 


RECURRENT  INFECTIONS 


Recurrent  infections  in  children  are  a common 
problem  that  plagues  parents  and  pediatricians, 
who  are  always  concerned  about  the  possibility 
that  a serious  underlying  disease  is  predisposing 
the  child  to  infections.  In  order  to  determine  the 
nature  of  the  problem  and  whether  or  not  it  is 
related  to  an  immunologic  abnormality,  a detailed 
evaluation  of  the  past  history  is  essential,  with 
careful  documentation  of  each  infectious  episode 
plus  thorough  physical  examination  and  specific 
laboratory  studies. 

Most  children  have  six  to  eight  upper  respira- 
tory infections  per  year.  These  may  be  even 
more  frequent  if  the  child  has  older  siblings  or 
has  just  started  day-care  or  school  and  is  en- 
countering a variety  of  new  viruses.  Recurrent 
viral  infections  rarely  herald  an  immune  defi- 
ciency but,  rather,  suggest  that  the  problem  may 
be  allergic  in  nature. 

Dr.  Lillie  is  a Fellow  in  the  Division  of  Allergy  and  Immunology 
at  The  Children’s  Hospital  of  Philadelphia. 

Dr.  Douglas  is  Professor  of  Pediatrics  at  the  University  of 
Pennsylvania  School  of  Medicine  and  Director  of  the  Division  of 
Allergy  and  Immunology  at  The  Children’s  Hospital  of  Philadelphia. 

This  paper  is  an  adaptation  of  a presentation  by  Dr.  Douglas  to 
the  Department  of  Pediatrics  at  the  Wilmington  Medical  Center. 


Madeline  A.  Lillie,  M.D. 
Steven  D.  Douglas,  M.D. 


Excessive  antibiotic  therapy  of  viral  infections 
may  predispose  to  bacterial  superinfection  and 
further  complications  such  as  the  development 
of  resistant  organisms.  On  the  other  hand,  im- 
proper antibiotic  therapy  or  inadequate  duration 
of  therapy  may  complicate  the  physician’s  im- 
pression of  recurrent  infection.  For  example,  an 
osteomyelitis  that  is  not  treated  sufficiently  or  not 
surgically  drained  when  necessary  may  not  im- 
prove, but  the  reasons  it  does  not  are  immuno- 
logical. Partially  treated  meningitis  may  result 
in  a second  episode  that  is  not  truly  a distinct 
infection.  Thus,  precise  documentation  of  the 
dates  of  each  infection  and  the  microbiological 
data  such  as  cultures  and  sensitivities  are  essential 
in  the  evaluation  of  the  child  with  recurrent  in- 
fections. 

Most  children  with  immune  deficiencies  have 
primarily  respiratory  infections  such  as  otitis, 
sinusitis,  rhinitis,  conjunctivitis,  tonsillitis,  bron- 
chitis, and  pneumonia.  (Table  1)  Gastroenteritis 
may  also  be  a problem  in  these  children,  especi- 
ally from  giardiasis  or  from  organisms  usually 


Del  Med  Jrl,  June  1982— Vol  54,  No  6 


.333 


Evaluation  of  the  Child  with  Recurrent  Infections— Lillie 


TABLE  1 

DISORDERS  OF  HOST  DEFENSE  RELATED  TO  SPECIFIC  TYPES  OF  INFECTION 


Disorder 


Disease 


Infection 


Phagocytic  Defense  System 
Neutropenia 


Intrinsic  chemotactic 
defect 


Agranulocytosis,  acute  leukemia,  aplastic 
anemia,  cyclic  hematopoiesis,  cytotoxic  drug 
therapy,  Chediak-Higashi  syndrome 
Chediak-Higashi  syndrome,  familial  chemotactic 
disorder,  diabetes  mellitus,  rheumatoid  arthritis, 
("lazy  leukocyte  syndrome"?) 


Intrinsic  phagocytic 
defect 

Intracellular  microbicidal 
defect 


Acute  leukemia  (Note  that  all  of  the  humoral 
defects  described  below  result  in  abnormal 
phagocytosis) 

Chronic  granulomatous  disease  of  childhood, 
myeloperoxidase  deficiency,  Chediak-Higashi 
syndrome,  lysosomal  granule  deficiency 


Cellulitis,  pharyngitis, 
perirectal  abscess, 
pneumonia,  bacteremia 
Cellulitis  abscesses, 
urinary  tract  infection, 
septic  arthritis, 
skin  ulcers 

Pharyngitis,  perirectal 
abscess,  pneumonia, 
bacteremia 

Recurrent  skin  abscesses, 
lymphadenitis,  osteo- 
myelitis, liver  abscess, 
lung  abscess, 
pneumonia 


Humoral  Defense  System 
Antibody  Deficiency 


Complement  Deficiency 
classical  pathway 

Complement  deficiency 
alternate  pathway 


Bruton's  X-linked  agammaglobulinemia,  multiple 
myeloma,  chronic  lymphocytic  leukemia, 
Waldenstrom's  macroglobulinemia,  Wiskott- 
Aldrich  syndrome,  ataxia  telangiectasia, 
isloted  IgA  deficiency 

C3  deficiency,  C5  deficiency,  other  isolated 
complement  factor  deficiencies  systemic  lupus 
erythematosus 

Sickle  cell  anemia,  hereditary  hypercatabolism 
of  C3 


Sinusitis,  bacterial 
pneumonia,  bacteremia 


Otitis,  sinusitis, 
pneumonia,  bacteremia 

Pneumonia,  recurrent 
bacteremia  (especially 
with  pneumococci) 


Lymphocytic  Defense  System 


B-cell  functional 
deficit,  with  intact 
T-cell 

T-cell  deficit 
with  intact  B-cell 


Agammaglobulinemia,  multiple  myeloma, 
chronic  lymphocytic  leukemia,  Waldenstrom's 
macroglobulinemia,  Wiskott-Aldrich  syndrome, 
ataxia  telangiectasia,  isolated  IgA  deficiency 
Hodgkin's  disease,  chronic  mucocutaneous 
candiasis  thymic  dysplasia  (Nezelof's  syndrome), 
thymic-parathyroid  hypoplasia  (DiGeorge  syn- 
drome), sarcoidosis,  lepromatous  leprosy 


Combined  B-cell  and  Severe  combined  immunodeficiency  (adenosine 

T-cell  defect  deaminase  deficiency),  ataxia  telangiectasia, 

Wiskott-Aldrich  syndrome,  cartilage-hair  hypo- 
plasia, thymoma  with  immunodeficiency,  intes- 
tinal lymphangiectasia  secondary  to  Whipple's 
disease,  pericarditis,  tricuspic  regurgitation, 
chronic  lymphocytic  leukemia 


Sinusitis,  Giardia  lambia 
diarrhea,  bacterial 
pneumonia,  bacteremia 

Superficial  skin  infection 
(especially  with  Candi- 
da), hepatitis,  tubercu- 
losis, fungal  pneumonia, 
chronic  meningitis, 
meningoencephalitis 
Disseminated  skin  infec- 
tion (viral),  otitis, 
sinusitis,  bronchitis 
pneumonia,  bacteremia, 
abscesses 


This  table  is  modified  from  Hammond  WP,  Dale  DC.  Hosp  Med.  1978;  5:97.  It  is  reprinted  here  with  permission  of  Hospital  Publications,  Inc. 
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found  in  normal  stool  flora  such  as  Serratia.  Pro- 
tracted diarrhea  with  Salmonella  or  Shigella  does 
not  necessarily  indicate  an  immune  problem.  Al- 
though diaper  dermatitis  is  frequent  in  infants, 
thrush  is  not;  a protracted  course  of  thrush  un- 
responsive to  topical  therapy  is  suggestive  of  a 
cellular  immune  defect.  Bacterial  infections 
caused  by  organisms  which  are  usually  of  low 
virulence  suggest  a phagocyte  defect;  infections 
by  organisms  with  an  expected  high  virulence 
suggest  a humoral  antibody  defect.  Table  2 
shows  that  humoral  immunity  may  or  may  not 
be  protective  or  even  of  direct  diagnostic  signifi- 
cance. 

There  are  many  conditions  which  predispose 
to  infections  by  nonimmunologic  mechanisms. 
(Table  3)  Defects  in  the  skin  such  as  burns  or 
eczema  permit  easy  entry  to  organisms.  Circu- 
latory disorders  such  as  sickle  cell  anemia  and 
varicose  veins  promote  stasis  and  bacterial  super- 
infection. Sickle  cell  disease  is  also  associated 
with  abnormalities  in  the  complement  system; 
pneumococcus  and  Hemophilus  are  frequent 
pathogens  in  this  condition.  Obstructive  pul- 
monary disorders  such  as  cystic  fibrosis  and 
asthma  require  more  vigorous  approaches  to  clear 
infections;  atelectasis,  pneumonia,  and  sinusitis 
are  frequent  complications.  The  anatomically 
normal  urinary  tract  is  rarely  affected  in  immuno- 
deficient  children.  Mucosal  immunity  appears 
to  have  a relatively  minor  protective  role  in  the 
urinary  tract. 

Continued  exposure  to  infected  equipment  or 
faulty  environment,  such  as  a contaminated  water 
supply,  may  also  explain  recurrent  infections  by 
the  same  organisms.  Congenital  heart  valves  or 
other  foreign  bodies  promote  local  colonization 
and  perhaps  embolization  of  bacteria.  Malnutri- 
tion, diabetes,  malignancy,  and  uremia  are  often 
associated  with  secondary  immunodeficiencies. 

Once  nonimmunologic  etiologies  are  elimi- 
nated, immune  deficiency  must  be  considered  as 
a cause  of  recurrent  infections.  Historical  in- 
formation includes  birth  history,  including  gesta- 
tional age  and  maternal  or  neonatal  illness.  Con- 
genital viral  infections  may  be  associated  with 
normal  cellular  immunity.  In  general,  the  more 
severe  the  immune  defect,  the  earlier  infections 


will  become  a problem.  Most  children  have  few 
problems  related  to  the  humoral  immune  system 

TABLE  2 

CLASSIFICATION  OF  INFECTIOUS  DISEASES  IN 
RELATIONSHIP  TO  MECHANISMS  OF  IMMUNITY, 
ASSOCIATED  DISEASE,  OR  CAUSATIVE  AGENTS 

1.  Extracellular  infections  in  which  phagocytes 
and  opsonins  are  of  major  importance  in  re- 
covery 

Streptococcus  pneumonia 
Staphylococcus  aureus 
Hemophilus  influenzae 
Neisseria  menigitidis 
Neisseria  gonorrhoeae 
Enteric  Gram-negative  rods 
Yersinia  pestis 
Bacillus  anthracis 

2.  Infections  in  which  antibody  may  be  impor- 
tant in  prevention  or  recovery  through  a 
mechanism  other  than  opsonization:  diseases 
in  which  antibody: 

Neutralizes  endotoxins 
Blocks  epithelial  attachment 
Participates  in  complement-mediated 
bacteriolysis 
Neutralizes  viruses 

3.  Infections  in  which  humoral  and  cellular  im- 
munity collaborate  in  host  defense 

Syphilis 

Cryptococcosis 

Candidasis 

Salmonellosis 

Listeriosis 

4.  Intracellular  infections  in  which  lymphocytes 
and  macrophages  are  important  in  recovery; 
humoral  mechanisms  have  no  protective  role 

Measurement  of  antibody  not  useful  in 
diagnosis  or  prognosis 
Tuberculosis 
Leprosy 

Measurement  of  antibody  useful  in  diag- 
nosis and  prognosis 
Histoplasmosis 
Coccidiodomycosis 
Brucellosis 
Tularemia 

Infections  with  unique  host-parasite  rela- 
tionship 

Mycoplasma  pneumonia 
Bordetella  pertussis 
Chlamydia 
Rickettsia 

Modified  from  Fudenberg  HH,  Stites  DP,  Caldwell  JL,  Wells  JV. 
Basic  and  clinical  immunology,  3rd  ed.  Los  Altos,  Californio:  Lange 
Medical  Publications,  1980:603.  It  is  reprinted  here  with  permission. 
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until  they  are  six  months  of  age  and  placentally 
transferred  maternal  antibody  declines.  However, 
patients  with  severe  combined  immunodeficiency 
are  often  quite  ill  by  three  months  of  age.  Neo- 
nates with  the  DiGeorge  syndrome  may  present 
with  hypocalcemic  tetany  while  still  in  the  nurs- 
ery. 

A normal  response  to  live  virus  vaccinations,  a 
rash  during  a viral  illness,  or  poison  ivy  derma- 
titis are  all  evidence  of  intact  cellular  immunity. 
A severe  course  of  measles  or  varicella  may  sug- 
gest a defect  in  cell-mediated  immunity.  Ton- 
sillectomy or  adenoidectomy  in  the  past  suggests 
that  functional  lymphoid  tissue  was  present  at 
one  time. 

As  the  family  history  is  very  helpful,  genetic 
trees  should  be  diagrammed.  A history  of  several 
early  male  deaths  on  the  maternal  side  raises  the 
possibility  of  several  x-linked  immunodeficiency 
diseases,  such  as  congenital  agammaglobuli- 
nemia, severe  combined  immunodeficiency  dis- 
ease, Wiskott-Aldrich  syndrome,  and  chronic 
granulomatous  disease.  Other  entities  such  as 
ataxia-telangiectasia,  chronic  mucocutaneous  can- 
didiasis, Chediak-Higashi  syndrome,  and  some 
complement  deficiencies  may  have  autosomal  re- 
cessive patterns.  Selective  IgA  deficiency  and 
short-limbed  dwarfism  may  be  familial.  There  is 
also  a significant  statistical  relationship  between 
immunodeficiency  diseases  and  the  incidence  of 


malignancy  and  collagen-vascular  diseases  in 
family  members  and  more  distant  relatives. 

Certain  features  are  often  associated  with  im- 
munodeficiency diseases.  These  include  failure 
to  thrive,  malabsorption,  chronic  diarrhea,  pallor, 
delayed  developmental  milestones,  and  delayed 
appearance  of  secondary  sexual  characteristics. 
Specific  findings  herald  certain  disorders.  Table 
4 lists  those  associated  with  a few  specific  dis- 
eases. 

It  is  apparent  that  the  fair-skinned,  red-haired 
boy  with  recurrent  abscesses  and  Job’s  syndrome 
is  quite  different  from  the  child  with  Wiskott- 
Aldrich  syndrome  who  has  with  thrombocyto- 
penia, recurrent  otitis,  and  eczema.  Telangiec- 
tasis may  not  be  apparent  until  four  to  six  years 
of  age,  but  the  neurologic  abnormalities  in  ataxia- 
telangiectasis  may  precede  this. 

The  physical  exam  is  an  essential  part  of  the 
evaluation.  Eczema  is  a frequent  concomitant 
of  the  hyper-IgE  syndromes  and  the  Wiskott- 
Aldrich  syndrome.  Failure  to  thrive  is  common 
in  all  the  severe  defects.  Chronic  conjunctivitis 
is  a problem  in  many  defects.  Chronic  thrush  in 
an  infant  or  chronic  thrush  and  nail  involvement 
in  an  older  child  suggests  a cellular  defect.  Mouth 
ulcers  and  dental  abscesses  may  be  present. 
Tympanic  membranes  are  often  scarred  and  re- 
tracted from  repeated  infections.  Extensive  scar- 
ring of  the  skin  suggests  a serious  problem;  sub- 


TABLE  3 

DISORDERS  WITH  INCREASED  SUSCEPTIBILITY  TO  INFECTION 


Integument  defects 
Circulatory  disorders 
Obstructive  disorders 
Unusual  microbiologic  factors 

Foreign  bodies 

Secondary  immunodeficiencies 
Primary  immunodeficiencies 


Conditions 

Eczema,  burns,  skull  fractures,  compound  fractures,  midline  sinus 
tracts,  immotile  cilia 

Sickle  cell  disease,  diabetes,  nephrosis,  varicose  veins,  congenital 
cardiac  defects 

Ureteral  or  urethral  stenosis,  bronchial  asthma,  allergic  rhinitis, 
blocked  Eusthachian  tubes,  cystic  fibrosis,  obstructing  tumors 
Antibiotic  overgrowth,  chronic  infection  with  resistant  organism, 
continuous  reinfection  (water  supply,  infectious  contact,  contami- 
nated inhalation  therapy  equipment),  nosocomial  infection 
Ventricular  shunts,  central  venous  catheter,  artificial  heart  valves, 
urinary  catheter,  aspirated  foreign  bodies 

Malnutrition,  prematurity,  lymphoma,  splenectomy,  uremia,  im- 
munosuppressive therapy,  protein-losing  enteropathy 
B-cell  immunodeficiencies,  T-cell  immunodeficiencies,  phagocytic 
immunodeficiencies,  complement  immunodeficiencies 


This  fable  is  modified  from  Stiehm  ER,  Fulginetti  VA.  Immunologic  disorders  in  infants  and  children,  2nd  ed.  Philadelphia:  W.  B.  Saunders 
Company,  1980:184.  It  is  reprinted  here  with  permission. 
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cutaneous  abscesses  heal  easily  and  without  scar- 
ring in  normal  children. 

The  presence  of  lymphoid  tissue  (including 
adenoidal  tissue  as  assessed  by  a lateral  neck 
film)  suggests  that  humoral  immunity  was  pres- 
ent at  one  time.  There  are  instances  in  which  this 
tissue  is  no  longer  functional,  as  in  common  vari- 
able hypogammaglobulinemia,  or  “nonsense”  anti- 
body production,  which  need  to  be  evaluated  by 
specific  antibody  tests.  Since  respiratory  infec- 
tions are  so  common,  it  is  imperative  to  evaluate 
both  the  upper  and  lower  tracts,  for  instance,  by 
sinus  films  and  pulmonary  function  testing. 

Bronchiectasis  is  a frequent  complication  of 
chronic  pulmonary  disease,  so  bronchography 
may  be  helpful.  In  these  patients,  clubbing  and 
occasionally  cyanosis  may  occur.  Hepatospleno- 
megaly  may  be  present.  Neurologic  abnormali- 
ties are  particularly  prominent  in  the  ataxia-telan- 
giectasis syndrome.  Occasionally,  hypogamma- 
globulinemic  patients  may  present  with  arthritis 
or  arthralgias.  Anal  excoriations  may  be  present 
because  of  chronic  diarrhea.  Endocrine  abnor- 
malities other  than  delayed  acquisition  of  second- 
ary sexual  characteristics  are  infrequent. 

The  various  disorders  and  their  evaluation  are 
listed  in  Tables  4 and  5.  The  inflammatory  re- 
sponse is  easily  evaluated  by  a simple  complete 
blood  count.  The  normal  absolute  values  for 
each  leukocyte  is  listed  in  Table  6.  In  most  bac- 
terial infections  the  neutrophil  count  is  increased, 
although  it  may  be  decreased  in  some,  such  as 
salmonellosis,  pertussis,  and  brucellosis.  In  the 
latter  two  instances,  lymphocytosis  is  more  com- 
mon. Neutropenia  raises  concerns  of  leukemia, 
cyclic  neutropenia,  aplastic  anemia,  and  sepsis. 
Lymphopenia  suggests  a deficiency  of  cellular 
immunity.  An  evaluation  of  the  blood  smear  will 
reveal  abnormal  erythrocyte  shapes  and  Howell- 
Jolly  bodies  if  real  or  functional  asplenia  exists, 
or  unusual  granulocytes  such  as  those  with  giant 
lysosomes  in  the  Chediak-Higashi  syndrome. 

Nonspecific  tests  of  inflammatory  response  in- 
clude the  erythrocyte  sedimentation  rate  and  C- 
reactive  protein,  which  should  be  evaluated  if  an 
acute  or  chronic  infection  is  present.  The  ability 
of  cells  to  migrate  into  an  area  of  inflammation 
can  be  kinetically  studied  using  the  Rebuck 


window  technique.  Chemotaxis  assays  of  neu- 
trophils and  monocytes  study  the  same  phenom- 
enon in  vitro.  Before  directed  migration  of  the 
leukocytes  can  be  evaluated,  random  mobility 
and  chemokinesis  should  be  evaluated.  These 
assays  require  laboratories  well-versed  in  these 
techniques. 

Following  the  arrival  of  the  leukocytes,  the 
next  step  in  the  inflammatory  response  is  phago- 
cytosis. The  ability  of  leukocytes  to  ingest  a 

TABLE  4 

CLINICAL  CHARACTERISTICS  OF  SOME 
IMMUNODEFICIENCY  SYNDROMES 

I.  Congenital  thymic  hypoplasia  (DiGeorge 
syndrome) 

A.  Recurrent  infections 

B.  Neonatal  tetany 

C.  Peculiar  facies  with  hypertelorism,  mal- 
formed ears,  micrognathia 

D.  Right-sided  aortic  arch,  tetralogy  of  Fallot, 
other  congenital  heart  disorders 

II.  Immunodeficiency  with  thrombocytopenia 
and  eczema  (Wiskott-Aldrich  syndrome) 

A.  Recurrent  draining  ears  and  other  pyo- 
genic infections 

B.  Thrombocytopenia  and  bleeding 

C.  Eczema 

D.  Absent  isoagglutinins 

III.  Immunodeficiency  with  ataxia-telangiectasia 

A.  Recurrent  sinopulmonary  infections 

B.  Progressive  ataxia  in  second  decade 

C.  Telangiectasia  of  conjunctivae  and  ears 

IV.  Chediak-Higashi  syndrome 

A.  Recurrent  bacterial  infections 

B.  Oculocutaneous  albinism 

C.  Granulocytopenia  with  giant  granules  in 
the  leukocytes 

V.  Immunodeficiency  with  cartilage-hair 
hypoplasia 

A.  Severe  varicella 

B.  Fine  hair 

C.  Short  stature  and  short  extremities 

VI.  Hyper  IgE  Syndrome 

A.  Recurrent  cold,  staphylococcal  abscesses 

B.  Red  hair,  fair  skin  of  Job's  syndrome 

C.  Coarse  facies 

D.  Eczema 

E.  Hyper  IgE 

F.  Eosinophilia 

This  table  is  modified  from  Stiehm  ER,  Fulginetti  VA.  Immunologic 
disorders  in  infants  and  children,  2nd  ed.  Philadelphia:  W.  B.  Saun- 
ders Company,  1980:193.  It  is  reprinted  here  with  permission. 
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variety  of  inert  particles  or  other  substances  such 
as  live  organisms  or  immune  complexes  can  be 
tested  in  vitro.  Opsonization  needs  to  be  con- 
trolled in  these  studies  and  determined 
separately.  The  nitroblue  tetrazolium  dye  re- 
duction test  (NBT)  is  a simple  test  for  chrome 
granulomatous  disease.  In  this  condition  the  ab- 
normal leukocyte’s  inability  to  reduce  the  dye 
correlates  with  an  inability  to  generate  super- 
oxide. 

A quantitative  in  vitro  test  of  neutrophil  bacte- 
rial killing  also  correlates  with  leukocyte  function 
in  clinical  conditions.  In  chronic  granulomatous 
disease,  phagoevtosis  is  intact  but  the  intracellu- 
lar organisms  remain  viable.  Metabolic  assays 
of  a variety  of  leukocyte  enzymes  can  be  per- 
formed. In  neutropenic  patients,  tests  of  leuko- 
cyte margination,  response  to  epinephrine  ad- 
herence, deformability,  and  specific  antibodies 
may  be  helpful.  Bone  marrow  examination  is 
often  a diagnostic  aid. 

Opsonization  is  usually  a reflection  of  comple- 
ment activity.  The  hemolytic  complement 
(CH50)  is  an  excellent  screen  for  an  intact  com- 
plement system,  but  is  not  a simple  assay  to  per- 
form. Specific  complement  component  levels 
for  both  the  classical  and  alternative  systems  can 
be  measured  in  special  laboratories.  These  com- 
ponents may  be  determined  either  by  immuno- 
assay or  by  functional  assays.  These  functional 
tests  include  immune  adherence,  serum  bacteri- 
cidal activity,  virus  neutralization  and  antibody- 
dependent  cellular  cytotoxicity. 

Humoral  immunity  can  be  initially  evaluated 
by  quantitative  immunoglobulin  levels,  remem- 
bering that  the  normal  values  of  immunoglobulins 
are  age-dependent.  Whether  or  not  the  antibody 
found  to  be  present  is  functional  can  be  tested 
by  determination  of  titers  against  diphtheria, 
poliovirus,  rubella,  and  rubeola  if  children  have 
been  immunized  to  these  agents. 

The  Schick  test,  a skin  test  utilizing  diphtheria 
toxin,  is  positive  (erythema  and  swelling)  if  no 
cytotoxic  IgG  is  present,  but  the  test  material 
is  now  difficult  to  obtain.  Isohemagglutinins 
assays  are  easily  performed  by  most  blood  bank- 
ing laboratories  and  reflect  IgM  production;  these 
antibodies  should  be  present  after  six  months  of 


TABLE  5 

DIAGNOSTIC  CONSIDERATIONS  IN  THE  WORKUP 
OF  A PATIENT  WITH  SUSPECTED 
IMMUNE-DEFICIENCY  DISEASE 

I.  History 

II.  Physical  Examination 

III.  Initial  Investigation 

A.  Complete  blood  count  and  differential 
and  peripheral  smear 

B.  Bone  marrow 

C.  Lateral  x-ray  of  pharynx,  chest  x-ray 

IV.  Inflammation 

A.  White  blood  cell  count  and  differential 

B.  Erythrocyte  sedimentation  rate 

C.  C-reactive  protein 

D.  Rebuck  skin  window 

E.  Chemokinesis,  chemotaxis 

V.  Phagocytosis 

A.  Polymorphonuclear  leukocyte  count  and 
morphology 

B.  Quantitative  NBT  test 

C.  Quantitative  bacterial  assay 

D.  Measurement  of  specific  leukocyte 
enzymes 

VI.  Opsonins  and  Complement 

A.  Red  blood  cell  morphology 

B.  Splenic  uptake  of  radioactive  colloidal 
gold 

C.  Phagocytic  enhancement 

D.  Quantitative  measurement  of  C3,  C4 

E.  Measurement  of  hemolytic  complement 
activity  (CH50) 

VII.  Humoral  Immunity 

A.  Quantitative  determination  of  serum  im- 
munoglobulins (IgG,  IgA,  IgM) 

B.  Specific  responses 

1.  Schick  test,  diphtheria  and  tetanus 
titers  (IgG) 

2.  Serum  isohemagglutinin  titers  (IgM) 

3.  Secretory  antibodies  (IgA) 

C.  Quantitation  of  B-cell  rosettes 

D.  B-cell  immunofluorescence 

E.  In  vitro  lymphocyte  stimulation  by  LPS 
or  PWM 

F.  Lymph-node  biopsy 

VIII.  Cell-mediated  I mmunity 

A.  Total  lymphocyte  count 

B.  In  vivo  skin  tests 

1.  First-strength  Candida  extract.  Tricho- 
phyton extract,  and  SK-SD 

2.  DNCB 

3.  PHA 

C.  Quantitation  of  T-cell  rosettes 

D.  In  vitro  lymphocyte  stimulation  by  PHA 

E.  In  vitro  lymphocyte  stimulation  by  SK- 
SD,  mumps,  PPD 

F.  Lymphokine  assay 

G.  Lymph-node  biopsy 

This  table  is  modified  from  Bonforte  RJ.  Evaluation  of  the  child  with 
repeated  infections.  Pediatr  Ann.  1976;  5:436.  It  is  reprinted  here 
with  permission. 
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TABLE  6 

THE  RESPONSES  OF  LEUKOCYTES  IN  INFECTIOUS  DISEASE 

Cells  Normal  Maximum  Increased  Decreased  Diseases 

Number/ mm3 

Neutrophils  7000  X Acute  bacterial  infection  and  some  spirochetal 

rickettsial,  viral,  protozoan,  and  helminthic  in- 
fections 

X Salmonellosis,  brucellosis,  pertussis,  tuberculosis, 
some  viral,  rickettsial,  and  chlamydial  infec- 
tions 


Eosinophils 

700 

X 

Scarlet  fever,  protozoan,  and  helminthic  infec- 
tions 

Basophils 

150 

Monocytes 

400 

X 

Tuberculosis,  brucellosis,  syphilis,  seen  in  conva- 
lescence from  acute  bacterial  infection 

Lymphocytes 

4000 

X 

Pertussis,  brucellosis,  syphilis,  many  viral  and 
rickettsial  infections;  seen  in  convalescence 
from  acute  bacterial  infections 

Modified  from  Hoeprich 

PD.  Infectious  Disease, 

2nd  ed. 

Hagertown,  Maryland:  Harper  and  Row,  1977.  It  is  reprinted  here  with  permission. 

age.  Secretory  IgA  is  difficult  to  obtain  and  to 
measure. 

If  any  of  these  tests  suggests  a problem,  one 
would  pursue  investigation  of  the  humoral  im- 
mune response  by  quantification  of  B cells  and 
their  subtypes,  as  measured  by  specific  immuno- 
fluorescence for  surface  immunoglobulin  and  cy- 
toplasmic immunoglobulin,  and  their  ability  to 
secrete  these  into  the  supernatant  of  in  vitro  cul- 
tures. In  addition,  one  can  study  B cell  function 
in  vivo  by  immunizing  the  patient  with  diph- 
theria, or  typhoid  and  measuring  specific  anti- 
body titers  four  to  six  weeks  later. 

Cell-mediated  immunity  can  be  initially  evalu- 
ated by  the  total  lymphocyte  count.  A chest 
x-ray  looking  for  a thymic  shadow  is  helpful  if 
the  thymus  is  visible,  but  if  the  child  has  been 
repeatedly  stressed  by  severe  infections,  one 
would  not  expect  to  see  the  thymus,  even  in  the 
presence  of  intact  cellular  immunity.  Delayed 
hypersensitivity  skin  testing  to  antigens  that  the 
subject  has  been  exposed  to  is  also  helpful.  A 
patient  can  be  actively  sensitized  to  dinitrochlo- 
robenzene  and  then  challenged  at  a different  site. 

T cells  can  be  quantified  by  rosetting  tech- 
niques and  evaluated  functionally  by  response 
to  specific  mitogens  in  vitro..  Phytohemagglu- 


tinin stimulates  T cells,  while  pokeweed  mitogen 
stimulates  both  T and  B cells.  In  vitro  blasto- 
genic  response  to  specific  antigens,  such  as  SKSD 
or  to  allogenic  lymphocytes  ( the  MLC ) requires 
T and  B cell  interaction.  Many  lymphokines 
have  been  described  and  tested.  Antibody-de- 
pendent cell  cytotoxicity  is  another  assay  of  T 
cell  function.  Specific  T cell  enzymes  such  as 
adenosine  deaminase  can  be  assayed,  and  there 
are  assays  for  thymic  hormones  as  well. 

In  summary,  once  a physician  decides  that  a 
child  does  indeed  suffer  from  too  many  and  too 
severe  infections,  the  question  of  an  underlying 
immune  defect  needs  to  be  considered.  We  have 
suggested  studies  that  are  helpful  in  this  evalu- 
ation. 

Basd  on  the  history  and  physical  examination, 
one  can  be  selective  about  the  recommended 
tests.  Some  screening  studies  can  be  done  in  the 
physician’s  office.  Further  evaluation  needs  to 
be  performed  by  specialists  supported  by  experi- 
enced immunology  laboratories. 
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AID  FOR  INTERNATIONAL  MEDICINE, 
INC.  has  been  assisting  clinics, 
hospitals,  and  research  centers  in 
many  countries.  At  present,  AID  is 
collecting  textbooks  for  use  in 
medical  libraries  in  Viet  Nam.  The 
situation  is  so  desperate  that 
even  books  up  to  10  years  old  are 
welcome.  AID  is  also  giving  assis- 
tance to  the  large  medical  organi- 
zation on  the  Af ghanistan-Pakistan 
border  that  provides  medical  care 
to  the  Afghan  Freedom  Fighters. 
They  are  in  desperate  need  of  do- 
nated medical  instruments.  If  you 
have  any  medical  books  or  medical 
instruments  you  would  like  to  do- 
nate to  AID,  contact  them  at: 
1828  Wawaset  Street,  Wilmington, 
Delaware;  (302)  654-5848,  or  (302) 
655-8290.  All  donations  are  tax- 
deductible.  Send  a typewritten 
list  with  your  donations,  and  a 
proper  letter  for  tax  purposes 
will  be  provided  to  the  donor. 


"IN  COLONIAL  OLD 
NEW  CASTLE" 

Vi  block  from  Strand  and  Waterfront 
on  second  and  third  floors 

2BR-A/C 

Closed-in  porch  overlooking  river  and 
park  off  kitchen 

Oil  heat  and  hot  water  furnished. 

Price  $350  per  month 

Daytime  Call  — 328-3459 
Evenings  — 328-81 16 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES.  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7123 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 


340 


Del  Med  Jrl,  June  1982— Vol  54,  No  6 


Letters  to  the  Editor 


ROBERT  W.  FRELICK,  M.D. 

To  the  Editor: 

It  was  with  mixed  feelings  that  I read  that  Dr. 
Frelick  has  accepted  an  appointment  in  the  Na- 
tional Cancer  Institute  and  will  be  leaving.  While 
obviously  a compliment  to  Delaware  medicine, 
it  is  a blow  to  the  patients  and  the  institutions 
which  he  has  served  so  long  and  well. 

Thirty-five  years  ago,  Drs.  Frelick  and  Dorph, 
then  residents  on  the  medical  service  of  the 
Delaware  Hospital,  came  to  my  office  in  the  Has- 
kell Laboratory  to  ask  if  I could  obtain  for  them 
a flame  photometer,  so  that  they  might  use  the 
most  modern  and  most  sensitive  method  of  meas- 
uring the  concentrations  of  sodium  and  potassium 
ions  in  body  fluids. 

I obtained  the  photometer  from  the  analytical 
department  of  the  Experimental  Station  and  gave 
them  working  space  in  the  Haskell  Laboratory. 

Several  years  later  as  a member  of  a grants 
committee  of  the  Delaware  Heart  Association,  I 
was  able  to  support  an  application  by  Drs.  Fre- 
lick and  Meckelnburg  for  funds  to  measure  car- 
diac output  by  a quantitative  “scan”  after  injec- 
tion of  radioactive  isotopes.  In  subsequent  years, 
I had  more  frequent  contact  with  Dr.  Frelick  as 
a member  of  the  medical  staff  of  the  Atlas  Powder 
Company,  to  which  I was  consultant. 

Dr.  Robert  Frelick  is  one  of  the  very  few  clini- 
cian-medical scientists  whom  I have  met  during 
my  59  years  in  the  United  States.  His  basic 
knowledge  of  scientific  principles,  no  doubt  ac- 
quired during  his  medical  training  at  Yale,  has 
been  extended  and  amplified  by  his  own  wide 
reading  ( without  benefit  of  credit  hours ) and  has 
been  used  not  to  write  esoteric  articles  in  medical 
journals,  but  in  direct  application  to  the  prob- 
lems of  the  patient  confronting  him. 

Dr.  Frelick  is  not  an  academician.  His  name 
in  any  Who’s  Who  of  medicine  would  not  be  fol- 


lowed by  an  interminable  list  of  publications 
which  are  too  often  “much  ado  about  nothing.” 
For  this  reason  his  attainments  might  pass  un- 
noticed by  those  who  do  so  much  Tarzan-like 
chest  thumping  about  “scientific  medicine.” 

As  a Fellow  of  the  American  College  of  Phy- 
sicians for  more  than  40  years,  it  is  my  considered 
opinion  that  Dr.  Frelick’s  contribution  to  medi- 
cine merits  the  College’s  highest  honor  far  more 
than  do  most  of  those  to  whom  it  is  given.  His 
contributions  to  the  well-being  of  cancer  and 
cardiac  patients  in  Delaware  should  be  recog- 
nized by  an  award  of  an  honorary  degree  by  the 
State’s  center  of  education,  the  University  of  Del- 
aware. 

John  H.  Foulger,  M.D. 

% V*  VZ 

INTERNATIONAL  REGISTRY  OF 
ABNORMAL  KARYOTYPES 

To  the  Editor: 

We  wish  to  report  on  the  current  status  of  the 
project.  We  have  published  the  Eighth  Listing 
of  the  Repository  of  Chromosomal  Variants  and 
Anomalies  in  Man— An  International  Registry  of 
Abnormal  Karyotypes,  1981.  This  cumulative 
computerized  listing  contains  voluntarily  contrib- 
uted data  from  174  laboratories  in  29  countries. 
It  includes  information  on  269,478  individuals 
including  43,196  cases  of  various  chromosomal 
abnormalities  and  other  variants. 

This  project  has  received  continuous  annual 
support  from  the  World  Health  Organization 
since  1975.  It  has  also  received  financial  support 
from  the  March  of  Dimes  Birth  Defects  Founda- 
tion, and  the  National  Institutes  of  Health.  This 
project  was  based  in  the  Johns  Hopkins  Uni- 
versity from  1974-1978;  in  North  Texas  State 
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University  from  1978-1980;  and  now  is  function- 
ing in  Delaware  at  the  Wilmington  Medical  Cen- 
ter, the  University  of  Delaware,  and  at  Thomas 
Jefferson  University,  Philadelphia,  Pennsylvania. 

A scientific  advisory  committee,  elected  by 
those  contributing  the  data  in  1976,  consists  of 
A.  de  la  Chapelle  (Finland),  Laird  G.  Jackson 
(USA),  Y.  Nakagome  (Japan),  M.  Nelson 
(South  Africa),  J.  Priest  (USA),  F.  Salamanca 
(Mexico),  W.  Schmid  (Switzerland),  M.  Sea- 
bright  (UK),  F.  Sergovich  (Canada),  C.  Stoll 
(France),  G.  Sutherland  (Australia),  and  H.  Vil- 
lalobos (Venezuela).  Dr.  Jackson  also  functions 
as  the  secretary. 

The  data  in  the  Repository  have  been  pub- 
lished periodically  in  cumulative  listings.  At 
the  suggestion  of  the  Scientific  Advisory  Com- 
mittee, which  met  in  Mexico  in  October,  1976, 
during  the  International  Congress  of  Human  Ge- 
netics, the  Fourth  Listing  of  the  Repository, 
printed  with  a special  grant  from  WHO  in  1977, 
was  distributed  to  human  geneticists  listed  in  the 
Birth  Defects  Directory.  All  previous  and  subse- 
quent listings  were  distributed  to  contributors  of 
data  and  others  interested  in  contributing  the 
data  or  its  utilization. 

The  1981  Eighth  Listing  of  the  Repository 
has  also  been  distributed  to  the  contributors  of 
data.  However,  others  who  desire  to  use  the 
data  in  the  Repository  may  write  to  Dr.  Borgaon- 
kar.  We  have  made  plans  to  make  the  data 
available  on  “on  line”  computer  terminals.  Over 
the  years,  this  data  bank  along  with  its  other 
sister  data  bank,  Chromosomal  Variation  in  Man 
—A  Catalog  of  Chromosomal  Variants  and  Ano- 
malies, has  been  used  steadily  by  investigators 
to  check  on  various  topics  in  human  cytogenetics 
such  as  number  of  reports  of  inversions,  cases 
with  ring  chromosome  2,  and  9q  trisomy. 

The  need  to  collate  data  on  chromosomally 
abnormal  patients  has  been  emphasized  recently 
in  some  editorials  ( Journal  of  Medical  Genetics, 
1979;  16:165,  and  American  Journal  of  Medical 
Genetics,  1979;  315-6).  Collation  of  data  can  be 
more  easily  undertaken  with  the  help  of  the 
published  listings  of  the  Repository  or  material 
contained  in  these  data  banks.  In  addition,  the 
other  information  data  base,  Chromosomal  Vari- 


ation in  Man— A Catalog  of  Chromosomal  Vari- 
ants and  Anomalies,  3rd  Edition,  New  York:  Alan 
R.  Liss,  1980,  compiled  from  published  literature 
in  human  cytogenetics,  provides  access  to  pre- 
viously documented  cases.  Currently  there  has 
been  much  discussion  about  information  systems 
and  the  use  of  computer  electronics  in  various 
fields.  We  are  pleased  that  we  can  offer  some 
of  the  features  of  these  systems  to  investigators 
in  human  cytogenetics. 

Our  data  banks  are  accessible  under  the  Edu- 
net  and  Telenet  computer  network  systems.  Up- 
to-date  retrieval  of  data  is  possible  and  has  been 
undertaken  for  specific  searches.  Through  this 
communication  we  wish  to  make  this  facility 
more  widely  known.  We  plan  to  continue  to 
make  the  listings  of  the  Repository  available  to 
the  contributors,  and  to  others  on  a cost-for- 
service  basis. 


Digamber  S.  Borgaonkar,  Ph.D. 
Laird  G.  Jackson,  M.D. 
Robert  Shaffer 
William  C.  Reed 

Dr.  Borgaonkar  is  the  Director  of  the  Cytogenetics  Laboratory  at 
the  Wilmington  Medical  Center;  holds  the  Dr.  Margaret  I.  Handy 
Chair  in  Human  Genetics;  is  Research  Professor,  Division  of 
Medical  Genetics,  Department  of  Pediatrics,  Thomas  Jefferson 
University  Medical  School,  Philadelphia;  and  Adjunct  Professor, 
School  of  Life  and  Health  Sciences,  University  of  Delaware, 
Newark. 

Dr.  Jackson  is  Chief,  Division  of  Medical  Genetics,  Departments 
of  Pediatrics,  Medicine,  and  Obstetrics  and  Gynecology;  and  Ad- 
junct Professor,  School  of  Life  and  Health  Sciences,  University 
of  Delaware,  Newark. 

Mr.  Shaffer  is  Application  Software  Coordinator,  Computing 
Center,  University  of  Delaware,  Newark. 

Mr.  Reed  is  Associate  Director  of  Management  Services,  Thomas 
Jefferson  University,  Philadelphia. 

Work  was  supported  in  part  by  grants  from  Chichester  Founda- 
tion, State  of  Delaware  (1980-81),  March  of  Dimes  Birth  Defects 
Foundation,  and  the  Junior  Boards  of  the  Delaware  Division  and 
the  Wilmington  General  Division  of  the  Wilmington  Medical 
Center. 
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MORE  ON  THE  POWER  OF  THE  HEALER 


To  the  Editor: 


In  her  recent  editorial,  the  editor  expressed 
surprise  and  some  indignation  at  the  “bad  mouth- 
ing” and  “slanderous”  talk  she  and  her  physician 
colleagues  were  subjected  to  at  a recent  month- 
long National  Endowment  for  the  Humanities 
Seminar,  “The  Power  of  the  Healer:  Its  Nature, 
Source,  and  Limitations.”1 

Criticism  of  modern  medical  practice  is  extant 
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from  within  the  profession  by  “maverick”  medical 
doctors,2  and  by  highly  successful  ones,3  and  from 
without  by  consumer  populists,4  political  crit- 
ics,5-6 and  social  theoreticians.7  All  of  these 
most  likely  played  a significant  part  in  the  think- 
ing that  appears  to  have  been  pervasive  at  the 
Humanities  seminar.  Beyond  this,  I suggest  a 
clue  to  explain  why  the  criticism  seems  to  have 
been  so  troubling  lies  in  an  earlier  editorial,  “Call 
Me  Doctor?”8  Therein  it  was  proposed  that  only 
MDs  and  DOs  (and  only  a few  years  ago  the 
latter  would  most  definitely  not  have  been  in- 
cluded) be  called  “doctor”  in  medical  care  facili- 
ties. 

In  the  physical  and  social  environment  of  a 
hospital,  MDs  and  DOs  acf  and  are  treated  as 
demi-gods,  deferred  to  institutionally  as  well  as 
personally.9  Others  speak,  they  “order;”  others 
have  blue  colored  parking  tags,  they  have  gold 
colored  tags.  Thus  when  an  MD  enters  a world 
wherein  others  understand  and  perceive  them- 
selves to  be  the  intellectual  and  social  peers  of 
medical  doctors,  being  themselves  doctors,  some 
tension  may  arise.  In  the  academic  world,  one 
must  expect  that  one’s  view  will  be  subjected 
to  the  critical  scrutiny  of  those  whose  training 
and  skills  reflect  a knowledge  base  other  than 
medicine  but  whose  perspective  on  healing  must 
nonetheless  be  considered  seriously.  It  may  be 
of  equal  validity. 

David  Mozes,  M.S.W. 
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FECAUTHS  IN  THE  CIRCLE  OF  WILLIS 

To  the  Editor: 

In  a recent  memorandum  to  members  of  the 
medical  staff  of  the  Wilmington  Medical  Center 
encouraging  their  prompt  reporting  of  discharge 
diagnoses,  the  president  of  the  staff,  Dr.  Calvin 


Letters  to  the  Editor 

Hearne,  used  “fecaliths  of  The  Circle  of  Willis” 
as  an  illustrative  example. 

Dr.  Thomas  Willis  (1621-1675)  discovered  the 
11th  (hypoglossal)  cranial  nerve  and  was  the 
first  to  find  sugar  in  the  urine  of  the  diabetic 
patient,  but  is  most  famous  for  his  vascular  circle. 
It  is  said  that  Thomas  Willis  himself  is  connected 
with  a little  mentioned  and  seldom  noted  histori- 
cal incident  relative  to  the  rather  too  frequent 
syndrome  alluded  to  by  Dr.  Hearne.  Called  to 
attend  an  ill  patient  who  had  been  tentatively 
diagnosed  as  having  ippellodopolous  contagi- 
osum,  Willis  amazed  his  peers  with  his  incisive 
diagnostic  acuity.  After  a careful  physical  ex- 
amination of  the  patient,  Willis  looked  over  the 
rim  of  his  glasses  to  give  a lucid  explanation  of 
the  patient’s  diagnosis. 

Harrumphing  once  or  twice  he  asserted,  “Gen- 
tlemen, it  is  obvious  this  patient  has  a rock  or 
rocks  in  his  head.”  And,  sure  enough,  successful 
surgery  removed  the  fecaliths  from  the  Circle  of 
Willis. 

Charles  M.  Bancroft,  M.D. 


DELAWARE 

NUCLEAR  MEDICINE,  INC. 
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NEW!  A Book  Grown  In  Wilmington . . . 


“Dr.  Hocutt’s  book  stands  as  a historical  reflection 
of  our  times  and  as  a practical  guide  to  the  initial 
management  of  common  medical  emergencies.” 

— From  the  foreword  by  Robert  B.  Taylor,  M.D. 


SPECIAL  FEATURES 

COVERS  EMERGENCY  ROOM,  OFFICE 
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SUICIDE  AND  EUTHANASIA:  THE  RIGHTS  OF 
PERSONHOOD,  edited  by  Samuel  E.  Wallace  and 
Albin  Eser,  University  of  Tennessee  Press,  Knox- 
ville, Tennessee,  1981.  147  pp.  Price  $12.50. 

The  title  would  attract  the  interest  of  the 
practicing  physician,  but  this  book  appears  to 
have  been  written  more  for  college  students 
studying  philosophy  or  logic.  It  is  a series  of 
dissertations  by  eight  authors,  only  two  of  whom 
are  physicians.  Four,  including  the  senior  au- 
thor, are  professors  of  sociology,  ethics,  or  phi- 
losophy, and  two  are  lawyers. 

Robert  G.  Twycross,  D.M.,  MCRP,  is  from 
Oxford,  England.  His  sole  contribution  is  the 
recommendation  that  if  physicians  gave  cancer 
patients  enough  pain  medication  at  regular  in- 
tervals rather  than  pm,  there  would  be  fewer 
requests  and  less  need  for  euthanasia.  Two  testi- 
monials support  his  thesis.  He  also  recounts 
two  incidents  in  which  patients  had  hinted  they 
desired  death,  but  when  confronted  with  the 
issue  and  after  receiving  help  with  their  family 
problems,  they  no  longer  desired  it.  His  con- 
clusion follows: 

“To  pursue  legislation  to  allow  voluntary 
euthanasia  would  be  unwise  when  much  of 
the  supporting  evidence  derives  from  in- 
stances in  which  pain  or  other  symptoms 
have  been  inadequately  controlled  and  from 
the  use  of  inappropriate  treatments.  More- 
over, it  is  clear  that  society  is  far  from  uani- 
mous  on  this  issue,  and  to  press  forward  with 
what  can  only  be  described  as  a divisive 
measure  would  inflict  a severe  strain  upon 
the  community.” 

Dr.  Twycross  adds  that  the  Voluntary  Eutha- 
nasia Society  of  Britain  instigated  bills  legalizing 
euthanasia  only  twice  in  its  40-year  history,  in 
1936  and  1939;  both  bills  were  defeated.  While 


we  agree  with  the  doctor  that  regular  adequate 
pain  medication  is  a boon  to  the  patients,  as 
well  as  the  nurses  and  physicians,  it  is  difficult 
to  believe  that  this  solves  even  the  problems  of 
cancer  patients  for  whom  euthanasia  is  re- 
quested. His  reasoning  that  we  should  not  seek 
corrective  legislation  because  “society  is  far  from 
unanimous  on  the  issue,”  I find  hard  to  believe. 

The  other  physician,  Bruce  L.  Danto,  M.D., 
Director  of  the  Suicide  Prevention  and  Drug 
Information  Center  of  the  Detroit  Psvchiatric 

J 

Institute,  reviews  literature  on  cancer  patients 
who  committed  suicide.  He  found  psychiatric 
problems  to  be  more  prevalent  in  younger  pa- 
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tients.  He  discusses  methods  of  suicide  and  sites 
of  cancer,  and  he  recommends  methods  to  pre- 
vent suicide,  such  as  closer  contact  with  family 
and  physician.  He  has  counseled  dying  patients 
that  they  should  not  commit  suicide  because  it 
deprived  their  loved  ones  of  an  opportunity  to 
achieve  a sense  of  purpose  and  imposed  on  their 
loved  ones  the  penalty  of  guilt  feelings.  I’m 
sorry,  but  I believe  that  that  is  their  own  hang- 
up. Family  members  need  sympathy  and  under- 
standing after  a patient’s  suicide,  but  the  pa- 
tient should  not  have  to  suflFer  physically  so 
family  and  friends  won’t  have  to  suflFer  emotion- 
ally. 

Lenore  J.  Weitzman,  Ph.D.,  reviews  examples 
of  “social  suicide,”  histories  of  wives  whose  hus- 
bands had  disappeared  feigning  suicide  and  then 
received  notification  from  insurance  companies 
that  their  husbands  were  alive  elsewhere.  Frank 
H.  Marsh,  Ph.D.,  D.J.,  discusses  legal  implica- 
tions of  instituting  “the  Living  Will,”  and  Albin 
Eser,  M.C.J.,  reviews  the  history  of  capital  pun- 
ishment, suicide,  abortion,  and  euthanasia.  The 
other  three  authors  engage  in  splitting,  lumping, 
and  defining. 

For  the  most  part,  the  book  reads  like  a text- 
book in  logic  or  philosophy,  being  sure  to  debate 
both  sides  of  the  issue  and  leaving  the  reader  in 
doubt  as  to  which  side  each  author  is  on  (with 
the  exception  of  Dr.  Twycross).  However,  the 
senior  author  does  fulfill  his  intent,  “discussion 
will  certainly  be  preferable  to  silence,  as  light 
is  over  darkness.” 

The  book  is  short  enough  to  be  read  in  a day 
and  relatively  inexpensive.  However,  I would 
recommend  that  the  practicing  physician  spend 
the  money  to  see  Richard  Dreyfus  in  “Whose 
Life  Is  It  Anyway?”  Besides  excellent  photog- 
raphy and  acting,  the  film  more  pertinently  ad- 
dresses the  subject  which  the  title  of  this  book 
only  promises. 

William  Thomas  Hall,  M.D. 

NEW  DIRECTIONS  IN  ARTHRITIS  THERAPY,  San- 
ford H.  Roth,  M.D.,  PSG  Publishing  Co.,  Littleton, 
Massachusetts,  1980.  210  pp.  Price  $20.00. 


Aside  from  isolated  advances  in  therapy  such 
as  cimetidine  (Tagamet,  Smith  Kline  and 
French)  no  one  area  of  pharmacology  is  develop- 
ing as  rapidly  as  the  antiinflammatory  agents. 
Since  ibuprofen  (Motrin,  Upjohn)  became  avail- 
able in  this  country  in  the  early  70s,  six  addi- 
tional nonsteroidal  antiinflammatory  drugs 
(NSAID)  have  been  marketed  and  three  more 
are  expected  to  be  approved  by  the  FDA  later 
this  year.  Of  course,  there  are  even  more  avail- 
able in  Canada  and  Europe.  These  drugs  rep- 
resent several  distinctive  molecular  structures, 
with  varying  pharmacokinetics,  potential  for 
toxicity,  and  increasingly  selective  antiinflam- 
matory action.  Yet  the  NSAIDs  represent  only 
one  level  of  therapy  in  the  treatment  of  arthritis 
and  inflammatory  disease  in  general.  There  are 
the  more  time-honored  agents:  salicylates,  indo- 
cin,  phenylbutazane;  the  slow-acting  remittive 
agents  used  in  rheumatoid  arthritis:  gold  salts, 
D-penicillamine,  antimalarials  (Plaquenil)  and 
levamisole;  corticosteroids  and  other  immuno- 
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DIAGNOSIS  AND  TREATMENT  OF  INFECTIONS 
OF  THE  URINARY  TRACT 


William  J.  Holloway,  M.D. 


Infections  of  the  urinary  tract  are  second  only 
to  respiratory  tract  infections  as  a reason  for  visits 
to  physicians’  offices  and  are  the  most  common 
cause  of  hospital-acquired  infection.  As  the 
clinician  must  use  a different  approach  in  manag- 
ing inpatient  and  outpatient  urinary  infections, 
this  discussion  will  consider  these  problems  separ- 
ately. 

Urinary  Tract  Infections  in  Outpatients 

Acute  Urinary  Tract  Infections 

Acute  infections  of  the  lower  urinary  tract  are 
more  common  in  female  patients,  except  in  in- 
fants and  the  elderly  in  whom  the  incidence  in 
males  is  similar  to  that  in  the  female.  Approxi- 
mately 2%  of  preschool  girls  will  experience  symp- 
tomatic urinary  infection,  but  after  six  years  of 
age  there  is  a decrease  in  urinary  tract  infection 
in  females  which  continues  until  the  midteens. 1,2 
Then  with  the  onset  of  sexual  activity  there  is 
again  an  increase  in  urinary  infection  in  women 
which  persists  into  old  age.  Approximately  12% 
of  women  over  the  age  of  65  have  intermittent 
bacteriuria,  which  is  frequently  asymptomatic 
and  may  not  require  treatment.3 

Acute  urinary  tract  infection  in  the  male  is  an 
indication  for  further  urologic  evaluation,  since 
this  frequently  indicates  anatomic  or  metabolic 
(eg,  diabetes  mellitus)  abnormality.  Obstructive 
uropathy  from  prostatic  enlargement  is  the  most 
common  cause  of  urinary  infection  in  older  males. 

Since  not  all  female  patients  are  susceptible  to 
infection  of  the  lower  urinary  tract,  attempts  have 
been  made  to  identify  factors  that  promote  this 
type  of  infection.  Sexual  activity,  perineal  and 
vaginal  colonization  with  coliform  bacteria, 
changes  in  fecal  flora,  and  even  constipation  have 
been  implicated  factors  related  to  lower  urinary 

Dr.  Holloway  is  Chief,  Infectious  Disease  Section,  Department 
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infection  in  females.4  Certain  strains  of  coliform 
bacilli  have  an  affinity  for  epithelial  cells  and 
may  have  an  inherent  propensity  for  producing 
urinary  tract  infections.  Recent  studies  suggest 
that  in  some  women  urethral  epithelial  cells  are 
more  susceptible  to  bacterial  adherence,  thus  en- 
hancing urethral  colonization  and  infection.5,6 

Female  patients  with  lower  urinary  tract  in- 
fection usually  present  with  urgency,  frequency, 
and  dysuria.  Gross  hematuria  is  common  and 
strangury  is  also  frequently  part  of  the  clinical 
picture.  While  these  symptoms  may  indicate 
acute  infection  of  the  bladder,  they  also  occur  in 
patients  with  acute  colitis,  irritable  bowel  syn- 
drome, vaginitis,  and  the  “urethral  syndrome.”7 
It  is,  therefore,  necessary  to  identify  bacteria  in 
the  urine  before  initiating  therapy. 

Unfortunately,  many  women  are  treated  re- 
peatedly with  antibacterial  agents  without  sub- 
stantiation of  bacteriuria.  Microscopic  exami- 
nation of  the  urine  is  usually  adequate  for 
diagnosis,  though  occasionally  a culture  may  be 
necessary.8  Bacteria  can  be  easily  recognized  on 
microscopic  examination  of  unstained  urine,  but 
the  use  of  Gram  stain  or  methylene  blue  will 
provide  valuable  information  as  to  the  morphol- 
ogy of  the  infecting  organism.  A carefully  col- 
lected, midstream  specimen  is  usually  adequate 
in  female  patients,  if  the  microscopist  is  aware 
that  vaginal  epithelial  cells  and  multiple  bacterial 
types  usually  indicate  a contaminated  specimen. 
About  10%  of  female  patients  are  unable  to  collect 
a reliable  clean  caught  specimen  and  should  have 
urethral  catheterization,  which  is  a relatively  in- 
nocuous procedure  when  properly  performed. 
Urine  specimens  obtained  for  culture  should  be 
refrigerated  until  they  are  plated  on  appropriate 
media. 

Table  1 lists  the  common  urinary  pathogens  in 
community-based  and  hospital-based  patients. 
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TABLE  1 

PATHOGENS  IN  URINARY  TRACT  INFECTION, 
COMMUNITY  AND  HOSPITAL-ACQUIRED 


indicate  that  single  dose  therapy  is  also  success- 
ful in  the  treatment  of  lower  tract  infection  ( see 
Table  2 for  suggested  doses).11-12 


Community  Patient 


Organism  % 

E.  coli  95 

Proteus  2 

Enterococcus  1 

Staphylococcus  1 

All  others  1 


Hospital  Patient 


Organism  % 

E.  coli  50 

Other  enterics  20 

Enterococcus  5 

Staphylococcus  5 

Pseudomonas  8 

Candida  7 

All  others  5 


The  enteric  bacteria  are  the  most  common  in 
both  groups;  hospital  infections  are  more  likely 
to  be  due  to  unusual  and  resistant  enteric  patho- 
gens. Staphylococcus  saprophyticus,  recognized 
as  a common  urinary  pathogen  in  the  United 
Kingdom  for  years,  has  recently  been  isolated 
from  young  female  patients  in  this  country.9 
Haemophilus  influenzae  also  is  being  more  often 
recognized  as  a pathogen  in  the  urinary  tract,10 
an  important  fact  since  it  will  not  grow  on  the 
media  used  for  routine  urine  culture. 

While  urine  Gram  stain  and  miniculture  tech- 
niques are  adequate  for  diagnosis  and  follow-up 
in  patients  with  acute  infections,  full  cultures 
with  susceptibility  testing  are  necessary  when 
there  is  chronic  or  recurrent  infection. 

The  soluble  sulfonamides  (eg,  sulfisoxazole ) 
are  drugs  of  choice  for  the  treatment  of  acute 
lower  tract  infection;  virtually  all  of  the  patho- 
gens which  cause  urinary  infection  in  outpatients 
are  sulfonamide-sensitive  and  these  drugs  are  re- 
latively safe  and  inexpensive.  For  patients  who 
are  allergic  to  the  sulfonamides,  ampicillin,  tetra- 
cycline, and  nitrofurantoin  are  satisfactory  alter- 
natives. Three  to  five  days  of  therapy  will  cure 
most  patients  with  acute  cystitis.  Recent  studies 


TABE  2 

RECOMMENDED  ANTIBIOTIC  DOSAGE  FOR 
SINGLE-DOSE  THERAPY,  LOWER 
URINARY  INFECTION 


Sulfisoxazole 

Trimethoprim 

sulfisoxazole 

Amoxicillin 

Doxycycline 


2 g. 
160 
800 

3 g. 
300  mg. 


Patients  who  fail  to  respond  to  therapy  in  24-48 
hours  should  have  a repeat  urine  Gram  stain.  If 
bacteria  are  present,  a urine  culture  and  suscep- 
tibility studies  should  be  done  so  that  appropriate 
adjustments  in  therapy  may  be  made.  Follow-up 
urine  Gram  stains  or  cultures  are  important  to 
identify  patients  with  upper  tract  disease  who 
might  not  respond  to  single  dose  or  short-term 
therapy. 

Patients  who  relapse  or  become  reinfected  soon 
after  therapy  should  be  studied  for  the  presence 
of  upper  tract  disease  or  anatomical  abnormality 
and  treated  with  appropriate  antibacterial  agents 
for  a longer  period  of  time,  two  to  six  weeks. 
Patients  who  have  frequent  recurrences  of  cyst- 
itis, usually  sexually  active  females,  should  be 
treated  as  outlined  in  the  section  on  recurrent 
lower  urinary  infection. 

Urethritis 

Isolated  bacterial  urethritis  other  than  that 
caused  by  gonococcus  has  been  thought  to  be  an 
unusual  entity  and  an  infrequent  cause  of  urinary 
symptoms.  Recent  evidence13  suggests  that  acute 
bacterial  urethritis  does  occur  without  cystitis 
and  responds  to  antibacterial  therapy.  How  often 
this  infection  progresses  to  bacterial  cystitis  is 
not  known,  but  it  probably  does  account  for  some 
cases  of  the  “urethral  syndrome,”  which  may  also 
be  caused  by  chlamydia,  myocplasma,  trichimo- 
nads,  and  Candida.  The  “urethral  syndrome” 
may  also  be  caused  by  noninfectious  factors  such 
as  an  allergic  sensitivity  to  soap,  and  may  often 
be  multifactorial  in  origin.7 

In  patients  with  recurrent  urethritis,  a culture 
for  bacterial  pathogens  and,  if  available,  for 
chlamydia  and  ureaplasma  (t-stain  mycoplasma) 
should  be  done.  If  a pathogen  is  not  identified, 
empiric  therapy  with  tetracycline  for  seven  to 
ten  days  will  frequently  cure  patients  with  the 
“urethral  syndrome.” 

Prostatitis 

While  acute  bacterial  infections  of  the  prostate 
do  occur,  the  variations  in  symptomatology,  inci- 
dence, and  response  to  treatment  have  a mystique 
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similar  to  that  of  the  urethral  syndrome  in  fe- 
males. The  term  “prostatosis”  has  been  coined 
to  identify  patients  with  vague  symptomatology 
and  clinical  course.  Bacterial  prostatitis  most 
often  complicates  bacterial  infection  of  the  uri- 
nary tract  and  the  infecting  organisms  are  the 
same.  An  occasional  patient  with  acute  bacterial 
prostatitis  will  have  negative  urine  cultures;  pros- 
tatic massage  may  be  necessary  to  obtain  infected 
material  for  microscopic  examination  and  culture. 
Staphylococcal  infection  of  the  prostrate  is  a 
rare  but  devastating  disease;  it  may  occur  spon- 
taneously, or  may  complicate  an  indwelling  blad- 
der catheter. 

Occasionally,  recurrent  urinary  tract  infection 
is  seeded  from  the  prostate.  To  identify  this 
situation,  it  may  be  necessary  to  carry  out  cul- 
tures using  the  technique  of  Stamey  in  which 
midstream  urine  cultures  are  obtained  before  and 
after  prostatic  massage.  A significant  increase  in 
colony  count  following  prostatic  massage  impli- 
cates the  prostrate  as  the  possible  source  of  infec- 
tion.14 

Antibacterial  therapy  of  prostatic  infections  is 
difficult  because  of  the  inability  of  most  antibac- 
terial agents  to  penetrate  into  prostatic  tissue.  At 
present,  trimethoprim-sulfamethoxizole  is  thought 
to  be  the  most  effective  agent  for  the  treatment 
of  prostatic  infection.  Trimethoprim  is  now  avail- 
able in  this  country  as  a single  agent  for  use  in 
sulfonamide-allergic  patients;  some  authorities 
feel  that  trimethoprim  alone  is  as  effective  against 
urinary  pathogens  as  the  combination.15  Erythro- 
mycin, doxycycline,  and  carbenicillin  have  also 
been  recommended  for  use  in  bacterial  infections 
of  the  prostate. 

Acute  Pyelonephritis 

Fever,  chills,  loin  pain,  abdominal  pain,  and 
vomiting  are  frequent  in  patients  with  acute  pye- 
lonephritis, but  the  absence  of  these  symptoms 
does  not  exclude  upper  tract  disease.16  Numerous 
techniques  have  been  used  to  differentiate  upper 
from  lower  tract  disease  (see  Table  3).  Detection 
of  antibody  coating  of  bacteria  by  the  fluorescent 
antibody  technique  was  reported  to  be  the  most 
promising  means  of  identifying  upper  tract  infec- 
tion in  females,  but  recent  trials  of  this  procedure 
have  been  discouraging.17 


Prompt  antibiotic  therapy  in  pyelonephritis  is 
important  to  prevent  the  septic  complications 
such  as  septicemia,  osteomyelitis,  intervertebral 
disc  space  infection,  and  endocarditis.  While 
oral  therapy  is  adequate  in  patients  who  are  not 
acutely  ill,  most  patients  should  receive  paren- 
teral therapy  at  the  outset  of  treatment.  Paren- 
teral ampicillin  (6-10  grams  q I.V.)  is  the  drug  of 
choice  for  acute  pyelonephritis  in  patients  coming 
from  the  community.  An  aminoglycoside  ( genta- 
micin, tobramycin  or  amikacin ) should  be  added 
to  critically  ill  patients  and  in  those  with  recent 
hospital  exposure.  Changes  in  therapy  will  be 
dictated  by  the  clinical  course  of  the  patient  and 
the  results  of  culture  and  in  vitro  susceptibility 
testing.  Antibacterial  therapy  should  be  con- 
tinued for  approximately  two  weeks  with  oral 
therapy  being  substituted  for  parenteral  once  the 
patient’s  clinical  condition  persists.  Evaluation 
for  underlying  pathology  and  careful  follow-up 
are  essential  to  proper  therapy. 

Chronic  or  Recurrent  Urinary  Infections 

Recurrent  Urinary  Infection  in  Sexually 
Active  Patients 

Recurrent  lower  urinary  tract  infection  in  sexu- 
ally active  female  patients  is  a common  problem 
for  the  practicing  physician.  Patients  identified 
as  having  recurrent  infection  should  be  evaluated 
for  anatomical  abnormalities  or  underlying  dis- 
ease (eg,  diabetes).  After  the  causative  organ- 
ism and  its  susceptibility  pattern  are  identified, 
the  patient  should  receive  an  effective  agent  for 
seven  to  ten  days,  and  then  be  started  on  one  of 
the  regimens  listed  in  Table  4. 

While  it  is  agreed  that  long-term  suppressive 

TABLE  3 

DIFFERENTIATION  OF  UPPER  AND  LOWER 
URINARY  TRACT  INFECTION 

1.  Clinical  presentation 

2.  Urine  Microscopy  (casts,  glitter  cells,  etc.) 

3.  Urine  concentrating  ability 

4.  Radiologic  studies 

5.  Urinary  enzymes 

6.  Specific  serum  antibodies 

7.  Bladder  washout  techniques 

8.  Eradication  of  bacteriuria  by  single-dose 

antibiotic 

9.  Antibody  coating  of  bacteria 
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therapy  interrupts  recurrent  urinary  tract  infec- 
tions in  a significant  number  of  patients,  the 
mechanism  is  not  known.  It  is  thought  that  tri- 
methoprim-sulfamethoxizole  suppresses  the  intes- 
tinal, vaginal,  and  perineal  microflora,  but  this 
explanation  does  not  apply  to  methenamine  man- 
delate  which  may  also  be  effective  since  the  ac- 
tive ingredient  of  methenamine  mandelate,  for- 
maldehyde, appears  only  in  the  kidney  and  blad- 
der. 

Recurrent  Infection  in  Patients  with 
Anatomical  Abnormalities 

Patients  with  obstructive  uropathy,  renal  cal- 
culi, or  indwelling  bladder  catheters  frequently 
have  persistent  bacteriuria  and  are  subject  to 
episodes  of  sepsis  of  urinary  origin.  Attempts 
to  prevent  bacteriuria  in  such  patients  by  long- 
term antibacterial  therapy  have  been  unsuccess- 
ful because  of  colonization  with  resistant  organ- 
isms. Patients  in  whom  surgical  repair  of  ob- 
struction or  incontinence  is  not  feasible,  should 
not  be  given  continuous  therapy  but  should  be 
given  antibacterial  coverage  during  urinary  tract 
manipulations  such  as  catheter  change,  trans- 
urethral resection,  etc. 

Asymptomatic  Bacteriuria 

Pregnant  women  with  documented  asympto- 
matic bacteriuria  should  be  treated  with  an  effec- 
tive antibacterial  agent  because  of  the  propensity 
for  prematurity  and  other  perinatal  problems 
associated  with  bacteruria.  Sulfanilamides  are 
used  in  the  first  two  trimesters  of  pregnancy, 
ampicillin  in  the  third  trimester. 

Asymptomatic  bacteriuria  in  women  over  the 
age  of  65  is  extremely  frequent,  probably  as  a 

TABLE  4 

MANAGEMENT  OF  RECURRENT  URINARY 
INFECTION  IN  FEMALES 

1.  Sterile  urine  with  appropriate  antibacterial 

agent. 

2.  Initiate  long-term  suppressive  therapy  with: 

a.  Methenamine  mandelate,  4 x day 

or 

b.  Every  other  night  bedtime  dosing  with 
ampicillin,  nitrofurantoin,  cephalexin, 
doxycycline,  or  trimethoprim-sulfa- 
methoxazole 


result  of  anatomical  changes  in  the  perineum, 
urethra,  and  bladder.  It  is  frequently  impossible 
to  eradicate  the  bacteriuria  in  these  patients,  but 
as  there  is  no  evidence  that  renal  impairment  or 
other  long-term  sequelae  result,  therapy  is  prob- 
ably not  necessary.10  Younger  women  with 
asymptomatic  bacteriuria  should  be  treated. 

Urinary  Tract  Infections  in  Hospital  Patients 

Infections  of  the  urinary  tract,  which  com- 
prise the  majority  of  hospital-acquired  infections, 
usually  result  from  the  use  and  abuse  of  the  in- 
dwelling bladder  catheter.  With  proper  tech- 
nique and  a closed  drainage  system,  many  pa- 
tients with  catheters  do  not  become  infected 
until  the  tenth  day.  The  infecting  organisms  in 
hospital  patients  are  somewhat  different  than 
in  the  outpatient  population  (see  Table  1);  it  is 
impossible  to  predict  the  pathogen  in  these  pa- 
tients. 

Proper  initial  antibiotic  selection  requires  Gram 
stain.  If  Gram  stain  reveals  a Gram-negative  rod, 
an  aminoglycoside  antibiotic  such  as  amikacin  is 
the  initial  agent  of  choice.  If  the  Gram  stain  re- 
veals a Gram-positive  coccus,  enterococcus  is  the 
most  likely  pathogen  and  ampicillin  is  the  drug  of 
choice.  Occasionally,  a staphylococcus  will  be 
identified,  then  a penicillinase-resistant  penicillin 
or  cephalosporin  should  be  given.  Changes  in 
therapy  will  be  dictated  by  subsequent  culture 
and  susceptibility  reports. 

Indwelling  bladder  catheters  should  never  be 
placed  only  for  convenience  and  should  receive 
meticulous  care  when  used.  Irrigation  of  the 
bladder  with  antibiotic  solutions  by  means  of  a 
three-way  lumen  catheter  does  not  appear  to 
lower  the  incidence  of  urinary  infection  but  may 
result  in  infection  with  multiple-resistant  organ- 
isms.18 

Summary 

Proper  management  of  urinary  tract  infections 
requires  an  understanding  of  the  clinical  and 
laboratory  parameters  essential  to  accurate  diag- 
nosis. Foremost  among  these  is  the  confirmation 
of  bacteriuria;  guidelines  to  treatment  are  well 
established  once  this  is  documented. 
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EPIDEMIOLOGY,  MICROBIOLOGY,  AND 
IMMUNOLOGY  OF  PNEUMOCOCCAL  INFECTIONS 


Gerald  Schiffman,  Pii.D. 


Not  all  of  the  83  pneumococcal  types  known 
are  equally  invasive.  Studies  conducted  over 
the  past  four  decades  provide  the  data  for  the 
composition  of  the  present  pneumococcal  vac- 
cine.114 Continued  surveillance  of  pneumococcal 
types  causing  disease  is  currently  being  per- 
formed under  the  aegis  of  the  World  Health  Or- 
ganization in  the  laboratories  of  Dr.  Robert  Aus- 
trian at  the  University  of  Pennsylvania  and  Dr. 
Jorgen  Henrichsen  in  Denmark  at  Staten  Serum 
Institute.  At  the  Center  for  Disease  Control, 
Dr.  Richard  R.  Facklam  has  also  been  identifying 
pneumococcal  etiologic  agents.  A current  report 
of  epidemiology  has  been  presented  recently.15 

Based  on  the  results  of  serotypes  which  cause 
disease  but  which  are  not  in  the  present  vaccine, 
immunogenicity  studies  of  vaccines  containing 
eight  serotypes  5,  10A,  11A,  15B,  17F,  19A,  20, 
and  22F,  in  addition  to  the  present  14,  are  pres- 
ently being  conducted.  Studies  already  com- 
pleted indicate  that  the  present  composition  of 
14  types  can  be  expanded  to  include  pneumo- 
coccal type  5 without  impairing  the  immune  re- 
sponse to  the  other  14  pneumococcal  types.  Al- 
though type  5 is  a relatively  infrequent  cause  of 
infection  in  the  United  States,  it  is  a significant 
cause  of  illness  in  other  parts  of  the  world,  in- 
cluding Africa. 

The  relationship  of  pneumococcal  types  within 
subgroups  has  demonstrated  a nonreciprocal 
cross-reactivity  among  members  of  a pneumo- 
coccal family.16  A recent  study  conducted  in 
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collaboration  with  the  Bureau  of  Biologies  shows 
that  immunization  with  9N,  the  present  compon- 
ent of  the  vaccine,  is  inadequate  to  give  rise  to 
cross-reactive  antibodies  to  the  other  members  of 
the  type  9 family,  namely  9V,  9A,  and  9N.17 
Immunization  with  three  of  the  types  produced 
antibody  response  deemed  adequate  for  protec- 
tion against  all  type  9 infections;  however,  im- 
munization with  19F  does  not  adequately  pro- 
tect against  19A,  a very  common  cause  of  infec- 
tion. 

The  reasons  for  the  different  invasive  poten- 
tial of  capsular  types  is  not  known.  A study  con- 
ducted in  collaboration  with  Dr.  Judith  Knecht 
and  Dr.  Robert  Austrian  with  types  3 and  37  a 
number  of  years  ago  shows  that  the  two  organ- 
isms, both  of  which  are  highly  encapsulated  with 
a polysaccharide  of  relatively  simple  structure, 
differ  very  widely  in  virulence.18  In  the  rodent, 
three  to  30  of  organisms  type  3 were  required 
to  kill  50%  of  the  white  rats  tested,  whereas  seven 
million  to  70  million  type  37  were  required  to 
produce  the  same  result.  What  has  been  estab- 
lished in  animal  models  is  that  protection  against 
infection  is  directly  related  to  antibody  levels 
in  the  recipient.  There  has  been  no  evidence  to 
indicate  the  involvement  of  the  cell  mediated  limb 
of  the  immune  system;  ie,  only  antibody  and  not 
sensitized  cells  are  involved  in  protection.  To  be 
sure,  antibody  even  in  the  presence  of  adequate 
amounts  of  complement,  will  not  kill  pneumo- 
cocci, but  in  the  presence  of  antibody,  phagocy- 
tosis is  greatly  enhanced.  A corollary  of  this  is 
that  all  other  factors  being  equal,  the  higher  the 
antibody  level,  the  greater  the  ability  to  prevent 
infection. 
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With  the  present  state  of  our  knowledge,  the 
vaccine  produces  antibody,  and  to  the  best  of 
our  knowledge,  all  antibody  produced  to  the 
vaccine  is  equally  protective.  Studies  conducted 
in  my  laboratory  showed  that  antibody  produced 
in  response  to  immunization  with  capsular  poly- 
saccharide resulted  in  7S  (IgG)  and  19S  (IgM) 
antibodies.  When  these  isotypes  were  separated 
by  gel  filtration  and  tested  for  their  ability  to 
protect  against  a lethal  challenge  of  pneumo- 
cocci in  the  murine  model,  it  was  found  that 
IgG  and  IgM  were  equally  protective  when 
equal  quantities,  as  measured  by  radioimmuno- 
assay, were  passively  administered  in  the  mouse 
protection  test.19  These  results  are  important 
because  they  indicate  that  total  binding  of  anti- 
body to  antigen  as  measured  by  RIA  is  directly 
related  to  protection.  Methods  which  are  more 
sensitive  to  one  isotype  or  another,  eg,  passive 
hemagglutination,  correlate  positively  with  pro- 
tection, but  the  values  obtained  cannot  be  used 
to  determine  a protective  level  of  antibody.  As 
the  same  endpoint  can  be  achieved  by  a small 
amount  of  IgM  as  well  as  by  a large  amount  of 
IgG,  I would  like  to  stress  the  concept  of  a pro- 
tective level  of  antibody. 

During  the  past  five  years,  33  sera  have  been 
available  for  analysis  from  individuals  who  sub- 
sequently were  infected  with  a pneumococcus 
which  was  typed.  Of  these  33,  32  had  antibody 
levels  of  300  ng  antibody  N/ml  (AbN/ml)  or 
less.  The  types  involved  in  the  infections  were 
3,  4,  6A,  6B,  7F,  8,  14,  18C,  19F,  22,  and  23F. 
As  a result  of  these  data,  it  has  been  postulated 
that  300  ng  Ab  N/ml  is  sufficient  for  protection,20 
but  the  figure  of  300  ng  is  a working  hypothesis 
and  not  a final  figure.  In  the  past  we  have 
estimated  protective  levels  as  being  between  200 
and  300  ng  Ab  N/ml.21'25 

Three  caveats  must  be  applied  to  the  concept 
of  a minimum  protective  level  of  antibody:  1) 
As  already  mentioned,  other  host  defense  mecha- 
nisms such  as  complement  and  phagocytic  cells 
must  be  adequate.  2)  For  each  serotype  there 
may  be  a protective  value  which  is  greater  or  less 
than  300  ng.  Until  additional  data  are  available 
for  each  of  the  serotypes,  300  ng  is  the  closest 
approximation.  3)  Antibody  made  as  a result  of 
immunization  with  the  pneumococcal  vaccina- 


tion is  more  protective  than  antibody  present 
before  vaccination.  Antibody  level  pre-vaccina- 
tion is  a result  of  many  factors:  cross-reactions 
with  normal  flora,  residual  antibody  as  a result 
of  subclinical  infections,  etc.  Whatever  the 
origin  of  this  antibody,  it  is  clear  that  binding 
unit  for  binding  unit  ( measured  by  radioimmuno- 
assay ) or  weight  for  weight  ( measured  by  quan- 
titative precipitin),  antibody  existing  before  im- 
munization is  less  efficient  in  protecting  against 
infection  compared  to  postimmunization  antibody 
in  the  murine  model  in  which  it  has  been  shown 
that  the  higher  the  antibody  response,  the  more 
efficient  the  antibody  in  protecting  mice  against 
a lethal  challenge.26  Since  the  preimmunization 
antibody  was  poorly  protective,  these  results  can 
be  interpreted  to  mean  that  the  higher  the  anti- 
body level  after  immunization,  the  less  dilution 
there  is  from  the  poorer  protective  antibody. 

A two-fold  rise  in  antibody  has  been  considered 
a positive  response  to  pneumococcal  vaccine.  This 
criterion  is  insufficient  since  two-fold  rises  with 
a very  low  preimmunization  level  may  not  result 
in  protective  levels  of  antibody.27  Correlations 
of  positive  serological  responses  with  opsoniza- 
tion have  clearly  shown  a strong  positive  correla- 
tion with  type  3.28'31  The  points  of  nonagree- 
ment between  opsonization  and  radioimmuno- 
assay (RIA)  have  to  be  investigated,  but  what 
must  be  emphasized  is  that  the  vast  majority 
of  determinations  show  a positive  correlation. 
Opsonization  methodology  is  not  comparable  in 
sensitivity,  reproducibility,  or  specificity  to  RIA. 
Until  additional  studies  are  performed,  one 
should  not  assume  the  vaccines  will  not  be  pro- 
tected in  the  presence  of  300  or  more  ng  Ab 
N/ml. 

The  35  breakthroughs  which  have  been  re- 
ported were  analyzed  as  to  serotype  distribu- 
tion.32 The  finding  that  these  35  were  predomi- 
nantly vaccine  types  led  the  authors  to  conclude 
that  the  vaccine  was  ineffective  in  preventing 
pneumococcal  infections  in  high  risk  patients.  Not 
all  high  risk  patients  respond  with  an  antibody 
response  resulting  in  levels  above  300  ng  Ab 
N/ml.  Those  patients  who  do  respond,  be  they 
high  risk  or  not,  will  be  protected.  Those  indi- 
viduals who,  for  whatever  reason,  do  not  produce 
antibody  in  the  protective  region  will  be  suscep- 
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tible  to  infections  by  the  vaccine  types.  The  vac- 
cine components  were  chosen  because  they  are 
the  most  invasive,  ie,  the  common  types  which 
cause  infection.  Clearly,  if  an  individual  is  not 
protected,  these  are  the  types  which  will  cause 
infection. 


The  question  of  efficacy  of  the  pneumococcal 
vaccine  in  high-risk  groups  has  recently  been 
raised.33  The  authors  contend  the  vaccine  should 
be  withheld  until  better  proof  is  obtained  that 
infections  have  been  decreased  in  vaccinees  com- 
pared to  controls.  Although  such  information  is 
highly  desirable,  in  my  opinion,  to  withhold  the 
vaccine  while  awaiting  proof  would  deprive  pa- 
tients of  the  benefits  of  increased  antibody  levels 
and  the  protection  derived  therefrom. 
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suppressive  or  cytotoxic  agents.  Most  of  these 
are  surveyed  in  this  monograph. 

I felt  there  were  several  drawbacks  to  this 
review.  Colchicine  was  not  discussed  despite 
its  continued  importance  in  the  management  of 
crystal-induced  synovites  as  well  as  other  in- 
flammatory states.  Some  of  the  newer  non- 
steroidal agents  are  not  mentioned  or  are  covered 
very  superficially.  Immunosuppressive  and  cy- 
totoxic agents  as  they  pertain  to  arthritis  were 
not  discussed.  Other  experimental  modes  of 
arthritis  therapy  such  as  lymph  plasmaphoresis, 
new  penicillamine  like  drugs,  etc.  are  not  re- 
viewed. Finally,  I felt  it  would  have  been  ap- 
propriate in  a volume  such  as  this  to  review 
unscientific  “fad”  arthritis  treatments  such  as 
diets,  DMSO,  copper  bracelets,  and  so  on. 

This  book  provides  a reference  for  physicians 
unfamiliar  with  these  agents.  It  is  inadequate 
for  the  specialist  and  adds  nothing  to  reviews 
in  existing  current  textbooks  of  rheumatology. 

James  H.  Newman,  M.D. 


PRACTICAL  CLINICAL  PSYCHOPHARMACOLOGY, 
2nd  Edition,  edited  by  William  S.  Appleton,  M.D., 
and  John  M.  Davis,  M.D.,  Williams  and  Wilkins 
Company,  Baltimore,  1980.  168  pp.  Illus.  Price 
$14.95.  Paperback. 

This  book  is  an  attempt  to  bring  a greater 
degree  of  sense  and  reason  to  the  prescription 
of  psychoactive  drugs.  The  authors  explore  the 
pharmacology  and  rational  use  of  all  currently 
available  antipsychotic  drugs,  antianxiety  agents, 
and  drugs  for  affective  disorders.  Descriptions 
of  each  class  of  these  drugs  begin  with  the  need 
to  define  the  disease  process  as  accurately  as 
possible.  The  chapters  begin  with  a few  pages 
of  diagnostic  essentials  according  to  the  recently 
adopted  DSM-3  classifications.  Only  then  are 
the  drugs  discussed.  The  authors  stress  the  need 
to  regard  psychoactive  agents  as  specific  drugs 


for  specific  disease  entities  rather  than  agents 
to  control  poorly  defined  symptoms  only. 

Discussions  of  the  drugs  are  complete  yet  very 
understandable.  Exhaustive  discussions  of  ex- 
perimental data  are  not  included  in  the  text, 
but  the  references  at  the  end  of  each  chapter  are 
extensive.  Adverse  effects  are  explained,  but  the 
authors  try  to  confer  confidence  in  prescribing 
psychotherapeutic  agents  by  giving  equal  weight 
to  their  record  of  safety  and  effectiveness.  The 
management  of  adverse  effects  is  explained,  and 
I was  surprised  to  find  that  many  of  these  are 
minor  or  transient  and  do  not  require  discon- 
tinuation of  the  drug. 

I found  this  book  quite  readable  in  a few  short 
settings.  I gained  an  improved  understanding 
of  many  commonly  prescribed  drugs  plus  a bit 
of  inspiration  to  more  closely  examine  the  indi- 
cations and  settings  for  which  they  are  used.  I 
would  recommend  this  book  to  all  physicians  who 
prescribe  psychoactive  agents  for  their  patients, 
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and  students  who  must  learn  the  proper  use  of 
these  drugs  before  they  are  turned  loose  with 

I the  power  of  the  prescription  pad. 

Lawrence  M.  Markman,  M.D. 
% % 

MEDICINE,  by  Mark  C.  Fishman,  M.D.,  Andrew 
R.  Hoffman,  M.D.,  Richard  D.  Klauser,  M.D.,  Stan- 
ley Rockson,  M.D.  and  Malcolm  S.  Thaler,  M.D., 
J.  B.  Lippincott  Company,  Philadelphia,  1981. 
452  pp.  Illus.  Price  $19.75.  Paperback. 

The  authors  are  all  clinicians  who  teach  medi- 
cal students  and  residents  at  Massachusetts  Gen- 
eral Hospital. 

This  is  not  just  another  textbook  of  medicine. 
What  they  have  put  together  has  neither  the 
organized  completeness  of  a textbook,  nor  the 
detailed  depth  of  a reference  book.  Instead, 
each  of  the  thirteen  chapters  discusses  one  of 
the  systems  of  the  body  in  a practical,  clinical 
way  to  integrate  basic  physiology  with  diagnos- 
tic evaluation  and  specific  details  of  therapy. 

This  book  is  pleasantly  readable  and  an  excel- 
lent review  for  the  busy  primary  care  physician. 
For  the  specialist  or  subspecialist,  aside  from  the 
one  chapter  in  his/her  own  field,  it  provides  an 
equally  worthwhile  overview. 

David  Platt,  M.D. 
MS 

CRANIOFACIAL  AND  UPPER  CERVICAL  ARTERIES, 
by  Pierre  L.  Lasjaunias,  M.D.,  Williams  and  Wil- 
kins Company,  Baltimore,  1981.  195  pp.  Illus. 
Price  $57.00. 

Recent  advances  in  super  selective  angiog- 
raphy and  interventional  neuroradiology  have 
made  the  study  of  the  vascular  anatomy  in  the 
cervical  and  cranial  area  essential.  This  is  a 
unique  book  which  looks  at  this  vascular  anat- 
omy. 

The  book  is  developed  into  seven  chapters: 
Introduction,  The  Internal  Maxillary  System, 
The  Pharyngo-occipital  System,  The  Upper  and 
Cervical  Vertebral  Column,  The  Cervical  Ar- 
teries, The  Musculocutaneous  Elements  of  the 
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Head  and  Mouth,  and  The  Transosseous  Peri- 
pheral Nervous  System  Arterial  Supply.  This 
flexible  text  sets  forth  an  approach  to  the  vascu- 
lar anatomy  stressing  flow  relationship  instead 
of  a static  structure.  Also,  arterial  territories 
are  defined  through  the  use  of  regional  blood 
supplies;  and  the  filling  of  arterial  pedicles  to 
specific  territories  are  analyzed  in  terms  of  their 
hemodynamc  balance.  Distinctive  descriptions 
of  arterial  anastomotic  pathways  in  hemody- 
namic balance  are  well  illustrated  in  sequential 
angiography. 

Through  the  use  of  this  book,  a cerebrovascu- 
lar surgeon  can  benefit  very  much  from  an 
understanding  of  the  collateral  circulation  of  the 
intracranial  arteries.  From  this  book,  a plastic 
surgeon  can  understand  how  to  turn  a skin  flap 
to  cover  a defect  in  another  part  of  the  head  or 
face.  Obviously  this  is  also  a top  reference  for 
interventional  neuroradiologists  because  the  au- 
thor himself  is  a world  renowed  neuroradiologist 
from  Hopitaux  de  Paris. 

Peter  S.  Huang,  M.D. 
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Special  Reports 


EXERCISE  AND  CORONARY  HEART  DISEASE 


Arthur  W.  Colbourn,  M.D. 


What  role  does  exercise  training  play  in  the 
prevention  of  coronary  heart  disease  and  in  the 
management  of  its  complications  once  the  disease 
becomes  clinically  manifest?  In  spite  of  what  has 
been  contradictory  and  inconclusive  evidence, 
popular  belief  remains  that  exercise  can  prevent 
the  development  of  coronary  heart  disease.  This 
report  will  attempt  to  review  the  current  main- 
stream of  thought  in  this  controversial  area. 

V.  F.  Froelicher,  in  Nanette  Wenger’s  recent 
monograph,  “Exercise  and  the  Heart,”  states:1 

The  magnitude  of  the  current  belief  in  the  health 
benefit  of  exercise  is  as  great  as,  or  greater  than, 
any  previous  belief  in  the  area  of  health.  It  prob- 
ably now  surpasses  such  myths  as  the  yearly 
checkup,  penicillin  for  colds,  and  the  infinite  wis- 
dom of  the  family  practitioner.  Americans  con- 
tinue to  join  the  expanding  majority  of  those 
trying  to  be  fit  and  trim.  Naturally,  there  has  to 
be  more  appeal  than  just  health.  It  is  now  a social 
phenomenon  strongly  influenced  by  a peer  pres- 
sure and  the  desire  to  alter  favorably  one’s  self- 
image  and  personal  attractiveness.  A shopping 
mall  now  may  have  five  or  six  stores  selling  a wide 
selection  of  running  shoes,  when  in  the  past  the 
serious  runner  had  to  mail-order  his  shoes  from  a 
limited  selection.  “Tennis,  everyone?”  is  more 
accurate  than  “Tennis,  anyone?”  and  thanks  to  an 
army  of  instructors,  some  people  are  even  learning 
to  play  tennis  well  enough  to  get  aerobic  exercise 
in  performing  this  difficult  sport.  The  exercise 
movement  is  happening  in  spite  of  its  many  walk- 
ing wounded,  “over-thirty  athlete  syndrome,”  and 
common  stories  of  a precipitous  demise  brought 
on  by  exercise.  Physicians  no  longer  have  to  con- 

Dr.  Colbourn  is  a cardiologist  practicing  in  Wilmington. 


vince  sedentary  patients  to  exercise  but  have  to 
learn  to  prescribe  this  wonderous  cure-all. 

I am  certain  this  paragraph  was  written  some- 
what tongue-in-cheek,  but  it  serves  to  emphasize 
what  has  become  a very  real  phenomenon  in 
present  society.  Most  physicians  recognize  that 
physical  fitness  and  good  health  are  not  neces- 
sarily one  and  the  same.  The  Arthur  Ashe  story 
has  made  this  fact  evident  to  the  general  public, 
as  well  as  have  recent  reports  impheating  coro- 
nary artery  disease  as  the  major  killer  of  con- 
ditioned runners  aged  40  and  over  who  die  sud- 
denly while  running.  It  has  become  evident  to 
all  that  superior  physical  fitness  and  even  mara- 
thon running  do  not  guarantee  protection  from 
the  development  of  coronary  artery  disease  or 
exercise-induced  sudden  death.  Conversely,  and 
fortunately  for  most  of  us,  the  opposite  also  ap- 
pears to  be  true:  the  lack  of  physical  fitness  does 
not  necessarily  make  one  unhealthy. 

The  question  of  exercise  and  coronary  heart 
disease  has  two  aspects.  The  first  aspect  deals 
with  primary  and  secondary  prevention.  Can 
regular  exercise  prevent  the  development  of  coro- 
nary disease,  and  can  exercise  arrest  the  pro- 
gression of  disease  once  it  is  subclinically  present 
in  the  asymptomatic  individual?  The  second  as- 
pect deals  with  tertiary  prevention  and  the  role 
of  cardiac  rehabilitation.  Can  regular  aerobic 
exercise  minimize  the  disability,  morbidity,  and 
mortality  of  coronary  artery  disease  once  it  is 
clinically  manifest? 
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Primary  and  Secondary  Prevention 

Can  regular  aerobic  exercise  prevent  the  de- 
velopment of  coronary  artery  disease?  Animal 
studies  have  demonstrated  increased  longevity  in 
chronically  exercised  rats,2  and  exercised  rhesus 
monkeys  eating  either  high  or  low  cholesterol 
diets  develop  less  coronary  atherosclerosis  than 
those  monkeys  who  do  not  exercise.3-4  Other 
morphologic  studies  in  rats  have  demonstrated 
that  exercise  produces  an  increase  in  coronary 
capillary  density,  reduces  the  size  of  experiment- 
ally-induced myocardial  infarction,  and  improves 
coronary  flow  in  response  to  chronic  hypoxia.  In 
humans,  hematologic  investigations  have  shown 
that  regular  exercise  augments  fibrinolysis  in 
proportion  to  the  increase  in  functional  capacity.6 
These  data  are  of  particular  interest  in  view  of 
the  renewed  interest  in  the  thrombogenic  theory 
of  atherosclerosis. 

Echocardiographic  studies  in  humans  and  ad- 
ditional pathologic  studies  in  animals  have  dem- 
onstrated that  chronic  exercise  favorably  alters 
cardiac  dimensions,  with  the  implication  that 
such  changes  may  allow  the  heart  to  better 
withstand  stress  and  possibly  even  myocardial 
infarction.  From  the  human  standpoint,  how- 
ever, the  major  studies  supporting  a beneficial 
effect  of  exercise  have  been  from  an  epidemio- 
logic view.  Generally,  there  has  been  a positive 
correlation  between  a vigorous  life  style  and  a 
decreased  risk  for  the  development  of  coronary 
artery  disease  in  various  groups  studied. 

The  most  publicized  studies  have  analyzed 
longshoremen  from  the  West  Coast  and  Harvard 
University  graduates.6-7  These  studies  suggest 
that  physical  inactivity  is  a risk  for  the  develop- 
ment of  coronary  artery  disease,  and  that  rela- 
tively moderate  but  regular  levels  of  activity  are 
sufficient  to  decrease  that  risk.  Interpretation 
of  epidemiologic  studies  has  been  hampered, 
however,  by  several  problems:  1)  the  question 
of  association  versus  etiology,  2)  the  question  of 
patient  selection  and  premorbid  work  transfers, 
3)  the  difficulty  of  quantifying  activity  level 
(what  does  a particular  job  actually  require  for 
a given  individual),  and  4)  the  always  difficult 
problem  of  accurately  diagnosing  coronary  artery 
disease. 


In  addition  to  the  previously  mentioned  labo- 
ratory animal  studies  and  human  epidemiology 
studies,  the  beneficial  effect  of  regular  exercise 
on  modification  of  the  major  coronary  risk  factors 
(hypercholesterolemia,  hypertension,  and  ciga- 
rette smoking)  is  a significant  consideration.  It 
is  generally  recognized  that  regular  physical  ac- 
tivity is  an  aid  to  cessation  of  smoking  and  to 
maintenance  of  ideal  body  weight.  Exercise  has 
also  been  shown  to  favorably  influence  the  con- 
trol of  hypertension,  carbohydrate  tolerance,  and 
serum  triglyceride  and  HDL  cholesterol  levels. 
Many  investigators  feel  that  the  real  benefit  of 
exercise  training  may  not  be  the  exercise  itself, 
but  rather  the  beneficial  effect  of  exercise  on 
these  cardinal  coronary  risk  factors.  Individuals 
who  jog  50  miles  weekly  generally  find  it  difficult 
also  to  maintain  a three  pack  per  day  smoking 
habit;  the  real  benefit  from  regular  exercise  may 
be  the  “halo  effect”  from  the  trappings  which  go 
along  with  an  active  life  style. 

A note  of  caution  should  be  added  regarding 
the  potential  for  harm  from  regular  physical 
exercise.  Much  publicity  has  been  given  to  the 
various  orthopedic  problems  resulting  from  pro- 
longed exercise  and  to  the  risk  of  heat  stroke 
during  the  summer  months.  Of  more  concern 
for  patients  with  coronary  artery  disease  is  the 
potential  risk  of  “sudden  death”  when  ischemic 
myocardium  is  confronted  with  a high  oxygen 
demand  from  strenuous  physical  activity.  Most 
myocardial  infarctions  do  not  occur  during 
periods  of  unusual  physical  exertion,  one  explana- 
tion being  that  coronary  patients  receive  “physi- 
ologic warnings”  which  allow  them  to  safely  limit 
their  activities.  If  these  same  high  risk  patients 
are  ill-advised  by  their  physicians  to  “go  out  and 
exercise,”  they  may  be  encouraged  to  ignore  these 
protective  warnings,  with  the  potential  for  a 
disastrous  result. 

Tertiary  Prevention 

The  second  major  issue  involves  the  role  of 
regular  aerobic  exercise  and  cardiac  rehabilita- 
tion in  the  tertiary  prevention  of  further  coronary 
artery  disease.  Can  regular  physical  activity  in 
any  way  have  a favorable  effect  on  minimizing 
the  disability,  morbidity,  and  mortality  resulting 
from  coronary  artery  disease?  Generally,  cardiac 
disease  must  be  advanced  before  patients  become 
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asymptomatic.  For  dyspnea  to  occur  from  a 
cardiac  basis,  severe  left  ventricular  dysfunction 
must  be  present.  Until  a vessel  becomes  50% 
occluded,  flow  through  the  coronary  circulation 
is  not  limited;  a patient  does  not  normally  be- 
come symptomatic  until  the  vessel  is  75%  oc- 
cluded. Mild  angina  does  not  imply  the  presence 
of  mild  coronary  artery  disease;  when  cardiac 
patients  become  symptomatic,  severe  cardiac  dis- 
ease is  present. 

The  myocardium  normally  extracts  70%  of 
the  oxygen  delivered  by  the  coronary  circula- 
tion, so  that  increased  myocardium  oxygen 
demand  must  be  met  by  increased  coro- 
nary blood  flow.  When  coronary  flow  is  inade- 
quate to  meet  demand,  the  resulting  imbalance 
leads  to  myocardial  ischemia.  Myocardial  is- 
chemia may  be  manifest  by  anginal  discomfort, 
ECG  abnormalities,  or  less  specifically  by  cardiac 
arrhythmias  or  evidence  of  ventricular  dysfunc- 
tion. The  major  determinants  of  myocardial 
oxygen  demand  are  heart  rate,  systolic  blood 
pressure,  and  myocardial  contractility.  Clinically, 
the  heart  rate  times  pressure  product  (double 
product),  or  even  heart  rate  alone,  reflects  well 
the  degree  of  stress  imposed  on  the  coronary 
circulation  by  exercise. 

Patients  with  coronary  artery  disease  develop 
angina  when  myocardial  oxygen  demand  exceeds 
that  which  can  be  supplied  by  a coronary  circu- 
lation limited  by  obstructive  lesions.  From  the 
traditional  viewpoint,  patients  with  angina  tend 
to  have  a relatively  stable  ischemic  threshold  as 
determined  by  a fixed  double  product.  Allowing 
for  variations  in  coronary  vasomotor  tone,  once 
this  double  product  is  reached  either  from  phy- 
sical exertion  or  emotional  stress,  anginal  discom- 
fort will  result. 

The  major  beneficial  effect  of  exercise  training 
is  to  alter  the  relationship  of  myocardial  oxygen 
demand  to  supply.  For  any  given  level  of  ex- 
ercise, physical  training  allows  for  a lowered 
heart  rate  and  systolic  blood  pressure  response 
and  thus  a lowered  double  product.  Coronary 
flow  is  not  increased  by  exercise  training,  but 
demand  for  coronary  flow  is  diminished.  Addi- 
tionally, the  bradycardic  effect  of  exercise  train- 
ing prolongs  the  time  for  coronary  perfusion 


which  is  a predominantly  diastolic  event.  By 
these  mechanisms,  physical  training  allows  coro- 
nary patients  to  exercise  longer  and  do  more  be- 
fore becoming  symptomatic.  The  hemodynamic 
effects  resulting  from  exercise  training  are  quite 
similar  to  those  resulting  from  beta-blocker  ther- 
apy; exercise  training  can  well  be  considered 
“nature’s  Inderal.” 

Regular  exercise  has  beneficial  psychological 
effects  for  all  individuals.  The  symptoms  of 
anxiety  and  depression  so  common  following  a 
myocardial  infarction  should  not  be  underes- 
timated, as  they  can  be  as  disabling  as  angina 
or  dyspnea.  Regular  aerobic  exercise  has  sig- 
nificant antidepressant  effects,  and  even  the 
“jogger’s  high”  appears  to  have  a firm  biochemi- 
cal basis,  ie,  endomorphin  release.  Exercise  pro- 
grams encourage  patients  to  take  individual  re- 
sponsibility for  their  own  care  and  destiny.  This 
sense  of  active  participation  can  help  significantly 
in  allaying  the  feelings  of  helplessness  and  de- 
pression so  commonly  present  following  myo- 
cardial infarction.  Exercise  training  can  be  effec- 
tive in  achieving  the  physiologic,  psychological, 
and  vocational  goals  of  cardiac  rehabilitation. 

Despite  the  many  benefits  ascribed  to  exercise 
training,  recent  studies  have  also  demonstrated 
well  what  physical  training  does  not  do.  Coronary 
angiography  studies  before  and  after  exercise 
training  programs  have  not  demonstrated  sig- 
nificant changes  in  atherosclerotic  lesions  or  col- 
lateral vessel  development.8  9 Those  patients  who 
develop  new  collaterals  appear  to  do  so  in  re- 
sponse to  progression  of  the  underlying  athero- 
sclerotic disease.  On  an  even  more  pessimistic 
note,  several  large  recent  randomized  studies 
have  failed  to  demonstrate  any  beneficial  effect 
of  exercise  training  on  morbidity  and  mortality 
following  myocardial  infarction.10*12 

Two  groups  of  patients  who  appear  to  most 
likely  benefit  from  cardiac  rehabilitation  are  those 
who  have  recently  sustained  a myocardial  infarc- 
tion and  those  who  are  recovering  following 
aorto-coronary  bypass  surgery.  Which  patients 
are  appropriate  for  referral  to  these  programs? 
Exercise  training  is  relatively  contraindicated  in 
patients  with  unstable  anginal  symptoms,  uncom- 
pensated congestive  heart  failure,  poorly  con- 
trolled cardiac  dysrhythmias,  or  other  ongoing 
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active  systemic  diseases.  Assuming  none  of 
these  contraindications  exist,  should  all  other 
patients  be  enrolled  in  cardiac  rehabilitation? 
This  is  the  practice  in  many  areas  of  the  country, 
and  undoubtedly  these  “cardiac  rehab  mills”  are 
responsible  for  much  of  the  adverse  publicity  sur- 
rounding cardiac  rehabilitation.  From  purely 
medical  and  cost  containment  standpoints,  the 
medically  uncomplicated  and  psychologically 
well-adjusted  post  M.I.  patient  would  not  likely 
benefit  significantly  from  a supervised  exercise 
program.  Those  patients  who  would  appear  to 
gain  significant  benefit  are:  individuals  who  re- 
main symptomatic  despite  optimal  medical  and/ 
or  surgical  therapy,  individuals  who  are  psycho- 
logically disabled  due  to  inappropriate  fear,  anx- 
iety, and  depression,  and  those  individuals  who 
need  the  positive  reinforcement  of  peer  pressure 
to  adequately  manage  other  major  coronary  risk 
factors. 

Summary 

Data  regarding  the  effect  of  exercise  training 
on  the  progression  of  coronary  atherosclerosis 
and  myocardial  ischemia,  athough  suggesting  a 
favorable  influence,  are  on  the  whole  contradic- 
tory and  inconclusive.  The  association  between 
physical  inactivity  and  the  atherosclerotic  process 
appears  to  be  quite  modest  in  comparison  to  the 
association  with  the  major  established  risk  factors 
such  as  hypercholesterolemia,  hypertension,  and 
cigarette  smoking.  For  the  general  public,  em- 
phasis for  the  prevention  of  atherosclerotic  coro- 


nary artery  disease  should  remain  on  these  well 
established  risk  factors  and  should  not  be  super- 
seded by  efforts  to  alter  the  physical  activity 
habits  of  our  patients. 

Cardiac  rehabilitation,  although  offering  many 
benefits,  can  not  be  advanced  with  the  intent 
that  it  will  somehow  alter  the  natural  history  of 
atherosclerotic  coronary  heart  disease.  Cardiac 
rehabilitation  rather  serves  as  a mechanism  to 
allow  coronary  patients  to  deal  more  effectively 
with  their  disease,  by  allowing  them  to  live  more 
active  and  symptom  free  lives. 
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Pierre  L.  LeRoy,  M.D.,  is  the  author  of  an  ar- 
ticle entitled  “Stimulation  of  the  Spinal  Neuraxis 
by  Biocompatible  Electrical  Current  in  the  Hu- 
man.” This  paper  representing  the  result  of  a 
five-year  retrospective  study  of  49  patients  im- 
planted with  spinal  cord  stimulation  systems  for 
alleviating  pain  was  originally  presented  as  a 
paper  to  the  Seminar  on  Spinal  Cord  Stimulation, 
which  was  held  in  New  York. 
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Henry  R.  Cowell,  M.D.,  Chief  Surgeon  of  the 
Alfred  I.  du  Pont  Institute  of  the  Nemours 
Foundation,  was  a guest  of  the  Brazilian  Foot 
Society  from  April  28-May  2 in  Petropolis,  Brazil, 
near  Rio  de  Janiero.  Dr.  Cowell,  an  interna- 
tionally recognized  authority  on  disorders  of  the 
foot,  spoke  on  tarsal  coalition,  treatment  of  ver- 
tical and  oblique  talus,  genetics  of  foot  disorders, 
and  the  relationship  of  club  foot  to  congenital 
annular  bands. 
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Rebecca  Jaffe,  M.D.,  a resident  in  the  Depart- 
ment of  Family  Practice,  Wilmington  Medical 
Center,  is  recipient  of  a 1982  Mead  Johnson 
Award  for  Graduate  Training,  established  by  the 
American  Academy  of  Family  Physicians.  The 
purpose  of  this  program  is  to  stimulate  interest 
in  Family  Practice  and  assist  young  physicians  in 
acquiring  an  additional  year  of  training. 
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Doug  Hawkins,  son  of  Forrest  G.  Hawkins, 
M.D.,  was  recently  “governor”  of  Delaware.  In 
its  13th  year,  Youth  in  Government  is  a part  of 
the  Y’s  Youth  Development  Program,  and  is  de- 
signed to  give  high  school  students  an  idea  of 
how  government  works.  The  program  culmi- 
nated the  weekend  of  April  23,  when  the  stu- 
dents went  to  Dover  and  for  three  days  enacted 
the  role  and  duties  of  elected  state  officials  as 
the  Delaware  Youth  Legislature.  Doug  Haw- 
kins, a member  of  the  Medical  Society  of  Del- 
aware sponsored  Medical  Explorer  Post,  plans  to 
become  a physician. 
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asymptomatic.  For  dyspnea  to  occur  from  a 
cardiac  basis,  severe  left  ventricular  dysfunction 
must  be  present.  Until  a vessel  becomes  50% 
occluded,  flow  through  the  coronary  circulation 
is  not  limited;  a patient  does  not  normally  be- 
come symptomatic  until  the  vessel  is  75%  oc- 
cluded. Mild  angina  does  not  imply  the  presence 
of  mild  coronary  artery  disease;  when  cardiac 
patients  become  symptomatic,  severe  cardiac  dis- 
ease is  present. 

The  myocardium  normally  extracts  70%  of 
the  oxygen  delivered  by  the  coronary  circula- 
tion, so  that  increased  myocardium  oxygen 
demand  must  be  met  by  increased  coro- 
nary blood  flow.  When  coronary  flow  is  inade- 
quate to  meet  demand,  the  resulting  imbalance 
leads  to  myocardial  ischemia.  Myocardial  is- 
chemia may  be  manifest  by  anginal  discomfort, 
ECG  abnormalities,  or  less  specifically  by  cardiac 
arrhythmias  or  evidence  of  ventricular  dysfunc- 
tion. The  major  determinants  of  myocardial 
oxygen  demand  are  heart  rate,  systolic  blood 
pressure,  and  myocardial  contractility.  Clinically, 
the  heart  rate  times  pressure  product  (double 
product),  or  even  heart  rate  alone,  reflects  well 
the  degree  of  stress  imposed  on  the  coronary 
circulation  by  exercise. 

Patients  with  coronary  artery  disease  develop 
angina  when  myocardial  oxygen  demand  exceeds 
that  which  can  be  supplied  by  a coronary  circu- 
lation limited  by  obstructive  lesions.  From  the 
traditional  viewpoint,  patients  with  angina  tend 
to  have  a relatively  stable  ischemic  threshold  as 
determined  by  a fixed  double  product.  Allowing 
for  variations  in  coronary  vasomotor  tone,  once 
this  double  product  is  reached  either  from  phy- 
sical exertion  or  emotional  stress,  anginal  discom- 
fort will  result. 

The  major  beneficial  effect  of  exercise  training 
is  to  alter  the  relationship  of  myocardial  oxygen 
demand  to  supply.  For  any  given  level  of  ex- 
ercise, physical  training  allows  for  a lowered 
heart  rate  and  systolic  blood  pressure  response 
and  thus  a lowered  double  product.  Coronary 
flow  is  not  increased  by  exercise  training,  but 
demand  for  coronary  flow  is  diminished.  Addi- 
tionally, the  bradycardic  effect  of  exercise  train- 
ing prolongs  the  time  for  coronary  perfusion 


which  is  a predominantly  diastolic  event.  By 
these  mechanisms,  physical  training  allows  coro- 
nary patients  to  exercise  longer  and  do  more  be- 
fore becoming  symptomatic.  The  hemodynamic 
effects  resulting  from  exercise  training  are  quite 
similar  to  those  resulting  from  beta-blocker  ther- 
apy; exercise  training  can  well  be  considered 
“nature’s  Inderal.” 

Regular  exercise  has  beneficial  psychological 
effects  for  all  individuals.  The  symptoms  of 
anxiety  and  depression  so  common  following  a 
myocardial  infarction  should  not  be  underes- 
timated, as  they  can  be  as  disabling  as  angina 
or  dyspnea.  Regular  aerobic  exercise  has  sig- 
nificant antidepressant  effects,  and  even  the 
“jogger’s  high”  appears  to  have  a firm  biochemi- 
cal basis,  ie,  endomorphin  release.  Exercise  pro- 
grams encourage  patients  to  take  individual  re- 
sponsibility for  their  own  care  and  destiny.  This 
sense  of  active  participation  can  help  significantly 
in  allaying  the  feelings  of  helplessness  and  de- 
pression so  commonly  present  following  myo- 
cardial infarction.  Exercise  training  can  be  effec- 
tive in  achieving  the  physiologic,  psychological, 
and  vocational  goals  of  cardiac  rehabilitation. 

Despite  the  many  benefits  ascribed  to  exercise 
training,  recent  studies  have  also  demonstrated 
well  what  physical  training  does  not  do.  Coronary 
angiography  studies  before  and  after  exercise 
training  programs  have  not  demonstrated  sig- 
nificant changes  in  atherosclerotic  lesions  or  col- 
lateral vessel  development.8  9 Those  patients  who 
develop  new  collaterals  appear  to  do  so  in  re- 
sponse to  progression  of  the  underlying  athero- 
sclerotic disease.  On  an  even  more  pessimistic 
note,  several  large  recent  randomized  studies 
have  failed  to  demonstrate  any  beneficial  effect 
of  exercise  training  on  morbidity  and  mortality 
following  myocardial  infarction.1012 

Two  groups  of  patients  who  appear  to  most 
likely  benefit  from  cardiac  rehabilitation  are  those 
who  have  recently  sustained  a myocardial  infarc- 
tion and  those  who  are  recovering  following 
aorto-coronary  bypass  surgery.  Which  patients 
are  appropriate  for  referral  to  these  programs? 
Exercise  training  is  relatively  contraindicated  in 
patients  with  unstable  anginal  symptoms,  uncom- 
pensated congestive  heart  failure,  poorly  con- 
trolled cardiac  dysrhythmias,  or  other  ongoing 
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active  systemic  diseases.  Assuming  none  of 
these  contraindications  exist,  should  all  other 
patients  be  enrolled  in  cardiac  rehabilitation? 
This  is  the  practice  in  many  areas  of  the  country, 
and  undoubtedly  these  “cardiac  rehab  mills”  are 
responsible  for  much  of  the  adverse  publicity  sur- 
rounding cardiac  rehabilitation.  From  purely 
medical  and  cost  containment  standpoints,  the 
medically  uncomplicated  and  psychologically 
well-adjusted  post  M.I.  patient  would  not  likely 
benefit  significantly  from  a supervised  exercise 
program.  Those  patients  who  would  appear  to 
gain  significant  benefit  are:  individuals  who  re- 
main symptomatic  despite  optimal  medical  and/ 
or  surgical  therapy,  individuals  who  are  psycho- 
logically disabled  due  to  inappropriate  fear,  anx- 
iety, and  depression,  and  those  individuals  who 
need  the  positive  reinforcement  of  peer  pressure 
to  adequately  manage  other  major  coronary  risk 
factors. 

Summary 

Data  regarding  the  effect  of  exercise  training 
on  the  progression  of  coronary  atherosclerosis 
and  myocardial  ischemia,  athough  suggesting  a 
favorable  influence,  are  on  the  whole  contradic- 
tory and  inconclusive.  The  association  between 
physical  inactivity  and  the  atherosclerotic  process 
appears  to  be  quite  modest  in  comparison  to  the 
association  with  the  major  established  risk  factors 
such  as  hypercholesterolemia,  hypertension,  and 
cigarette  smoking.  For  the  general  public,  em- 
phasis for  the  prevention  of  atherosclerotic  coro- 


nary artery  disease  should  remain  on  these  well 
established  risk  factors  and  should  not  be  super- 
seded by  efforts  to  alter  the  physical  activity 
habits  of  our  patients. 

Cardiac  rehabilitation,  although  offering  many 
benefits,  can  not  be  advanced  with  the  intent 
that  it  will  somehow  alter  the  natural  history  of 
atherosclerotic  coronary  heart  disease.  Cardiac 
rehabilitation  rather  serves  as  a mechanism  to 
allow  coronary  patients  to  deal  more  effectively 
with  their  disease,  by  allowing  them  to  live  more 
active  and  symptom  free  lives. 
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In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 


Bar  Harbor  The  Bar  Harbor  Medical  Symposium  entitled  CURRENT  CONCEPTS  IN  MEDI- 
Medical  CINE  AND  PATHOPHYSIOLOGY  will  be  held  August  1-4,  1982,  in  Bar  Harbor, 
Symposium  Maine.  Medical  Care  Development  certifies  that  this  activity  meets  the  criteria 
for  14  hours  of  AMA  Category  I credit.  This  program  has  been  reviewed  and 
is  acceptable  for  14  Prescribed  hours  by  the  AAFP.  Application  is  being  made 
for  AOA  credit.  Contact:  Gerald  Goold,  Medical  Care  Development,  11  Park- 
wood  Drive,  Augusta,  Maine  04330. 


Family  Medicine  The  Fourth  Annual  Family  Medicine  Update  on  NUTRITION:  PRIMARY 
Update  CARE  MANAGEMENT  will  be  held  September  12-15,  1982,  at  the  Black  Point 
Inn,  Prouts  Neck,  Maine.  This  conference  meets  the  criteria  for  17  hours  of 
AMA  Category  I credit.  This  program  has  been  reviewed  and  is  acceptable 
for  17  Prescribed  hours  by  the  AAFP.  Application  is  being  made  for  AOA  credit. 
Contact:  Gerald  Goold,  Medical  Care  Development,  11  Parkwood  Drive,  Augusta, 
Maine  04330. 
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Nutrition  and  The  National  Kidney  Foundation,  the  U.S.  Department  of  Health  and  Human 
Blood  Pressure  Services,  and  the  International  Life  Sciences  Institute  are  jointly  sponsoring  a 
Control  symposium  with  a dialogue  session,  entitled  “NUTRITION  AND  BLOOD  PRES- 
SURE CONTROL.”  The  purpose  of  this  meeting  is  to  review  the  most  recent 
information  on  the  effects  of  dietary  factors  on  high  blood  pressure,  explore 
current  and  future  areas  of  research  activities,  and  encourage  communication 
among  health  professionals,  biomedical  researchers,  government  agencies,  and 
members  of  the  food  industry.  The  symposium  will  be  held  at  the  Stouffer's 
National  Center  Hotel,  Arlington,  Virginia,  on  September  13-15,  1982.  Contact: 
International  Life  Sciences  Institute,  Suite  600,  900  17th  Street,  N.W.,  Wash- 
ington, D.C.  20006;  (202  ) 659-0074. 
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With  today’s  life  becoming  so  impersonal  and  being 
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we  insist  that  all  our  staff  members  be  friendly,  genuine 
people,  with  the  same  feelings  and  sensitivities  expe- 
rienced by  other  humans.  When  you  come  in  to  ask 
about  a home  mortgage  loan,  IRA,  Now  interest  check- 
ing, regular  checking,  savings  plans  or  any  high  rate 
fixed  term  certificate,  none  of  us  will  bite  you,  nor  will 
we  run  you  through  a data  processing  machine.  We’ll 
talk  with  you,  get  your  ideas,  give  you  a little  advice  if 
you  need  it,  smile  and  try  to  help  you  any  other  way 
we  can — because  we’re  all  human,  and  we  understand. 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 

PERSPECTIVE  ON  GOUT,  1982 


Gouty  arthritis  is  one  of  the  most  common 
types  of  arthritis.  It  is  easily  diagnosed  and  its 
recognition  is  important  because  specific  ther- 
apy is  available,  but  several  misconceptions  which 
can  interfere  with  early  diagnosis  remain. 

While  gout  can  be  suspected  by  the  clinical 
presentation,  such  as  podagra,  the  diagnosis  can 
only  be  proven  by  the  demonstration  of  uric 
acid  crystals  in  the  inflammatory  joint  fluid  when 
it  is  examined  under  compensated  polarizing 
microscope.  To  diagnose  gout  in  the  absence 
of  such  examination  is  to  risk  confusion  with 
other  look-alike  diagnoses,  such  as  pseudogout, 
psoriatic  arthritis,  septic  arthritis,  Reiter’s  syn- 
drome, and  palindromic  rheumatism.  The  im- 
portance of  making  the  distinction  between 
these  entities  is  obvious  when  considering  the 
differences  in  short  and  long-term  management. 

Uric  acid  determination  can  further  confuse 
the  picture.  While  most  patients  with  gout  are 
hyperuricemic  most  of  the  time,  some  of  the 
time  their  uric  acid  levels  will  fall  within  normal 
range.  More  often  than  not  this  occurs  during 
an  acute  gouty  attack.  Therefore,  acute  gout  is 
not  ruled  out  with  arthritis  with  a normal  serum 
uric  acid.  The  obverse  is  also  true;  hyperuri- 
cemia with  acute  arthritis  does  not  prove  gout, 
since  some  arthritic  states,  such  as  psoriatic  arth- 
ritis, are  also  associated  with  hyperuricemia. 
Many  patients  with  arthritis  have  concomitant 
renal  disease  or  are  on  diuretic  therapy  both  of 
which  raise  serum  uric  acid  levels. 

^Located  at  234  Philadelphia  Pike,  Wilmington,  Delaware  19809. 
Telephone  (302)  764*8254,  762-4942.  Delaware  physicians  outside 
the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599. 

Members  of  the  Medical  and  Scientific  Committee  are : Sharyn 
Baldwin,  R.N.;  Catherine  H.  Carpenito;  I.  Favel  Chavin,  M.D. ; 
Peggy  M.  Chavin,  R.N.;  Ronald  G.  Connolly,  M.D.;  Anthony  L. 
Cucuzzella,  M.D.;  Richard  D’Alonzo,  M.D. ; Naomi  Goldstein, 
OTR;  Ruth  Graham,  R.N. ; Russell  J.  Labowitz,  M.D. ; Edward  J. 
McConnell,  M.D.;  James  H.  Newman,  M.D.;  Wai  Wor  Phoon, 
M.D.;  Edward  F.  Quinn,  III,  M.D. ; John  R.  Smoluk,  M.D.; 
Nina  Steg,  M.D.;  Elizabeth  vonFrankenberg,  ACSW;  Christopher 
R.  Donoho,  Jr.,  M.D.,  Chairman. 


There  is  no  substitute  for  synovial  analysis 
during  the  acute  attack  of  arthritis  to  prove 
a clinical  suspicion  of  gout. 

Gout  is  not  always  a monoarthritis,  nor  is  it 
always  only  an  acute  remittive,  nondeforming 
type  of  arthritis.  Gout  can  be  chronic,  polyar- 
ticular, symmetric,  and  deforming,  and  may  be 
associated  with  subcutaneous  nodulae  (tophi) 
such  that  it  strongly  resembles  rheumatoid  arth- 
ritis and  can  be  misdiagnosed  as  such  for  years. 
Many  an  experienced  clinician  can  recall  being 
fooled.  Again,  synovial  analysis  is  invaluable 
for  correct  diagnosis,  as  the  treatment  differs 
vastly  for  the  two.  Interestingly,  gout  and 
rheumatoid  arthritis  rarely  occur  together.  No 
one  knows  why. 

Gout  occurs  in  women  as  frequently  as  in  men, 
but  the  initial  attacks  are  delayed  by  10  to  15 
years.  Most  men  develop  hyperuricemia  follow- 
ing adolescence  but  do  not  develop  their  first 
attack  of  arthritis  for  15  to  20  years.  Women 
seem  to  enjoy  protection  from  gout  until  meno- 
pause when  they  first  become  hyperuricemic; 
gouty  arthritis  first  develops  in  their  60s. 

Colchicine  is  no  longer  the  treatment  of  choice 
for  acute  gouty  arthritis,  having  been  replaced 
by  indomethacin  and  phenylbutazone  in  taper- 
ing dosage  schedules.  Intravenous  colchicine 
still  has  an  important  role  in  those  patients  un- 
able to  take  oral  drugs.  Long-term  management 
for  most  gouty  patients  includes  addition  of  a 
uricosuric  drug  such  as  probenecid  or  an  xanthine 
oxidase  inhibitor  such  as  allopurinol  while  the 
patient  continues  to  take  the  acute  inflammatory 
agent.  Dietary  therapy  is  so  difficult  to  comply 
with  and  has  so  meager  an  effect  on  serum  uric 
acid  levels  that  it  is  no  longer  suggested. 

The  Arthritis  Foundation  can  provide  you  and 
your  patients  with  additional  information. 
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Broad-spectrum  antibacterial  f • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains:  Aerosporin'"’  (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  % oz  and  V32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection.  Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  -g 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  wmium 
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mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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BLUE  CROSS  AND  BLUE  SHIELD  OF  DELAWARE,  INC. 


In  February  1982,  executives  of  Blue  Cross 
and  Blue  Shield  of  Delaware,  Inc.,  requested  a 
meeting  with  their  counterparts  in  the  Medical 
Society  of  Delaware.  It  was  felt  that  there  had 
been  changes  in  the  relationship  between  Blue 
Cross  and  Blue  Shield  and  the  physicians  and 
that  these  changes  might  be  due  to  a lack  of 
communication.  The  meeting  ended  with  agree- 
ment to  work  together  to  improve  communica- 
tions and  the  relationship  between  the  parties. 
Meetings  with  Blue  Cross  and  Blue  Shield  rep- 
resentatives and  the  county  societies  were  sug- 
gested as  a means  of  improving  communications. 

Also  at  the  meeting,  the  Medical  Society  of 
Delaware  requested  that  Blue  Cross  and  Blue 
Shield  give  the  Society  advance  notice  when 
news  releases  relating  to  medical  issues  are  given 
out,  so  that  the  Society  can  check  the  accuracy 
of  the  news  and  prepare  a response. 

In  May  1982,  Mr.  Robert  Cole,  Jr.,  President 
of  Blue  Cross  and  Blue  Shield  of  Delaware,  Inc., 
and  his  executive  staff  met  with  members  of  the 
Kent  County  Medical  Society.  Mr.  Cole  told 
the  Society  that  he  wanted  to  find  why  there 
was  growing  indifference  and/or  change  in  the 
attitude  of  physicians  toward  Blue  Cross  and 
Blue  Shield.  Several  areas  of  concern  which 
might  account  for  the  alienation  of  physicians 
were  discussed.  These  included: 

Medicare  Part  B— Coordinated  efforts  by 
Blue  Cross  and  Blue  Shield  of  Delaware, 
Pennsylvania  Blue  Shield,  and  the  Medical 
Society  of  Delaware  have  resolved  most  of 
the  problems  that  have  arisen  since  claims 
processing  was  transferred  to  Pennsylvania 
Blue  Shield  in  Camp  Hill,  Pennsylvania.  We 


hope  to  continue  to  work  together  to  correct 
differences.  One  of  the  main  problems  re- 
maining is  the  system  of  coding  procedures, 
and  this  may  take  time  to  work  out.  Also 
contributing  to  the  problem  is  the  cutback 
in  federal  funds  to  administer  the  program. 
Annual  fee  limitation  on  the  increase  in  'pre- 
vailing or  90th  percentile  fees— Mr.  Cole 
explained  the  indicators  used  by  the  Cor- 
poration ( Blue  Cross  and  Blue  Shield ) when 
it  concluded  that  it  was  appropriate  to  limit 
the  maximum  average  increases  in  prevailing 
fees  to  no  greater  than  9%  per  specialty,  ef- 
fective January  1,  1982. 

Justice  Department  Review— The  United 
States  Department  of  Justice  reviewed  the 
relationship  between  the  Medical  Society  of 
Delaware  and  Blue  Cross  and  Blue  Shield 
and  found  the  overall  relationship  to  be  ac- 
ceptable. The  Participating  Physicians  Con- 
tract has  been  amended  to  conform  to  the 
Justice  Department’s  requirements. 
Mandatory  Second  Opinon  Program— The 
specifications  of  this  program,  implemented 
in  February  1982  by  Blue  Cross  and  Blue 
Shield  for  Chrysler  subscribers,  were  de- 
signed by  the  Chrysler  Corporation  and  the 
United  Auto  Workers  as  part  of  a collective 
bargaining  agreement. 

Health  Maintenance  Organization  — Some 
physicians  are  concerned  about  the  financing 
of  the  HMO  by  Blue  Cross  and  Blue  Shield 
of  Delaware.  It  was  my  impression  that 
Blue  Cross  and  Blue  Shield  was  to  serve 
the  health  care  insurance  needs  of  the  com- 
munity as  a nonprofit  organization.  That 
status  gives  it  certain  privileges  not  enjoyed 
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by  commercial  insurance  companies.  Now 
that  Blue  Cross  and  Blue  Shield  has  a busi- 
ness investment  in  the  form  of  a wholly- 
owned  subsidiary  (the  HMO  of  Delaware), 
it  seems  to  have  strayed  from  its  original 
objectives.  I am  concerned  that  the  Corpo- 
ration is  investing  in  a venture  whose  future 
financial  success  is  uncertain  rather  than 
holding  down  the  premiums  of  its  sub- 
scribers. Another  area  of  concern  is  the 
possibility  that  Blue  Cross  and  Blue  Shield 
subscribers  may  in  effect  be  subsidizing  the 
HMO  subscribers.  These  considerations 
aside,  we  would  hope  that  Blue  Cross  and 
Blue  Shield  subscribers  who  do  join  the 
HMO  and  then  elect  to  return  to  Blue  Cross 
and  Blue  Shield  would  not  have  to  reapply 
as  new  subscribers  with  a waiting  period. 

A matter  which  has  now  been  resolved  but  was 
of  concern  to  physicians  in  Kent  County  during 


the  past  year  was  the  delay  in  the  signing  of  a 
contract  between  Blue  Cross  and  Blue  Shield 
and  Kent  General  Hospital.  It  may  take  time  to 
overcome  the  dissension  created  by  this  matter. 

In  general,  the  meeting  was  fruitful.  Although 
many  questions  brought  up  were  not  answered 
to  the  complete  satisfaction  of  all  members  pres- 
ent, it  was  felt  that  having  meetings  such  as  this 
would  help  to  establish  better  communications 
and  an  improved  relationship  between  the  medi- 
cal profession  and  Blue  Cross  and  Blue  Shield 


Rafael  A.  Zaragoza,  M.D. 


of  Delaware. 


MMH  Audiology  Laboratory 

■ Complete  Audiometric  Testing 

■ Hearing  Aid  Evaluation 

■ Central  Auditory  Evaluations 

■ Hearing  Aid  Checks 

■ Swim  Ear  Molds 

■ Fitted  Ear  Plugs  for  Noise 
Protection 

■ Electronystagmography 

■ Industrial  Audiology 


BY  APPOINTMENT  (302)  422-3311  Ext.  372  or  (302)  856-9444 
Clarke  Avenue,  Milford,  Delaware  19963 
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ATTITUDES  TOWARD  GENERIC  PRESCRIBING 
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The  rising  cost  of  health  care  and  methods  to 
lower  or  at  least  contain  it  have  been  popular 
subjects  for  a number  of  years  with  lay  and  pro- 
fessional audiences.  There  are,  however,  few 
areas  where  the  patient  can  individually  initiate 
cost-cutting  measures.  In  most  cases,  the  pa- 
ient  must  pay  whatever  fee  the  practitioner  or 
institution  sets  for  services  rendered.  Often  the 
patient  cannot  shop  around  for  a physician  or 
hospital  as  one  does  for  a new  home  or  car.  The 
practitioner  is  usually  bound  by  a Code  of 
Ethics  to  seek  “only  fair  and  reasonable  remuner- 
ation for  his  services.”1  High  overhead  costs 
such  as  rent,  insurance,  and  operating  expenses, 
though  usually  not  obvious  to  the  patient,  must 
be  considered  by  the  practitioner  in  calculating 
the  fee  to  be  charged  for  services.  Inflation 
works  against  both  the  patient  and  the  provider. 

Drugs  are  often  a focus  for  cost  containment. 


Mr.  Matzura  is  a pharmacist  practicing  at  Thomas  Jefferson 
University  Hospital,  Philadelphia. 
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The  patient  can,  and  indeed  in  many  states  is 
encouraged  to,  shop  for  low  drug  prices.  The 
recent  popularization  of  generic  drugs  in  the 
media  has  been  a subject  of  ongoing  debate. 
In  nearly  all  states,  the  decision  to  use  a generic 
drug  is  in  some  way  influenced  by  law.  When 
a patient  is  not  hospitalized  and  requires  a drug 
which  is  available  genetically,  the  final  decision 
to  use  the  generic  drug  may  under  some  states’ 
approaches  rest  with  the  patient,  the  individual 
least  educated  to  make  this  decision. 

The  prescriber  may  make  this  decision  by 
requesting  that  the  pharmacist  supply  a brand 
name  product,  eg,  “dispense  as  written,”  “brand 
medically  necessary.”  If  the  prescriber  believes 
that  a generic  drug  will  be  both  cost  and  thera- 
peutically effective  for  the  patient,  then  the  drug 
may  be  used.  Here  the  prescriber  and  patient 
place  a degree  of  trust  in  the  pharmacist  to  sup- 
ply this  drug  at  a lower  cost  than  the  branded 
drug. 

In  1980,  174,762,000  new  generic  prescriptions 
were  written  compared  to  just  53,605,000  merely 
ten  years  before.2,3  As  these  figures  reflect  an 
overall  increase  of  226%  while  the  overall  number 
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of  new  prescriptions  written  declined  9%,  there 
is  little  doubt  that  generic  prescribing  is  on  the 
increase. 

Interest  in  reducing  drug  expenditures  in  Del- 
aware has  existed  for  some  time.4  Ten  years 
ago,  a study  was  conducted  to  determine  phy- 
sicians’ attitudes  toward  generic  prescribing  in 
the  State  of  Delaware.5  In  light  of  the  increased 
popularity  of  generic  drugs  and  enactment  of 
the  Delaware  Drug  Product  Selection  Act  of 
1976,  these  attitudes  may  have  changed  markedly 
since  1970.  This  survey  has  been  recently  re- 
peated to  determine  whether  any  changes  in 
these  attitudes  have  indeed  occurred. 

Methodology 

A questionnaire  was  mailed  to  allopathic  and 
osteopathic  physicians  practicing  in  the  State 
of  Delaware.  Participants  were  selected  using 
systematic  random  sampling  from  lists  supplied 
by  the  Delaware  Office  of  Professional  Licensing. 
A cover  letter  explaining  the  purpose  of  the  sur- 
vey was  included  with  each  questionnaire.  The 
letter  was  printed  on  Philadelphia  College  of 
Pharmacy  and  Science  stationery  and  signed  by 
both  authors. 

The  questionnaire,  which  was  printed  on  a 
return-addressed,  stamped  postcard  was  de- 
signed to  allow  the  respondents  to  indicate  their 
responses  simply  and  quickly  by  placing  a mark 
next  to  one  of  the  multiple  choices  offered  for 
each  question.  The  questions  were  worded  to 
resemble  as  closely  as  possible  those  of  the  origi- 
nal survey  completed  ten  years  ago.  Anonymity 
was  guaranteed  in  the  cover  letter.  The  only 
obvious  coding  on  the  response  cards  was  a 
colored  dot  or  slash  to  indicate  whether  the 
respondent  was  an  MD  or  a DO. 


TABLE  1 

Response  Rate  to  Mail  Questionnaire 


Number  (%) 

Universe  Sample  Returned 


Allopathic 

892 

180 

96 

(53) 

Osteopathic 

56 

56 

36 

(64) 

Total 

948 

236 

132 

(56) 

The  questionnaires  were  mailed  in  December, 
1980.  Responses  received  within  three  weeks 
after  mailing  were  tallied.  Approximately  56% 
of  the  physicians  contacted  responded  to  the 
questionnaire  ( Table  1 ) . Several  of  the  respond- 
ents were  unable  to  provide  useful  data,  eg,  re- 
tired, pathologist,  etc.;  their  responses  were  not 
included  in  the  data  tabulation. 

Results 

Respondents  were  asked,  “How  many  years 
have  you  been  in  practice?”  The  purpose  of  this 
question  was  to  allow  comparison  of  attitudes 
by  duration  of  practice.  Seven  choices  were  of- 
fered: 0-5  years,  6-10  years,  11-15  years,  16-20 
years,  21-25  years,  26-30  years,  and  over  30  years. 
The  results  of  this  question  are  summarized  in 
Table  2. 

Respondents  were  next  asked,  “What  percent 
of  prescriptions  do  you  write  generically,  ie, 
without  specifying  a particular  manufacturer’s 
brand  name  or  by  authorizing  generic  substitu- 
tion?” It  was  felt  that  the  term  “generically” 
should  be  defined  to  some  degree  so  that  the 
authors  could  be  certain  that  their  definition  of 
“generically”  would  be  similar  to  that  of  the 
respondents.  Moreover,  the  Delaware  Drug 
Product  Selection  Act  of  1976  established  a 
negative  formulary,  so  that  choice  of  product 
to  dispense  rests  with  the  pharmacist  regardless 
of  whether  the  prescription  is  written  generically 
or  drug  product  selection  is  authorized.  Response 
choices  for  this  question  were:  less  than  5%  of  the 
time,  5-10%,  or  more  frequently  than  10%  of  the 
time.  The  responses  to  this  question  are  sum- 
marized in  Table  3. 


TABLE  2 
Years  in  Practice 


Years 

Allopathic 

Osteopathic 

Total 

0-  5 

15  (16%) 

13  (36%) 

28  (21%) 

6-10 

13  (14%) 

6 (17%) 

19  (14%) 

11-15 

15  (16%) 

2 ( 6%) 

17  (13%) 

16-20 

15  (16%) 

4 (11%) 

19  (14%) 

21-25 

5 ( 5%) 

7 (19%) 

12  ( 9%) 

26-30 

17  (18%) 

2 ( 6%) 

19  (14%) 

Over  30 

16  (17%) 

2 ( 6%) 

18  (14%) 

Total 

96  (100%) 

36  (100%) 

132  (100%) 
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TABLE  3 

Percent  of  Prescriptions  Written  Generically  or  With  Substitution  Authorized 


Less  than  5% 

5-10% 

Over  1 0% 

Total 

Allopathic 

20  (21%) 

9 ( 9%) 

67  (70%) 

96 

Osteopathic 

13(31%) 

7(19%) 

16(44%) 

36 

Total 

33  (25%) 

16(12%) 

83  (63%) 

132 

As  previously  stated,  if  a physician  is  going 
to  write  a generic  prescription,  he  or  she  should 
be  reasonably  certain  that  a quality  drug  product 
will  be  dispensed  to  the  patient.  Respondents 
were  asked  to  complete  the  following  statement, 
“I  am  confident  that  a prescription  written 
generically  or  with  substitution  authorized  will 

be  dispensed  using  quality  medication ” 

To  reply,  respondents  were  asked  to  select  one 
of  the  following  words  as  their  opinion:  always, 
usually,  sometimes,  or  never.  Results  of  this 
question  are  summarized  in  Table  4. 

Decreased  medication  cost  for  the  patient  is 
a proven  benefit  of  generic  prescribing  in  Del- 
aware.6 This  may  be  a substantial  motivator  for 
physicians  to  write  generic  prescriptions  or 
authorize  substitution.  Respondents  were  asked, 
“Do  you  feel  generic  prescribing  or  authorizing 
substitution  can  decrease  medication  costs  for 
your  patients?”  Response  choices  offered  were 
limited  to  yes  or  no.  Responses  to  this  question 
are  summarized  in  Table  5. 

Since  the  goal  of  this  survey  was  to  assess 
attitudinal  changes  toward  generic  prescribing 
over  time,  the  final  question  was,  “How  do  you 
feel  your  attitude  toward  generic  prescribing  or 
authorizing  substitution  has  changed  over  the 
course  of  your  practice?”  Response  choices  of- 
fered were:  has  not  changed,  has  become  more 


favorable,  or  has  become  less  favorable.  Re- 
sponses to  this  question  are  summarized  in  Table 
6. 

Discussion  of  Results 

Approximately  65%  of  the  respondents  have 
been  in  practice  over  10  years.  These  data  were 
useful  for  comparison  of  younger  with  older 
practitioners  in  the  survey  population.  To  test 
for  significant  differences  of  opinion  within  the 
survey  population  itself,  the  respondents  were 
placed  into  one  of  two  groups,  those  practicing 
less  than  10  years  and  those  practicing  more  than 
10  years.  Chi-square  analysis  was  used  to  test 
for  a relationship  between  years  of  practice  (less 
than  or  greater  than  10)  and  percent  of  prescrip- 
tions estimated  to  be  written  generically  or  with 
substitution  authorized,  confidence  that  a pre- 
scription written  generically  or  with  substitution 
authorized  will  be  dispensed  with  a quality 
medication,  effect  of  generic  prescribing  or  au- 
thorizing substitution  on  medication  costs,  and 
attitude  change  toward  generic  prescribing  or 
authorizing  substitution  over  the  course  of  prac- 
tice. These  data  appear  in  Tables  7,  8,  9,  and 
10,  respectively. 

The  only  statistically  significant  relationship 
was  that  between  years  in  practice  and  attitude 
change  over  the  course  of  practice  (x2= 10.06 
p<  0.005).  This  might  be  anticipated  since  the 


TABLE  4 

Degree  of  Confidence  that  a Prescription  Written  Generically  or  With  Substitution 
Authorized  Will  Be  Dispensed  Using  Quality  Medication 


Always 

Usually 

Sometimes 

Never 

No  Response 

Total 

Allopathic 

17  (18%) 

58  (60%) 

19(20%) 

1 0%) 

1 (1%) 

96 

Osteopathic 

7 (20%) 

14(39%) 

12  (33%) 

2 (6%) 

1 (1%) 

36 

Total 

24(18%) 

72  (55%) 

31  (23%) 

3 (2%) 

2 (2%) 

132 
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TABLE  5 

Estimate  of  Existence  of  Cost  Savings  Through  Generic  Prescribing 


or  Authorizing  Substitution 


Will  Decrease 

Will  Not  Decrease 

No 

Medication  Costs 

Medication  Costs 

Response 

Total 

Allopathic 

81  (84%) 

11  (12%) 

4 (4%) 

96 

Osteopathic 

24  (67%) 

11  (31%) 

1 (3%) 

36 

Total 

1 05  (80%) 
(83%)* 

22  (1 7%) 
(17%)* 

5 (3%) 

132 

*percentages  when  non- 

responses  are  excluded 

TABLE  6 

Attitude  Change  Toward  Generic  Prescribing  or  Authorizing  Substitution 
Over  the  Course  of  Practice 


Has  Become 

Has  Not 

Has  Become 

More  Favorable 

Changed 

Less  Favorable 

Total 

Allopathic 

44  (46%) 

42  (44%) 

10  (10%) 

96 

Osteopathic 

12  (33%) 

14(39%) 

10(28%) 

36 

Total 

56  (42%) 

56  (42%) 

20(16%) 

132 

TABLE  7 


Relationship  Between  Years  in  Practice  and  Percent  of  Prescriptions 
Written  Generically  or  With  Substitution  Authorized 


Reported  Generic  Prescribing 

Years  in 

Less  than 

Greater  than 

Total 

Practice 

5% 

5-10% 

10% 

<10 

1 5 ( 44%) 

7 ( 44%) 

27  ( 33%) 

49 

>10 

Total 

19  ( 56%) 

9 ( 56%) 

55  ( 67%) 

83 

34  (100%) 

16  (100%) 

82  (100%) 

132 

x2=:1.90;df— 2 
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TABLE  8 

Relationship  Betwen  Years  in  Practice  and  Degree 
of  Confidence  in  Generic  Drug  Products 


Years  in 

Always  or 

Sometimes 

Practice 

Usually 

or  Never 

Total 

<10 

33  ( 33%) 

15  ( 48%) 

48 

>10 

66  ( 67%) 

16  ( 52%) 

82 

Total 

99(100%) 

31  (100%) 

130* 

x2— 2.29;  df— 1 

*does  not  include  two  respondents  who  gave  no  answer  to  degree 
of  confidence  question 


group  in  practice  longer  than  10  years  saw  the 
promotion  of  generic  prescribing  during  rather 
than  before  their  practice  years  and  hence  would 
would  be  expected  to  have  a greater  incidence 
of  attitude  changes. 

As  mentioned  in  the  introduction,  during  1980, 
14.7%  of  all  new  prescriptions  were  written  generi- 
cally.3  Sixty-three  percent  of  the  respondents 
indicated  that  they  write  more  than  10%  of  their 
prescriptions  generically  or  with  substitution 
authorized.  In  1970,  42%  of  a similar  group  of 
respondents  wrote  more  than  10%  of  their  pre- 
scriptions generically,4  and  in  that  same  year, 
9%  of  all  new  prescriptions  were  written  generi- 
cally.2 At  that  time  it  was  felt  that  Delaware 
prescribes’  rate  of  generic  prescription  writing 
did  not  differ  substantially  from  that  of  pre- 
scribes in  general.  Since  then,  the  estimated 
percent  of  prescriptions  written  generically  or 
with  substitution  authorized  has  increased  in 
Delaware.  (Table  11) 

Numerically,  it  would  appear  that  Delaware 


TABLE  9 


Relationship  Between  Years  in  Practice  and 
Cost  Effect  of  Generic  Prescribing  or 
Authorizing  Substitution 


Will  Not 

Will  Decrease 

Decrease 

Years  in 

Medication 

Medication 

Practice 

Cost 

Cost 

Total 

<10 

37  ( 34%) 

10  ( 45%) 

47 

>10 

68  ( 66%) 

12  ( 55%) 

80 

Total 

105  (100%) 

22  (100%) 

127* 

x2=0.84;df=l 

*does  not  include  51  respondents  who  gave  no  answer  to  cost  question 

physicians  are  now  writing  fewer  generic  pre- 
scriptions than  prescribes  in  general.  It  must, 
however,  be  borne  in  mind  that  we  are  comparing 
an  estimated  percent  with  an  actual  prescrip- 
tion audit.  The  potential  for  inaccuracy  does 
exist,  so  that  no  true  conclusion  about  differing 
incidences  of  generic  prescribing  can  be  made 
here.  It  is,  however,  important  to  note  that 
Delaware  physicians  have  followed  the  general 
trend  of  increased  generic  prescribing. 

In  1976,  the  Delaware  Drug  Product  Selection 
Act  was  enacted.  The  effect  of  this  legislation 
on  the  quantity  of  generic  prescriptions  has  not 
been  measured,  but  the  effect  on  prescriptions 
written  with  substitution  authorized  written  in 
Delaware  has  been  examined.6  One  would  think 
that  such  legislation  would  both  encourage  pa- 
tients to  ask  for  generic  prescriptions  when 
possible  and  encourage  physicians  to  write  more 
generic  prescriptions  or  authorize  substitution 
more  frequently.  With  this  in  mind,  it  appears 


TABLE  10 


Relationship  Between  Years  in  Practice  and  Attitude  Change  Toward 
Generic  Prescribing  and  Authorizing  Substitution 


Years  in 

More  Favorable 

No  Attitude 

Less  Favorable 

Practice 

Attitude 

Change 

Attitude 

Total 

<10 

13  ( 22%) 

28  ( 52%) 

8 ( 40%) 

49 

>10 

45  ( 78%) 

26  ( 48%) 

12  ( 60%) 

83 

Total 

58  (100%) 

54(100%) 

20(100%) 

132 

x2= 10.06;  df=2 
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TABLE  11 


Percent  of  Prescriptions  Written  Generically  or  With  Substitution 
Authorized— 1 970  Versus  1980 


Less  than  5% 

5- 

■10% 

More  than  10% 

Category 

1970 

1980 

1970 

1980 

1970 

1980 

Allopathic 

108  (30%) 

20  (21%) 

94  (26%) 

10  ( 9%) 

153  (43%) 

66  (70%) 

Osteopathic 

12  (50%) 

13(31%) 

6 (25%) 

7(19%) 

6 (25%) 

16(44%) 

Total 

120  (32%) 

33  (25%) 

100  (26%) 

17  (12%) 

159  (42%) 

82  (63%) 

that  this  legislation  has  contributed  to  the  in- 
creased amount  of  generic  prescription  writing 
reported  by  respondents  in  this  study. 

Table  4 shows  that  approximately  74%  of  phy- 
sicians are  confident  that  a prescription  written 
generically  or  with  substitution  authorized  will 
always  or  usually  be  dispensed  with  a quality 
drug  product  while  26%  feel  that  quality  drug 
products  will  sometimes  or  never  be  dispensed. 
These  data  are  remarkably  similar  to  those  from 
10  years  ago,  when  approximately  the  same 
figures  were  obtained.  (Table  12)  It  is  interest- 
ing to  note  that  currently  18%  of  physicians  in 
Delaware  feel  that  their  prescriptions  will  be 
dispensed  with  a quality  drug  product  all  the 
time  while  17%  felt  this  way  10  years  ago. 

In  1970,  74%  of  physicians  viewed  generic  pre- 
scribing as  a way  to  decrease  medication  costs 
for  their  patients.  As  can  be  seen  in  Table  5, 
80%  currently  hold  this  attitude,  an  increase  of 
6%.  Seventeen  percent  feel  that  medication  costs 
will  not  be  reduced  and  3%  did  not  respond. 
Formerly,  18%  felt  that  generic  prescribing  would 
not  decrease  medication  costs.  (Table  13) 


Forty- two  percent  of  physicians  responding  to 
the  survey  felt  that  their  attitude  toward  generic 
prescribing  or  authorizing  substitution  has  be- 
come more  favorable  over  the  course  of  their 
practice.  (Table  6)  Only  16%  reported  a change 
to  a less  favorable  attitude,  and  42%  reported  no 
attitude  change.  When  one  selects  out  those 
physicians  who  have  been  practicing  for  10  years 
or  more,  78%  report  a favorable  attitude  change. 
(Table  10) 

Chi-square  analysis  was  used  to  test  signifi- 
cance of  relationships  between  the  percent  of 
prescriptions  written  generically  or  with  substi- 
tution authorized  and  confidence  in  quality  of 
generic  drug  products  selected  by  pharmacists 
and  the  effect  of  this  type  of  prescription  writing 
on  medication  costs.  The  two  null  hypotheses 
tested  were  similar  to  those  tested  10  years  ago. 

1.  A prescribed  reported  incidence  of  generic 
prescribing  or  authorizing  of  substitution 
is  independent  of  his  degree  of  confidence 
that  a prescription  written  generically  or 
with  substitution  authorized  will  be  dis- 
pensed using  quality  medication.  Two  de- 


Category 

Allopathic 

Osteopathic 

Total 


TABLE  12 


Degree  of  Confidence  That  a Prescription  Written  Generically  or  With 
Substitution  Authorized  Will  Be  Dispensed  Using  Quality  Medication- 

1970  Versus  1 980 


Always 

1970  1980 

47(13%)  17(18%) 

3(12%)  7(20%) 


Usually 

1970  1980 

236  (66%)  58  (60%) 
13(54%)  14(39%) 


Sometimes 
1970  1980 

62(17%)  19(20%) 

7(29%)  12(33%) 


Never 

1970  1980 

7(2%)  1(1%) 

0 0 2 (6%) 
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TABLE  13 

Estimate  of  Existence  of  Cost  Savings  Through  Generic  Prescribing  or 
Authorization  of  Substitution— 1 970  Versus  1980 


Will  Decrease  Will  Not  Decrease 

Medication  Costs  Medication  Costs  No  Response 


Category 

1970 

1980 

1970 

1980 

1970 

1980 

Allopathic 

266  (77%) 

81  (84%) 

66(18%) 

11  (12%) 

25  (7%) 

4 (4%) 

Osteopathic 

18  (75%) 

24  (67%) 

5 (21%) 

11  (31%) 

1 (4%) 

1 (3%) 

Total 

284  (74%) 
(80%)* 

105  (80%) 
(83%)* 

71  (18%) 
(20%)* 

22  (17%) 
(17%)* 

26  (7%) 

5 (3%) 

•percentages  when  non-responses  are  excluded  from  the  denominator. 


grees  of  confidence  were  tested,,  “usually” 
or  “always”  and  “sometimes”  or  “never.” 

2.  A prescribed  reported  incidence  of  generic 
prescribing  or  authorizing  substitution  is 
independent  of  his  feeling  that  generic  pre- 
scribing or  authorizing  substitution  can  de- 
crease medication  costs. 

Table  14  summarizes  the  data  used  in  testing 
the  first  null  hypothesis.  As  can  be  seen,  pre- 
scribes with  a high  degree  of  confidence  in 
generic  drug  quality  tend  to  write  more  such 
prescriptions  than  those  with  a lower  degree  of 
confidence.  Seventy-four  percent  of  those  with 
a high  degree  of  confidence  wrote  generic  pre- 
scriptions or  authorized  substitution  more  than 
10%  of  the  time,  while  only  29%  of  those  with  a 
lower  degree  of  confidence  wrote  such  prescrip- 
tions with  similar  frequency.  This  difference 
was  statistically  significant  at  greater  than  the 


95%  confidence  level  (x2 =44.03,  p<  0.0005).  Cur- 
rently then,  a physician’s  degree  of  confidence 
in  the  drug  products  used  to  dispense  his  or  her 
generically  written  prescriptions  is  related  to 
how  often  the  physician  will  indeed  write  such 
prescriptions.  The  same  relationship  was  shown 
10  years  ago. 

Table  15  summarizes  the  data  used  in  testing 
the  second  null  hypothesis.  Of  prescribes  who 
believe  that  generic  prescribing  or  authorizing 
substitution  can  decrease  medication  costs,  70% 
wrote  such  prescriptions  more  than  10%  of  the 
time,  while  only  28%  of  those  who  believed  such 
prescriptions  would  not  decrease  medication 
costs  wrote  such  prescriptions  with  similar  fre- 
quency. This  difference  is  also  statistically  sig- 
nificant at  greater  than  the  95%  confidence  level 
(x2 =22.63,  p<  0.0005).  Again,  the  same  re- 
lationship existed  10  years  ago.  Physicians  who 


TABLE  14 

Relationship  Between  Confidence  in  Quality  of 
Medication  and  Percent  of  Prescriptions  Written 
Generically  or  With  Substitution  Authorized 


Always  or 

Sometimes 

Usually 

or  Never 

Generic 

Confident 

Confident 

Prescribing 

in  Quality 

in  Quality 

Total 

<5% 

11  ( 11%) 

21  ( 65%) 

32 

5%-l  0% 

15  ( 15%) 

2 ( 6%) 

17 

>10% 

72  ( 74%) 

9 ( 29%) 

81 

Total 

98  (100%) 

32  (100%) 

130* 

x2=44.03;  df=2 

•does  not  include  two  respondents  who  gave  no  answer  to  degree 
of  confidence  question 


TABLE  15 

Relationship  Between  Cost  Effect  of  Generic  Drug 
Products  and  Percent  of  Prescriptions  Written 
Generically  or  With  Substitution  Authorized 


Generic 

Will 

Will  Not 

Prescribing 

Decrease 

Decrease 

Medication 

Medication 

Cost 

Cost 

Total 

<5% 

17  ( 17%) 

15  ( 60%) 

32 

5%-10% 

13  ( 13%) 

3 ( 12%) 

16 

>10% 

72  ( 70%) 

7 ( 28%) 

79 

Total 

102  (100%) 

25(100%) 

127* 

x2=22.63;  df=2 

•does  not  include  S respondents  who  gave  no  answer  to  cost 
effect  question 
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feel  that  writing  prescriptions  generically  or  with 
substitution  authorized  will  decrease  medication 
costs  tend  to  write  more  such  prescriptions. 

Conclusion 


There  is  no  doubt  that  generic  prescribing  or 
authorizing  generic  substitution  is  an  increasing 
trend.  The  continued  rise  in  number  of  such 
prescriptions  written  is  indeed  substantiated  by 
positive  attitude  changes  toward  generic  drug 
products  among  physicians  with  more  practice 
experience,  while  younger  physicians  appear  to 
begin  their  prescribing  practices  with  such  at- 
titudes. Laws  to  encourage  use  of  generic  drug 
products  are  also  a contributing  factor.  Pharma- 
cists can  expect  to  see  a continued  increase  in 
the  number  of  prescriptions  written  generically 
or  with  substitution  authorized  as  long  as  these 
actions  continue  to  offer  quality  medication  at  a 
reduced  cost  to  the  patient. 
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Preferred  length  is  approximately  200  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


EULOGY:  EUGENE  SYROVATKA,  1916-1982 

A famous  person  once  said,  “Good  words  shall 
gain  you  honour  in  the  market  place;  but  good 
deeds  shall  gain  you  friends  among  men.” 

Eugene  Syrovatka  served  this  medical  com- 
munity for  almost  33  years  and  he  did  it  very 
well.  He  directed  the  growth  of  the  Academy 
of  Medicine  to  the  point  where  today  it  is  con- 
sidered the  best  resource  medical  library  in  the 
State  of  Delaware.  He  witnessed  and  guided 
the  New  Castle  County  Society  in  its  growth 
from  some  300  members  to  more  than  700. 

Those  of  us  who  grew  with  him  and  were 
privileged  to  be  his  friends  will  miss  him  very 
much;  those  who  never  knew  him  well  and  never 
were  privileged  to  share  his  friendship  have  been 
deprived  of  something  very  special. 

Something  very  special  because  he  represented 
the  medical  community  with  charisma  and  sensi- 
tivity, with  discreteness  and  extreme  loyalty. 

Something  very  special  because  he  related 
well  to  physicians  and  always  was  helpful,  toler- 
ant, and  compassionate. 

Something  very  special  because  he  was  always 
the  diplomat;  and  finally 

Something  very  special  because  he  was  the 
eternal  optimist. 

I was  privileged  to  have  the  opportunity  to 
care  for  him  during  the  last  few  weeks  of  his 
life.  I marveled  at  his  optimism  and  his  desire 
to  live.  Optimism  in  life  perhaps  characterized 
Eugene  Syrovatka  more  than  anything  else.  To 
his  dear  wife  Veronica  and  to  all  his  friends  here 
I would  like  to  quote  from  the  last  verse  of  a 
poem  by  Christina  Rosetti  entitled  “Remember:” 


Yet  if  you  should  forget  me  for  a while 
And  afterwards  remember,  do  not  grieve; 

For  if  the  darkness  and  corruption  leave 
The  vestige  of  the  thoughts  I once  had, 

Better  by  far  that  you  should  forget  and  smile 
Than  that  you  should  remember  and  be  sad. 

I.  J.  Tikellis,  M.D. 

The  eulogy  was  given  by  Dr.  Tikellis  at  the  memorial  service 
for  Dr.  Syrovatka,  June  9,  1982. 

% £ 


A PREGNANT  PROBLEM 

The  article  “Adolescent  Pregnancy:  A Tale 
of  Two  Crises”  by  Brashear  and  Sholevar  ap- 
pearing in  this  issue  touches  on  many  different 
aspects  of  a national  emergency  that  is  approach- 
ing epidemic  proportions,  if  not  already  realized. 
The  paper  provides  many  statistics,  research 
findings,  and  opinions,  yet  still  is  unable  to  out- 
line a specific  remedy  to  halt  the  continued  pro- 
gression of  this  disease  process,  a process  that 
affects  not  only  the  specific  individuals  involved, 
but  also  the  immediate  family,  other  relatives, 
the  neighborhood,  the  community,  the  state,  the 
country,  the  next  generation,  etc. 

The  epidemic  is  wrought  with  emotional 
opinions  regarding  its  etiology,  therapy,  and 
prognosis,  each  proffered  by  interpreters  from 
each  degree  of  the  360°  circle.  Those  of  us 
who  are  primary  care  physicians,  and  thus  “in 
the  trenches,”  can  give  varying  anecdotal  narra- 
tives of  the  occasional  successful  outcome  of  a 
teenage  pregnancy,  but,  more  often,  the  unhappy 
results  we  have  all  witnessed. 

In  terms  of  efforts  aimed  at  eradicating  the 
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vectors  carrying  this  disease  state,  we  can  ob- 
serve that,  in  varying  degrees,  all  have  failed: 
parents  have  failed;  school  sex  education  pro- 
grams have  failed  ( all  our  societal  organizational 
systems  are  much  more  interested  in  giving  facts 
and  obtaining  achievement  than  in  giving  equal 
time  for  exploration  and  acknowledgement  of 
feelings ) ; physicians  have  failed;  social  agencies, 
old  and  relatively  newly  created  ones,  have 
failed;  the  political  ‘leftists”  have  failed,  as  have 
their  “lightest”  counterparts;  and  the  govern- 
ment, despite  its  protective  paternalistic  pre- 
tense of  knowing  the  “right”  solution,  has  also 
failed. 

Perhaps  society  and  the  individual  members 
of  society  will  have  to  revert,  sympathetically 
but  firmly,  to  teaching  and  demanding  from  its 
adolescent  population  a sense  of  self-responsi- 
bility. ( By  no  means  is  the  development  of  such 
a philosophy  limited  to  just  the  teenage  popula- 
tion. ) Without  a doubt,  older  role  models  convey 
the  strongest  messages  to  impressionable  younger 
bystanders;  many  of  our  current  societal  role 
models  are  oftentimes  wrapped  in  the  green 
tinsel  of  financial  success  or  political  power, 
too  frequently  achieved  by  nefarious  means. 

At  the  present  time,  it  would  probably  be 
prudent  not  to  throw  rocks,  lest  one’s  glass  house 
is  scratched.  One  must  first  change  the  founda- 
tion of  one’s  own  domicile,  be  it  individual,  com- 
munity, organization,  or  state. 

A Nobel  Prize  way  yet  await  the  expert  who 
solves  this  particular  epidemic,  for  it  is  world 
wide. 

Warren  R.  Johnson,  M.D. 


LEGISLATION  AS  AN  ASSET  IN  PREVENTIVE 
MEDICINE 

It  is  not  unusual  to  perceive  the  legal  aspect 
of  most  any  issue  as  a difficult  and  worrisome 
process  which  may  be  more  likely  to  impede 
rather  than  stimulate  progress.  However,  one 
aspect  of  the  legal  process  has  resulted  in  a great 
benefit  for  the  entire  state.  In  1974,  a regulation 
promulgated  in  the  Department  of  Public  Instruc- 
tion required  that  all  children  entering  kinder- 
garten or  the  first  grade  must  meet  certain  mini- 
mum immunization  requirements  in  order  to  at- 
tend school.  Those  requirements  were:  three 
or  more  doses  of  diphtheria/tetanus/pertussis 
(DPT)  and  oral  polio  vaccine  (OPV),  and  one 
dose  each  of  measles  and  rubella  vaccine.  Excep- 
tions are  made  for  documented  religious  and 
medical  reasons.  In  1978,  the  requirements  were 
extended  to  include  all  children  in  public  school, 
and  mumps  vaccine  was  added  as  a requirement 
for  kindergarten  and  first  grade  students  only.  In 
July  of  1980  the  regulation  became  law. 

As  a result  of  this  legislation  and  the  dedi- 
cated work  of  those  school  and  public  health 
personnel  and  community  physicians,  the  levels 
of  immunization  in  the  public  schools  against 
seven  vaccine  preventable  diseases  have  risen  to 
an  impressive  level  as  presented  by  the  table 
on  the  next  page: 

Although  the  law  applies  only  to  the  public 
school  system,  the  parochial  schools  have  adopted 
and  enforced  it  to  its  full  limits.  Private  schools 
on  the  other  hand  have  not  adopted  it,  and  this 
explains  the  lower  immunization  rates  in  those 
schools. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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NUMBER  AND  PERCENT  OF  KINDERGARTEN  AND  FIRST  GRADE  CHILDREN 
ADEQUATELY  IMMUNIZED  IN  PUBLIC,  PRIVATE  AND  PAROCHIAL 
SCHOOLS  IN  DELAWARE,  MARCH  1982 

Public  Private1  Parochial  Total 


(pop. 

11,713) 

(Survey  pop.  460) 

(pop.  1 

,743) 

(pop. 

13,916) 

Antigen 

% 

# 

% 

# 

% 

# 

% 

# 

DTP/Td 

11,523 

97.4 

401 

87.2 

1,703 

97.7 

13,627 

97.9 

OPV 

11,426 

97.5 

463 

87.6 

1,696 

97.3 

13,525 

97.2 

Measles 

11,472 

98.0 

410 

89.1 

1,712 

98.2 

13,594 

97.7 

Mumps 

11,263 

96.2 

379 

82.6 

1,631 

92.6 

13,273 

95.4 

Rubella 

11,966 

97.9 

380 

82.4 

1,701 

97.6 

13,547 

97.3 

Series  Complete2 

11,324 

96.7 

372 

80.9 

1,676 

95.4 

13,372 

96.1 

1Based  on  a survey  of  13  schools 
2Does  not  include  mumps  vaccine 


As  the  immunization  levels  have  gone  up,  the 
incidence  of  disease  has  gone  down.  No  cases 
of  measles  have  been  documented  in  Delaware 
since  December  of  1980,  and  the  number  of 
cases  of  rubella,  pertussis,  and  mumps  has  been 
very  low  over  the  past  few  years. 

While  there  are  many  influencing  factors  re- 
lating to  the  increasing  levels  of  immunization, 
the  implementation  and  enforcement  of  the  im- 
munization requirements  for  school  entry  have 
been  by  far  the  most  significant.  The  immuniza- 
tion law  has  done  an  excellent  job  in  ensuring 
the  immunization  status  of  school-aged  children. 
The  task  at  hand  now  is  to  reinforce  the  need 
for  complete  immunization  by  the  earliest  pos- 
sible age.  In  so  doing,  we  will  be  better  able 
to  eliminate  these  diseases  as  health  threats. 

Lyman  J.  Olsen,  M.D.,  M.P.H. 


Dr.  Olsen  is  Director  of  the  Division  of  Public  Health,  Depart- 
ment of  Health  and  Social  Services. 
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SCREENING  TO  DETECT  CONGENITALLY 
DISLOCATED  HIP 

As  we  physicians  consider  the  recent  achieve- 
ments of  the  health  care  profession,  we  must  be 
proud  of  the  contribution  that  medicine  has 
made  to  the  vitality  of  the  American  people. 
Because  of  preventive  medicine,  our  children 
grow  up  free  from  many  diseases,  resulting 
in  happier  lives,  increased  longevity,  fulfilled 
dreams,  better  work  situations,  and  a more  pro- 
ductive society.  However,  if  we  do  not  also 
fully  apply  our  medical  skills  to  find  and  treat 
children’s  disease  early,  many  will  not  reap  the 
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benefits  of  our  curative  skill.  As  physicians,  we 
must  face  our  responsibility  in  this  area  as  well 
as  in  preventive  medicine. 

I am  proud  to  report  the  continued  success  of 
the  infant  congenital  dislocated  hip  detection 
program  in  Wilmington,  Delaware,  which  was 
established  to  evaluate  the  hips  of  all  newborn 
infants.  The  program  began  in  March  1968  as 
a cooperative  effort  between  the  Pediatric  De- 
partment led  by  Dr.  Herman  Rosenblum  and 
other  physicians  at  the  Wilmington  Medical 
Center,  and  the  orthopaedists  at  the  Alfred  I. 
du  Pont  Institute.  Preliminary  reports  by  Doc- 
tors MacEwen,  Ramsey,  and  Rosenblum  were 
published  in  1972  and  1973. 1>2  At  that  time, 
about  20,000  infants  had  been  examined;  the 
frequency  of  suspected  abnormalities  was  about 
12  per  1,000  live  births. 

The  program  actively  continues  today.  The 
hips  of  each  newborn  infant  are  examined  by 
one  pediatric  resident  and  one  orthopaedic  resi- 
dent. The  screening  physicians  who  perform  the 
examination  report  their  findings  to  the  primary 
attending  physician  without  discussing  the  ex- 
amination with  the  newborn’s  parents.  The 
primary  attending  physician  makes  the  diagnosis, 
discusses  the  problem  with  the  family,  and  either 
treats  or  refers  the  patient  for  treatment.  A 
record  of  abnormal  exams  is  kept  at  the  Alfred 
I.  du  Pont  Institute.  This  screening  program 
should,  thus,  in  no  way  interfere  with  the 
patient-primary  physician  rapport,  for  the  pri- 
mary physician  is  responsible  both  medically 
and  legally. 

At  the  present  time,  approximately  500  chil- 
drens hips  are  examined  each  month  in  the  Wil- 
mington Medical  Center.  The  screening  is  per- 
formed on  a regular  schedule  which  continually 
reinforces  the  program  to  all  the  physicians 
through  the  nurses  and  other  hospital  employees. 

As  in  any  successful  screening  program,  edu- 
cation about  awareness  of  congenital  dislocated 
hips  is  emphasized.  The  factors  associated  with 
congenital  dislocated  hips,  such  as  breech  presen- 
tation, a positive  family  history,  female  sex  of 
baby,  torticollis,  and  presence  of  metatarsus  ad- 
ducutus  have  all  been  sufficiently  stressed  in  or- 
der to  make  all  members  of  the  medical  com- 


munity aware  of  the  increased  risk  in  such  pa- 
tients. 

Children  who  are  referred  to  the  Alfred  I.  du 
Pont  Institute  for  treatment  by  the  Wilmington 
program  are  compared  with  their  screening 
records;  the  current  program  seems  extremely 
accurate.  This  ability  to  evaluate  the  accuracy 
of  the  program  gives  a sense  of  responsibility 
to  the  screening  physicians;  no  screening  pro- 
gram will  find  all  congenital  dislocated  hips, 
but  very  few  should  be  missed.  One  main  prob- 
lem is  that  some  children  do  not  get  their  screen- 
ing examination  because  of  unexpected  changes 
in  their  discharge  time,  or  their  transfer  before 
screening  to  another  area  of  the  hospital  as  a 
result  of  another  medical  problem. 

Medical  advances  such  as  the  congenital  dis- 
located hip  detection  programs  seldom  make 
newspaper  headlines  and  will  probably  never 
win  a Nobel  Prize,  but  they  can  achieve  better 
health  for  many  patients  and  are  a worthwhile 
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investment  in  the  well-being  and  productivity 
of  the  community. 

A spirit  of  cooperation  between  the  multiple 
medical  specialties  concerned  has  made  this 
program  successful  in  Wilmington.  Through 
joint  voluntary  efforts,  several  points  have  been 
learned  which  may  be  useful  in  helping  other 
physicians  who  wish  to  establish  a similar  pro- 
gram in  their  communities. 

J.  Richard  Bowen,  M.D. 
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NO  MORE  VACCINATION  REQUIREMENT, 
ANYWHERE 

A recent  CDC  summary  of  infectious  diseases 
reported  throughout  the  world  included  a couple 
of  dozen  countries  with  cholera,  fewer  than  a 
dozen  reporting  yellow  fever,  and  only  one  ( Viet 
Nam)  reporting  plague.  It  also  reported  that 
for  the  first  time  no  country  in  the  world  requires 
smallpox  vaccination  certificates  from  travelers. 
Chad  and  Democratic  Kampuchea  ( erstwhile 
Cambodia)  have  removed  smallpox  vaccination 
as  a requirement  for  entry  into  their  precincts. 
The  last  case  of  endemic  smallpox  anywhere  in 
the  world  occurred  almost  five  years  ago. 
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CONTRACEPTION  IN  ADOLESCENCE 


Donald  E.  Greydanus,  M.D. 


Introduction 

Though  many  teenagers  are  not  sexually  ac- 
tive, health  care  professionals  must  recognize 
that  there  are  millions  of  youth  in  the  world  who 
are  coitally  experienced  and  who  are  in  need 
of  specific  contraceptive  information  and  contra- 
ceptive methods.  Adolescent  sexuality  is  a com- 
plex topic.  The  clinician  who  wishes  to  address 
the  contraceptive  needs  of  his/her  teenage  pa- 
tients must  be  familiar  with  the  various  psycho- 
medico-legal components  of  this  issue.  It  is  my 
belief  that  coitally  active  youth,  males  and 
females,  must  be  taught  responsible  sexual  ac- 
tivity. This  theme  of  responsibility  should  be 
initiated  early  in  childhood  and  continued 
through  the  adolescent  and  adult  years. 

There  are  many  ways  the  clinician  can  con- 
tribute to  this  goal,  but  one  important  method  is 
to  help  the  child  and  youth  acquire  a healthy 
self-image  about  themselves.  Our  patients  must 
acquire  a healthy  respect  for  their  bodies  and 
their  sexuality.  It  is  my  view  that  we  can  aid 

This  paper  is  an  adaptation  of  his  presentation  made  at  the 
1981  Dr.  Robert  O.  Y.  Warren  Memorial  Seminar. 

Dr.  Greydanus  is  Assistant  Professor  of  Pediatrics  at  the  Uni- 
versity of  Rochester  and  Director  of  the  Adolescent  Medical  Clinic, 
Strong  Memorial  Hospital,  Rochester,  New  York. 


this  by  encouraging  parents  to  teach  their  chil- 
dren what  their  own  views  are  concerning  sexu- 
ality. Many  parents  ignore  this  important  aspect 
of  their  children’s  education.  Physicians  can 
help  with  this  if  the  parents  request.  Children 
(male  and  female)  should  have  their  external 
genitalia  inspected  as  part  of  any  “well  child” 
examination.  Parents  and  clinicians  should  en- 
sure that  the  youth  has  adequate  knowledge  of 
sexuality. 

An  extension  of  this  concept,  in  my  view,  is 
that  every  young  teenage  girl  (12-15)  should 
have  a routine  pelvic  examination  done  on  one 
occasion  to  assure  her  about  the  normalcy  of  her 
own  body.  This  can  also  serve  as  a good  time 
to  answer  questions  on  sexuality  in  general,  or 
at  least  to  inform  the  patient  that  such  questions 
are  all  right  to  ask.  It  is  saddening  to  see  a youth 
in  the  inevitable  throes  of  sexuality  who  has  not 
received  any  education  in  this  area  from  her 
parents  or  health  care  professionals.  Will  edu- 
cation encourage  promiscuity  and  coital  activity? 
I think  not.  However,  others  disagree. 

Thus,  well  adolescent  care  should  include 
specific  questions  about  the  patient’s  sexual  de- 
velopment. A thorough  and  honest  discussion 
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about  sexuality  and  contraception  should  be  held 
with  youths  who  state  they  want  to  become,  or 
are  and  will  continue  to  be,  sexually  active. 

Contraception  during  adolescence  is  a complex 
and  often  emotionally  charged  issue.  The  choice 
of  contraception  depends  on  many  factors,  in- 
cluding the  patient’s  cognitive  development,  his 
or  her  specific  choice  to  use  or  not  to  use  con- 
traception, the  patient’s  knowledge  of  specific 
methods,  results  of  medical  screening,  the  pa- 
tient’s specific  sexual  activity,  moral  and  religious 
attitudes,  and  the  clinician’s  professional  views 
about  adolescent  sexuality  as  well  as  contracep- 
tion. 

These  and  other  related  issues  need  to  be  dis- 
cussed. For  example,  does  prescription  of  contra- 
ceptives to  youths  mean  that  the  clinician  con- 
dones or  accepts  adolescent  coital  activity?  Must 
physicians  give  contraceptives  to  sexually  active 
youths?  Should  a physician  refer  such  individ- 
uals to  other  sources  if  s/he  is  unable  or  un- 
willing to  provide  such  information  or  methods? 
These  and  related  subjects  must  be  reviewed  by 
all  health  care  professionals  who  deal  with  young 
patients. 

There  are  many  contraceptive  methods  which 
can  be  discussed,  including  abstinence;  barrier 
methods  such  as  the  diaphragm,  condoms,  and 
vaginal  contraceptives;  oral  contraceptives;  intra- 
uterine devices;  postcoital  contraception;  inject- 
able contraception;  rhythm  methods;  and  other 
miscellaneous  methods. 

Specific  Contraceptive  Methods 

Abstinence 

It  should  always  be  remembered  that  many 
youths  are  not  sexually  active  and  that  ab- 
stinence can  always  be  suggested  to  individuals 
who  have  already  been  sexually  active.  Teenagers 
do  make  their  own  decisions,  however, and  many 
choose  to  be  and  to  remain  coitally  active.  Real- 
istic discussions  with  patients  are  more  impor- 
tant. 

Barrier  Methods 

In  general,  the  first  choice  of  a contraceptive 
for  sexually  active  youth  should  be  some  type 
of  barrier  method.  The  advantages  and  the  dis- 
advantages of  each  (ie,  the  diaphragm,  condom, 


and  vaginal  contraceptives)  should  be  reviewed 
with  specific  application  to  the  adolescent  popu- 
lation. Though  many,  perhaps  even  most,  teen- 
agers do  not  accept  them,  others  will  and  can 
use  them  very  effectively.  Clinicians  should  learn 
to  fit  diaphragms,  to  recommend  the  condom, 
and  also  learn  about  the  various  topical  spermi- 
cides available  as  vaginal  contraceptives,  such 
as  creams,  gels,  foams,  pastes,  and  suppositories, 
all  of  which  should  not  be  relied  on  as  the  sole 
contraceptive  but  used  with  either  the  diaphragm 
or  the  condom.  A new  agent,  the  contraceptive 
collagen  sponge,  is  under  current  investigation. 
Left  in  place  for  several  days,  it  may  prove  to  be 
an  acceptable  alternative  for  some,  although  its 
potential  for  such  complications  as  foreign  body 
vaginitis  and  toxic  shock  syndrome  are  unknown 
at  present. 

Oral  Contraceptives 

The  most  popular  of  the  effective  contracep- 
tives remains  the  birth  control  pill,  a combination 
of  estrogen  and  a synthetic  progestogen.  A 
careful  medical  history  and  physical  examination 
with  pelvic  examination  should  precede  recom- 
mendation of  any  specific  contraceptive  method 
but  especially  the  pill.  Of  the  many  brands 
available,  the  30-50  meg  estrogen  type  is  recom- 
mended in  order  to  reduce  the  incidence  of  pill- 
induced  thromboembolic  disease. 

It  is  important  to  remember  that  six  absolute 
contraindications  to  pill  use  are  a history  of 
thromboembolic  phenomena,  breast  cancer  or 
other  estrogen-dependent  neoplasia,  undiagnosed 
uterine  bleeding,  pregnancy,  and  active  (acute 
or  chronic)  liver  disease.  Some  of  the  relative 
contraindications  to  pill  use  are  diabetes  melli- 
tus,  epilepsy,  migraine  headaches,  oligomenor- 
rhea, and  hypertension. 

Other  problems  which  may  arise  during  use 
of  the  birth  control  pill  include  breakthrough 
bleeding,  monilial  vaginitis,  acne  vulgaris,  and 
weight  gain.  The  patient  can  be  instructed 
in  various  aspects  of  possible  pill  complications, 
but  clinical  judgment  is  required.  A careful 
medical  screening  and  careful  followup  are  both 
important  in  minimizing  the  medical  risk  the 
patient  will  be  under  while  taking  the  pill.  Part 
of  the  patient’s  responsibility  includes  the  ability 
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to  take  the  pill  daily  and  to  participate  in  close 
monitoring  as  decided  by  the  physician.  It  is 
my  own  view  that  patients  should  be  on  the  pill 
only  until  they  will  accept  safer  methods  such 
as  the  barrier  contraceptives. 

American  physicians  should  be  aware  of  a 
newer  type  of  birth  control  pill  which  has  been 
introduced  in  Europe.  It  consists  of  an  estrogen 
and  progestogen  but  their  concentrations  are 
changed  three  times  over  the  month  cycle.  This 
“triphasic”  pill  may  more  closely  simulate  a 
natural  menstrual  cycle  in  its  hormonal  concen- 
tration than  the  traditional  type  pill.  Researchers 
have  noted  fewer  side  effects  than  observed  with 
the  traditional  pill,  including  less  breakthrough 
bleeding  and  less  acne. 

Finally,  one  should  be  familiar  with  the  “other” 
pill,  ie,  the  mini-pill.  Most  clinicians  do  not  feel 
this  progesterone-only  pill  has  an  important  role 
for  teenagers  due  to  its  increased  pregnancy  risk 
and  high  incidence  of  menstrual  irregularity,  but 
it  does  have  advantages  in  that  it  has  less  throm- 
boembolic risk  and  induces  less  hypertension  and 
fewer  metabolic  effects. 

Intrauterine  Devices  (IUD) 

What  about  the  IUD?  The  copper  T or  7 
devices  are  very  effective  contraceptive  methods 
which  can  be  considered  for  carefully  screened 
teenagers.  IUDs  should  not  be  used  in  patients 
who  have  severe  dysmenorrhea,  anemia,  or 
menorrhagia;  are  high  risk  for  sexually  trans- 
mitted disease  or  bacterial  endocarditis;  have 
genital  malignancy  or  infection;  or  have  cervical 
or  uterine  hypoplasia. 

Complications  to  IUD  use  include  increased 
menstrual  blood  loss,  dysmenorrhea,  and  IUD 
expulsion  or  perforation.  A major  concern  is 
the  increased  risk  for  salpingitis  which  the  IUD 
wearer  has,  so  careful  patient  selection  and  fol- 
lowup are  important. 

Postcoital  Contraception 

Diethylstilbestrol,  25  mg  BID  for  five  days 
started  within  72  hours  of  coitus,  has  been  recom- 
mended in  emergency  situations  such  as  rape. 
Other  postcoital  agents  which  also  work  include 
ethinyl  estradiol,  conjugated  estrogens,  progesto- 
gens,  and  postcoital  IUD  insertion. 
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Injectable  Contraceptives 

Injectable  contraceptives  such  as  depo-med- 
roxy-progesterone-acetate,  150  mg  q three 
months  IM,  can  be  selected  in  certain  situations 
where  the  pill  cannot  be  used,  as  with  psychotic 
or  mentally  retarded  individuals,  or  for  patients 
with  sickle  cell  anemia,  severe  heart  disease,  or 
thromboembolic  disease. 

There  is  controversy  wtih  its  use,  as  some  may 
feel  it  may  be  linked  to  breast  cancer  and 
chromosomal  damage.  However,  there  is  no 
conclusive  proof  for  such  claims,  and  it  is  con- 
sidered safe  and  effective  in  many  countries 
around  the  world.  In  addition,  there  is  a high 
rate  of  abnormal  uterine  bleeding  and  amenor- 
rhea noted  with  its  use. 

Health  care  professionals  should  be  familiar 
with  other  less  effective  methods  sometimes  used 
by  teenagers,  such  as  periodic  coital  abstinence, 
including  the  Billings  ovulation  method;  coitus 
interruptus;  intercourse  during  lactation;  non- 
coital  sex,  such  as  masturbation;  and  postcoital 
douching.  Some  of  these  may  be  useful  to  cer- 
tain youths,  such  as  rhythm  or  coitus  interruptus, 
while  others  such  as  douches  are  not  at  all  ef- 
fective. 

Summary 

The  premise  of  this  discussion  is  that  we  must 
acknowledge  the  sexual  activity  of  our  youth, 
and  that  there  are  millions  of  American  teenagers 
who  are  coitally  active  but  severely  limited  in 
education  concerning  this  important  arena  of 
human  life.  We  can  help  our  children  and  youth 
by  aiding  parents  in  the  education  of  their  chil- 
dren regarding  sexuality.  We  can  also  provide 
knowledgeable  counseling  and  information  about 
contraception  to  the  youth  who  are  in  need  of 
and  wish  such  information.  This  discussion  re- 
views some  of  the  important  methods.  Edu- 
cation is  not  damaging,  but  ignorance  can  indeed 
be  devastating. 
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Letters  to  the  Editor 


DELAWARE  HOSPICE 

To  the  Editor: 

Yes,  we  do  need  a Delaware  hospice;  we 
need  it  urgently.  No,  we  do  not  need  and  do 
not  want  an  English-type  hospice.  We  do  not 
need,  plan  never  to  have,  a building  for  the 
Delaware  hospice.  No,  we  do  not  need  and  do 
not  want  a hospice  like  some  in  the  country 
where  very  little,  if  any,  palliative  care  is  pro- 
vided except  sedation.  The  Delaware  hospice 
is  not  a form  of  euthanasia.  Patients  are  ac- 
cepted for  the  Delaware  hospice  if  their  physi- 
cian, family,  and  consultants  feel  that  no  more 
special  hospital  care  is  indicated,  and  when 
demise  is  felt  to  be  imminent.  A medically 
directed  interdisciplinary  team  of  a licensed 
physician  (frequently  the  patient’s  own  physi- 
cian), a nurse,  social  worker,  member  of  the 
clergy,  and  a trained  volunteer  try  to  relieve 
pain,  fear,  loneliness,  and  try  to  enable  the  re- 
cipient to  live  as  comfortably  and  as  fully  as 
possible. 

The  Delaware  hospice  is  not  necessarily  a 
one-way  street.  Some  patients  improve  and  a 
few  get  well.  If  the  patient  develops  a need  for 
extra  fluids,  blood  transfusion,  or  palliative  re- 
lief, it  will  be  done.  The  individual  should  be 
reevaluated  from  time  to  time,  and  if  some  new 
medication  or  other  treatment  develops  not  pre- 
viously available  and  which  now  seems  to  be 
indicated,  the  patient  should  be  rehospitalized 
for  study. 

It  should  be  noted  that  for  many  years  a home 
care  program  has  been  in  operation  by  the  Wil- 
mington Medical  Center  with  the  cooperation  of 
St.  Francis  and  Riverside  Hospitals.  This  HCP 
has  been  and  is  successful  but  does  not  have 
quite  the  scope  planned  by  the  Delaware  Hos- 
pice, Inc.,  so  there  should  be  liaison  and  co- 
operation between  the  two. 

Yes,  we  do  need  a Delaware  hospice;  we  need 
it  soon. 

Lewis  B.  Flinn,  M.D. 


MORE  ON  MENOPAUSE 

To  the  Editor: 

I enjoyed  reading  the  review  article  in  April’s 
Delaware  Medical  Journal,  entitled  “Menopause” 
by  Arnold  W.  Cohen,  M.D.,  a perinatologist  at 
the  University  of  Pennsylvania,  who  is  an  old 
friend  who  was  in  training  at  the  same  time  I 
was  at  Penn. 

In  his  Flow  Diagram,  Figure  2,  Page  229,  it 
appears  that  he  is  recommending  progesterone 
therapy  only  for  the  last  five  days  of  each  cycle 
when  estrogen  is  taken.  There  are  several 
studies  in  the  United  States  and  England  that 
prove  this  regimen  is  inadequate  to  protect 
against  hyperplasia  or  carcinoma.  The  most  com- 
monly recommended  dosage  is  now  Provera  10 
mg  a day  for  a minimum  of  10-13  days,  based 
on  the  research  and  work  of  Whitehead  as  it 
appeared  in  the  New  England  Journal  of  Medi- 
cine, which  confirms  earlier  studies.1  The  10-13 
day  period  is  essential  to  prevent  the  estrogen 
changes.  Perhaps  this  should  be  pointed  out  to 
practitioners  in  our  community  so  that  the 
proper  duration  of  progesterone  therapy  is  given 
to  protect  the  patients  from  adverse  changes  of 
estrogen  therapy. 

Jeffry  I.  Komins,  M.D. 
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REPLY 

To  the  Editor: 

I appreciate  Dr.  Komins’  interest.  Since  the 
article  was  written,  new  data  has  come  out  that 
confirms  what  Dr.  Komins  reports.  I agree  that 
the  length  of  progesterone  therapy  should  be 
at  least  ten  days. 

Arnold  W.  Cohen,  M.D. 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box  was  contributed  by  Carl  Abramowicz,  M.D.  and  Olin  S.  Allen , M.D. 


Figure  1 


A 17-year-old  male  presented  with  nausea,  vom- 
iting, and  a 36-hour  history  of  acute  abdominal 
pain  which  was  diffuse  in  nature,  but  most 
severe  in  the  mid-epigastrium.  CBC  revealed 
a leukocytosis  of  14,000.  A film  of  the  abdomen 
was  obtained. 


On  the  basis  of  clinical  and  roentgenographic 
findings,  the  patient  was  operated  upon.  A large 
inflammed  appendix  was  found  which  contained 
a fecalith  measuring  1 x 2.5  cm  ( Figure  3).  There 
was  no  evidence  of  perforation. 

Appendicoliths  are  the  most  specific  radio- 
graphic  signs  of  acute  appendicitis.  More  than 
90%  of  patients  with  an  acute  abdomen  and  an 
appendicolith  will  have  appendicitis.  In  one 
series,  in  about  50%  of  cases,  patients  with  symp- 
toms of  an  acute  abdomen  and  associated  ap- 


Enlargement  of  right  lower  quadrant. 

Figure  2 


Dr.  Abramowicz  is  a third-year  resident  in  the  Department  of 
Radioligy  at  the  Wilmington  Medical  Center. 

Dr.  Allen  is  Chief  of  Radiology  at  the  Wilmington  Medical 
Center. 


(See  next  page) 
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pendicolith  had  a ruptured  appendix.  Appendi- 
coliths  should  not  be  confused  with  noncalci- 
fied  fecal  material  often  seen  in  the  appendix  on 
barium  enema. 

Differential  Diagnosis 

Of  all  causes  of  intestinal  obstruction,  gall- 
stone ileus  is  the  most  difficult  to  diagnose 
clinically.  The  average  age  of  these  patients 
is  69  years;  88%  of  cases  occur  in  women.  Gas 
is  frequently,  but  not  invariably,  evident  in  the 
biliary  tree.  The  point  of  small  bowel  obstruc- 
tion is  usually  at  the  ileocecal  valve,  a point  of 
anatomic  narrowing.  While  this  diagnosis  should 
be  considered  in  our  patient,  the  age  of  the  pa- 
tient and  the  clinical  presentation  make  it  less 
likely. 

Other  calcifications  in  the  right  lower  quad- 
rant include  enteroliths  of  the  alimentary  tract 
(eg,  in  a Mackel’s  diverticulum),  calcified  mesen- 
teric nodes,  and  myxoglobulosis  of  the  appendix. 
Meckel’s  diverticulitis  with  an  associated  entero- 


Figure  3 


lith  could  not  be  excluded  preoperatively  in  our 
patient,  but  is  relatively  rare. 

Plain  Films  in  Acute  Appendicitis 

Other  plain  film  radiographic  findings  asso- 
ciated with  acute  appendicitis  include: 

1)  Air-fluid  collections  in  the  cecum  secondary 
to  localized  paralytic  ileus  producing  a poorly 
defined  mass  density  in  the  right  lower  quadrant 
of  the  supine  radiograph  and  air-fluid  levels  on 
the  erect  film.  This  finding  is  present  in  50%  of 
cases  of  acute  appendicitis  but  is  also  seen  in 
18%  of  normals,  particularly  those  patients  who 
have  had  enemas  or  cathartics. 

2)  A sentinel  loop  in  the  distal  ileum  with  air- 
fluid  levels  is  found  in  59%  of  cases  of  acute  ap- 
pendicitis compared  to  5%  normals.  When  air- 
fluid  levels  in  the  terminal  ileum  are  associated 
with  dilatation  of  the  small  bowel  loops,  the 
finding  is  particularly  significant. 

3)  Other  patterns  of  small  bowel  distention  in- 
clude generalized  dilatation  of  the  small  bowel 
paralytic  ileus  and  generalized  dilatation  of  the 
colon,  often  associated  with  multiple  air-fluid 
levels  and  dilatation  of  small  bowel  secondary 
to  generalized  peritonitis. 

4)  Alterations  of  fat  and  soft  tissue  planes  along 
the  psoas  and  obturator  muscles  secondary  to 
retroperitoneal  accumulation  of  pus  or  edema. 

5)  Loss  of  asymmetry  of  normal  flank  stripes, 
believed  to  be  due  to  accumulation  of  small 
amounts  of  peritoneal  fluid  may  be  seen. 

6)  Free  intraperitoneal  air  is  a rare  finding;  the 
amount  of  free  air  is  usually  very  small. 

7)  Intra-abdominal  abscess,  most  typcially  in 
the  right  lower  quadrant,  presents  as  a poorly 
defined  mass  often  with  displacement  of  adjacent 
loops  of  bowel.  Gas  formation  within  the  abscess 
gives  the  mass  a mottled  appearance  similar  to 
the  stippled  appearance  of  fecal  material.  Per- 
forated appendicitis  is  the  most  common  cause 
of  intra-abdominal  abscess. 

The  above  findings  may  present  singly  or  in 
combination  or  may  be  absent.  In  our  patient, 
several  loops  of  dilated  gas-containing  small 
bowel  were  present  in  the  upper  abdomen,  a 
pattern  which  was  not  particularly  helpful  diag- 
nostically. 
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ADOLESCENT  PREGNANCY: 
A TALE  OF  TWO  CRISES 


David  S.  Brashear,  M.D. 
G.  Pmooz  Sholevar,  M.D. 


The  title  for  this  paper  paraphrases  the  title 
of  a famous  novel  authored  by  Charles  Dickens— 
A Tale  of  Two  Cities.  In  keeping  with  this  liter- 
ary metaphor,  an  appropriate  subtitle  would  be 
“Adolescent  Pregnancy— A Modern  Tragedy  in 
Search  of  an  Author.”  It  was  a stroke  of  seren- 
dipity that  the  opening  sentences  of  Dickens* 
novel  embody  the  theme  implicit  in  this  topic. 
You  may  remember  that  the  novel  begins,  “It  was 
the  best  of  times,  it  was  the  worst  of  times  . . . 
It  was  the  season  of  Light,  it  was  the  season  of 
Darkness  ...  It  was  the  spring  of  hope,  it  was 
the  winter  of  despair.”  What  a profound  and 
poetic  way  to  characterize  the  bi-polar  possibili- 

Dr.  Brashear  is  Clinical  Associate  Professor  of  Child,  Adolescent, 
and  Family  Psychiatry  at  Jefferson  Medical  College,  Philadelphia. 

Dr.  Sholevar  is  Clinical  Professor  and  Director  of  the  Division 
of  Child,  Adolescent,  and  Family  Psychiatry  at  Jefferson.  Medical 
College,  Philadelphia. 


ties  for  outcome  that  mark  these  two  milestones 
of  human  development:  adolescence  and  preg- 
nancy. 

Crisis,  as  the  term  is  used  here,  connotes  a 
major  turning  point  in  the  life  of  an  individual 
originating  from  maturational  and  biologic  pro- 
cesses. Inherent  in  this  process  is  the  oppor- 
tunity, under  favorable  conditions,  for  growth 
with  the  integration  of  new  skills  and  new  self- 
concepts.  Equally  inherent  in  this  process  is 
the  stress  of  disequilibrium  and,  with  unfavor- 
able conditions,  the  failure  of  growth  with  re- 
gression and  diminished  self-value. 

Dickens’  enigmatic  juxtaposition  of  these  po- 
larities—“the  best  and  the  worst,  hope  and  des- 
pair”—captures  the  essence  of  these  potentially 
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contrasting  outcomes  of  life’s  basic  steps.  For 
better  or  worse,  teenage  pregnancy  is  the  out- 
come in  increasing  numbers  of  adolescent  scripts. 
In  1975,  220,000  females  17  years  and  under  be- 
came mothers.1  Between  1975  and  1978,  60% 
of  births  to  white  teenagers  and  90%  of  births  to 
black  teenagers  were  conceived  out  of  wedlock. 
These  figures  represent  respectively  a 250%  and 
50%  increase  in  the  past  25  years.  Recent  figures 
from  the  National  Center  of  Health  Statistics 
estimate  597,800  out-of-wedlock  babies  born  in 
America,  an  increase  of  50%  over  the  past  decade. 
There  are  10  million  adolescent  females  between 
15  and  19  in  this  country.  Of  this  10  million,  1.1 
million  will  become  pregnant  this  year.  Accord- 
ing to  the  Urban  Institute,  22%  end  in  out-of-wed- 
lock births,  10%  are  legitimized  by  marriage,  17% 
are  postmarital  conceptions,  13%  end  in  miscar- 
riage, and  38%  terminate  in  abortion. 

How  the  Script  Is  Written 

A number  of  studies  have  shown  that  young 
women  who  have  their  first  child  before  the  age 
of  18  or  19  are  more  likely  to  have  certain 
characteristics  at  the  time  of  their  first  pregnancy 
than  those  who  have  their  first  child  in  later  life. 
These  characteristics  include:  lower  levels  of 
educational  achievement,  lower  earnings  from 
employment,  a greater  tendency  to  be  dependent 
on  public  assistance,  a stronger  tendency  to 
having  a large  number  of  children,  a higher 
incidence  of  birth  outside  of  marriage,  higher 
rates  of  both  early  marriage  and  separation  or 
divorce,  and  a greater  likelihood  of  having  male 
partners  of  low  educational  and  occupational 
status.2  However,  if  one  looks  at  the  characteris- 
tics of  young  people  before  as  well  as  after  preg- 
nancy, it  becomes  clear  that  many  of  the  sup- 
posed consequences  of  teenage  childbearing  are 
interwoven  with  its  underlying  causes. 

The  script  has  already  been  written  for  many 
of  these  youngsters  who  would  be  likely  to  ex- 
perience educational,  vocational,  familial,  and 
financial  problems  in  the  future,  whether  or  not 
they  become  adolescent  parents.  In  many  in- 
stances, becoming  teenage  parents  merely  adds 
further  difficulty  for  youngsters  who  have  been 
burdened  throughout  their  developmental  years 
by  such  factors  as  racism,  poverty,  poor  family  re- 
lationships, and  low  levels  of  achievement  in 


school.  Nevertheless,  although  there  is  no  single 
pregnant  profile,  if  one  considers  all  the  points 
at  which  a choice  is  made  along  the  path  that 
leads  to  teenage  motherhood,  it  is  the  least  ap- 
propriate candidate  for  that  role  who  succumbs 
at  each  juncture.  This  is  the  tragic  scenario. 

What  are  then  some  of  the  variables  that 
create  adaptive  vulnerability  in  girls  as  they 
approach  the  adaptive  crisis  of  attaining  gyne- 
cologic maturity?  The  average  American  girl 
reaches  reproductive  maturity  by  the  age  of  15 
and  thus  might  be  assumed  to  be  ready  to  con- 
ceive. Given  this  biologic  reality,  the  variables 
that  are  associated  with  nonmarital  intercourse 
require  scrutiny.  We  are  indebted  to  Chilman 
and  her  excellent  review  article  from  1980  in 
which  she  reviewed  the  research  in  the  trends 
in  adolescent  coitus  from  the  1920s  on  through 
the  1970s.3  She  concluded  that  nonmarital  inter- 
course among  numbers  of  young  people  rose 
sharply  during  the  mid  and  late  60s  and  on  into 
the  70s.  She  points  out  that  the  Zelnik  and 
Kantner  1976  study  showed  that  compared  to 
1971,  there  has  been  a considerable  increase  in 
the  prevalence  of  nonmarital  intercourse  among 
adolescents  between  the  ages  of  15  and  19.4  In 
addition,  this  survey  showed  that  63%  of  black 
teenagers  and  31%  of  white  teenagers  were  sexu- 
ally active. 

In  Chilman’s  review,  she  cites  a number  of 
social  and  psychological  variables  that  are  sup- 
ported by  a number  of  major  studies.  These  in- 
clude social  variables  such  as  racism  and  poverty, 
migration  from  rural  to  urban  areas,  low  levels 
of  religiousness,  and  norms  favoring  equality 
between  the  sexes.  The  psychological  variables 
included  self-esteem,  low  educational  goals  and 
poor  educational  achievement,  deviant  attitudes, 
and  alienation.  Chilman  further  comments  that 
much  of  the  research  has  viewed  the  problem 
as  residing  almost  exclusively  within  the  indi- 
vidual rather  than  looking  more  carefully  at  the 
society  in  which  the  individuals  live.  Indeed, 
there  are  no  adequate  studies  on  family  structure 
and  family  dynamics  that  highlight  those  vari- 
ables in  family  structure  that  increase  adaptive 
vulnerability  in  our  teenage  population.  We  can 
only  infer  certain  family  dynamics  from  some  of 
the  psychological  variables  cited. 
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For  example,  Chilman  cites  variables  such  as 
permissive  attitude  of  parents,  strained  child- 
parent  relationships,  and  little  parent-child  com- 
munication. Rosenstock,  reviewing  psychody- 
namic factors  in  a group  of  at-risk  middle  class 
patients  in  1980,  lists  eight  significant  variables 
which  included  parental  complicity,  perceived 
love  deprivation,  and  contrived  need  for  parental 
acceptance.5  These  factors  similarly  infer  but 
do  not  elucidate  significant  family  variables.  For 
example,  what  of  the  role  of  the  rigidly  organized 
intact  family  with  an  authoritarian  father  who 
equates  the  mother  with  the  children  and  in 
which  the  qualities  of  passivity  and  motherliness 
are  emphasized?  Adolescent  girls  in  such  fami- 
lies are  unprepared  for  assuming  a responsible 
societal  role  or  long-term  planning  for  their  fives. 
Pregnancy  in  such  adolescents  comes  as  a reac- 
tion to  threat  or  actual  experience  of  loss  within 
the  nuclear  or  extended  family,  or  the  loss  in  the 
mother  of  her  ability  to  bear  children  due  to 
hysterectomy  or  menopause. 

Or,  consider  the  single-parent  family  model 
with  the  example  of  a maternal  history  of  be- 
coming pregnant  at  an  early  age  without  getting 
married,  as  well  as  multiple  children  by  different 
fathers  at  a young  age.  Further  still,  what  of 
the  disorganized  families  in  which  the  attach- 
ment between  the  adolescent  and  her  potential 
family  has  broken  down  due  to  aggressive  be- 
havior in  the  past?  Families  which  generally 
provide  little  support  find  adolescents  extruded, 
running  away  in  the  underground  subculture. 
The  incidence  of  depression,  lost  hope,  and  des- 
peration is  significant  in  this  group. 

The  permissive  sexual  norms  of  society  is  a 
commonly  cited  cause  for  adolescent  pregnancy. 
Over  the  past  two  decades,  there  have  been 
striking  changes  in  the  sexual  attitudes  and  be- 
havior of  adolescents  which  are  ascribed  to  the 
phenomenon  known  as  the  “Sexual  Revolution.” 
Culturally  sanctioned  and  approved  sexual 
standards  which  now  exist  are  a far  cry  from 
the  traditional  Victorian  picture  of  childhood 
innocence.  To  quote  from  a recent  article  in 
the  New  York  Times  Magazine , January  25,  1981, 
“Not  so  long  ago  pre-teenagers  were  singing 
‘Were  off  to  see  the  wizard;’  today  their  childish 
voices  pipe  the  Beatles,  “Why  don’t  we  do  it  in 


the  road.’  ” Chess  and  Thomas  in  1976  studied 
the  sexual  attitudes  and  behavioral  patterns  in 
a middle  class  adolescent  population  which  they 
had  been  following  for  a number  of  years.6  Their 
investigations  of  91  middle  class  adolescents 
ranging  in  ages  from  15  to  19  revealed  an  inter- 
esting perspective.  It  might  be  assumed  that  the 
lifting  of  cultural  restraints  on  premarital  sexual 
activities  would  result  in  sexual  promiscuity 
among  this  population.  This  was  certainly  not 
the  case  with  the  population  in  the  New  York 
longitudinal  study.  The  adolescents  in  this  study 
evidenced  a more-matter-of-fact,  less  fearful 
attitude  than  previous  generations,  but  did  not 
seem  more  prone  to  casual  sexual  encounters. 
These  youngsters  bring  to  their  sex  fife  the  same 
positive  values  and  conflicts  they  demonstrated 
in  other  areas  of  functioning.  Conflict  had  more 
to  do  with  parent-child  relationships  than  with 
any  guilt  about  sex  in  and  of  itself. 

This  will  support  current  studies  that  indicate 
that  girls  who  seek  contraceptive  counseling  are 
more  accepting  of  their  sexuality  and  of  their 
sexual  involvements  than  are  sexually  active  girls 
who  do  not.7  9 There  is  evidence  that  effective 
contraception  reflects  more  internal  locus  of  con- 
trol in  these  adolescents  and  better  problem  solv- 
ing.10 Successful  contraceptors  are  more  asser- 
tive and  tend  to  experience  more  pleasure  from 
sexual  encounters  than  their  peers.  In  another 
study,  it  is  noted  that  the  less  interpersonal  power 
and  influence  a teenage  girl  has  in  heterosexual 
relationships,  the  greater  the  pregnancy  risk  she 
faces,  as  a function  of  both  increased  frequency 
of  sex  and  decreased  utilization  of  contracep- 
tion.11 It  is  also  well  established  that  the  ado- 
lescent female’s  partner  plays  a primary  role  in 
her  decision  regarding  sexual  activities  and  con- 
traceptive utilization.  The  greater  commitment 
within  a relationship,  the  more  effort  for  preg- 
nancy prevention.  It  is  a bit  ironic  that  those 
least  involved  with  one  another  are  most  likely 
to  produce  an  unwanted  pregnancy.  The  younger 
the  adolescent,  the  less  likely  she  is  to  take  pre- 
cautions. In  a 1974  article  by  Zelnik  and  Kant- 
ner,  who  examined  the  reasons  that  over  700  ado- 
lescents gave  for  not  using  contraception  at  the 
occasion  of  their  last  sexual  experience,  the  most 
common  explanation  given  was  that  they  had  not 
expected  to  have  intercourse.12 
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The  lack  of  adequate  contraceptive  knowledge 
has  been  implicated  as  a major  reason  for  ado- 
lescent pregnancy.  Indeed,  an  examination  of 
the  sexual  knowledge  of  adolescents  reveals 
glaring  misconceptions,  such  as  misunderstand- 
ing the  safe  period  by  assuming  that  the  days 
between  the  two  periods  are  safe  for  intercourse. 
Withdrawal  has  been  considered  as  an  effective 
contraceptive  tool  in  this  group.  An  interesting 
finding  is  that  the  increased  dissemination  of 
sexual  knowledge  has  not  decreased  the  incidence 
of  adolescent  pregnancy.  This  points  out  the 
significance  of  psychodynamic  or  family  dynamic 
factors  in  the  genesis  of  adolescent  pregnancy. 

It  is  interesting  to  look  also  at  attitudes  of  male 
adolescents— the  other  partners  in  teenage  preg- 
nancies. In  one  survey  of  421  black,  white,  and 
Hispanic  youths,  ranging  in  age  from  13  to  19, 
it  was  revealed  that  among  the  60%  who  were 
sexually  active,  only  15%  always  used  an  effective 
form  of  contraception,  and  only  35%  sometimes 
did.13  Whites  tended  to  be  better  contraceptors 
than  the  black  or  Hispanic  youths,  and  those 
older  than  17  were  much  more  likely  to  protect 
their  partner  than  were  their  younger  counter- 
parts. The  investigators  concluded  that  the  at- 
titude prevailing  constituted  a contempt  for  the 
girl’s  risk  of  pregnancy  and  a disregard  for  her 
situation.  This  is  a sad  but  fitting  counterpoint 
to  the  attitudes  described  previously  as  charac- 
teristic of  so  many  of  their  female  partners.  By 
the  same  token,  despite  their  self-serving  atti- 
tude, over  three  fourths  of  the  blacks  and  almost 
two  thirds  of  the  others  were  antiabortion.  In 
another  study,  a survey  of  300  15-  to  17-year- 
olds  from  intact  lower  class  and  middle  class 
suburban  homes,  equally  split  between  blacks 
and  whites,  and  between  males  and  females, 
major  sex  and  racial  difficulties  emerged.14  The 
blacks  expressed  much  more  positive  attitudes 
about  children  and  about  the  advantages  of 
having  many  than  did  the  whites.  Similarly, 
male  children  are  much  more  favored  than  the 
females.  Children  were  perceived  by  the  young 
men,  especially  the  blacks,  as  personal  and  social 
assets.  These  attitudes  are  interesting  in  that  the 
blacks  tend  not  to  marry  the  girls  whom  they  im- 
pregnate. Data  from  other  recent  studies  sug- 
gest that  friends  play  the  greatest  role  in  influ- 
encing sexual  activities  and  contraception  use  for 


teenage  males.415  For  both  the  male  and  female 
teenager,  the  parents  are  rarely  relied  upon  for 
either  information  or  advice.  However,  the 
choices  involved  in  being  sexually  active  and  in 
using  or  not  using  contraception  are  much  more 
complicated  for  the  young  female  than  her  male 
counterpart. 

While  there  is  no  evidence  to  substantiate  it, 
some  would  claim  that  teenagers  become  moth- 
ers in  order  to  collect  welfare.  In  1974,  Sklar  and 
Berkoff  commented  intelligently  on  this  matter: 
“Choosing  to  have  a baby  out  of  wedlock  is  not 
determined  solely  by  the  availability  or  level  of 
support  services  but  also  by  consideration  of  the 
total  framework  of  rewards  and  punishment  per- 
ceived by  the  woman.  Clearly,  that  framework 
can  vary  tremendously  if  the  young  woman  is 
unhappy  at  home  or  at  school,  she  may  be  more 
willing  now  than  in  the  past  to  have  a baby 
because  she  knows  that  motherhood  is  socially 
approved  and  that  financial  and  social  systems 
will  be  available  to  her.”16 

Adolescent  sexual  activity  is  rooted  in  psychic, 
social,  and  epidemiological  factors  as  well  as  in 
biology.  The  single  message  that  stands  out 
among  all  the  reports,  however,  is  the  negative 
nature  of  the  reasons.  Thus,  despite  her  bio- 
logical readiness,  it  is  clear  that  the  typical 
15-year-old  is  not  well  suited  to  the  role  of 
mother. 

What  About  the  Outcomes 

Pregnancy  is  the  most  common  reason  for  girls 
failing  to  complete  high  school.  Fifty  to  67%  of 
female  dropouts  are  pregnant.  Most  of  these 
girls  do  not  return  to  school,  and,  when  com- 
pared to  their  former  classmates  five  and  11  years 
later,  they  remain  significantly  less  educated. 
Early  childbearing  is  also  predictive  of  less  pres- 
tigious jobs  and  poor  employment  prognosis  with 
increased  dependency  on  welfare.  In  reviewing 
1975  statistics,  Moore  reported  in  1978  that  close 
to  one  half  of  the  9.4  billion  dollars  spent  on  aid 
to  families  with  dependent  children  went  to 
women  who  had  started  their  families  before 
age  20. 17  If  one  looks  only  at  the  younger 
women,  the  percentage  going  to  once-teenage 
mothers  jumps  to  63%.  Although  about  one  half 
of  these  young  women  do  marry,  in  the  face  of 
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familial  and  social  pressure,  better  educational 
and  vocational  outcomes  are  associated  with  re- 
maining single.  Added  to  this  is  the  fact  that 
the  majority  of  teenage  marriages  end  in  divorce 
or  permanent  separation. 

Adolescents  who  choose  abortion  currently 
constitute  about  one  third  of  those  who  become 
pregnant.  Many  investigators  have  demon- 
strated significant  social  class  differences  be- 
tween abortion  seekers  and  those  who  carry  to 
term.18'20  The  abortion  seekers  tend  to  be  of  a 
higher  social  status.  Consistent  with  these  re- 
sults are  the  reports  from  the  same  researchers 
that  teenagers  who  choose  to  terminate  the  preg- 
nancies tend  to  have  better  academic  records 
and  higher  educational  and  vocational  goals  than 
do  their  peers  who  deliver.  This  was  found  to 
be  the  case  even  when  the  groups  were  matched 
on  the  basis  of  social  class.  A number  of  investi- 
gations have  compared  the  mental  health  status 
of  aborters  and  nonaborters  and  have  concluded 
that  the  former  group  tends  to  be  psychologically 
healthier.18’20-21  It  is  noted  that  the  choice  of 
abortion  may  signal  an  aspiration  for  self-im- 
provement and  upward  mobility.20  Such  an  in- 
terpretation is  consistent  with  another  report  that 
the  decision  to  terminate  a pregnancy  is  associ- 
ated with  a desire  to  complete  school  and  fulfill 
ones  vocational  aspirations. 

A series  of  Supreme  Court  decisions  in  the 
early  1970s  made  legalized  abortion  available 
to  adolescents.  Between  1973  and  1976,  the 
abortion  rate  for  both  black  and  white  teen- 
agers rose  rapidly,  and  this  played  a large  part 
in  the  reduction  of  the  adolescents'  birth  rate.22 
However,  in  1978,  as  the  result  of  pressure  by 
Right  To  Life  groups,  federal  funds  for  abortion 
were  withdrawn  except  in  cases  of  rape,  incest, 
and  serious  threat  to  the  mother’s  physical  health. 
The  loss  of  this  federal  funding  for  abortion  will 
certainly  lead  to  a rise  in  the  rate  of  adolescent 
childbearing. 

What  are  the  Biomedical  Risks  Involved  in 
Teenage  Pregnancy? 

Many  of  the  early  reports  in  the  literature 
place  the  adolescent  with  teenage  pregnancy  at 
risk  obstetrically.  Reports  indicate  an  excep- 
tionally high  incidence  of  complications  of  all 


types  for  girls  18  and  younger.23'25  These  were 
seen  as  a function  of  age.  In  addition,  high  rates 
of  fetal,  perinatal,  and  maternal  mortality  were 
said  to  be  associated  with  teenage  pregnancy. 
However,  it  seems  likely  that  these  outcomes 
are  confounded  by  a number  of  correlates  of 
teenage  childbearing,  and  they  are  represented  by 
a period  in  the  1950s  and  1960s  wherein  the  preg- 
nant adolescent  often  received  minimal  care.23 
Many  of  these  adolescents  did  not  see  a physician 
until  their  last  trimester,  and  one  fourth  of  them 
received  no  prenatal  care  whatsoever.  However, 
the  prognosis  has  improved  considerably.  More 
recent  investigations  indicate  that  medical  out- 
comes for  pregnant  teenagers  who  are  15  or  older 
and  who  receive  satisfactory  prenatal  care  and 
nutrition  suggest  that  this  group  is  not  at  risk 
for  obstetrical  difficulties.26-27  It  seems  that  in- 
adequate health  care  associated  with  illegitimacy 
and  teenage  pregnancy  is  a more  significant  fac- 
tor than  age  itself.  It  may  be  concluded,  sur- 
prisingly, that  there  is  no  evidence  of  biomedical 
risk  to  the  mother  or  her  offspring  associated 
with  pregnancy  for  the  average  female  over  age 
14.  For  the  younger,  physiologic  and  anatomic 
immaturity  can  be  a risk  factor.  For  the  older 
teenager  with  proper  health  care  and  nutrition, 
she,  medically  speaking,  is  ready  to  become  a 
mother. 

Is  she,  however,  psychologically  prepared  to 
become  a mother,  and  can  she  meet  the  adap- 
tive vicissitudes  of  this  adaptational  crisis?  Prior 
to  and  through  the  mid  1960s,  90%  of  teenage 
mothers  gave  up  their  infants  for  adoption.  Cur- 
rent estimates  are  that  only  15%  of  the  infants 
born  to  teenagers  are  adopted,  and  this  repre- 
sents a remarkable  shift-over  in  a relatively 
short  period  of  time.12'16,28,29  This  change  reflects 
the  difference  of  behavior  in  young,  white 
mothers,  since  black  girls  have  always  been  more 
likely  to  retain  their  infants. 

The  traumatic  nature  of  the  adolescent  preg- 
nancy is  found  in  the  superimposition  of  a 
maturational  crisis  in  a vulnerable  teenager  who 
is  yet  to  resolve  her  own  identity.  It  is  a dual 
crisis  compounding  the  task  of  the  adolescent 
as  well  as  her  family,  especially  her  mother.  It 
is  one  that  at  least  temporarily  unbalances  the 
power  structure  and  stability  of  the  system.  Shaf- 
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fer  and  Pine  identified  a repeated  theme  in  inter- 
views with  new  adolescent  mothers  that  they 
described  as  the  teenager’s  conflict  between  being 
mothered  and  being  a mother.30  For  many  ado- 
lescents, childbearing  beforehand  is  seen  as  a 
means  of  getting  attention  and  making  them- 
selves feel  grown  up  and  important,  only  at  the 
end  to  find  themselves  alone,  frightened,  help- 
less, and  angry.  Barglow  et  al  in  1967  reported 
that  girls  who  adapted  most  favorably  to  the 
stress  of  pregnancy  and  motherhood  and  who 
seemed  less  likely  to  repeat  the  experience  of 
illegitimate  pregnancies  were  those  whose  rela- 
tionship to  mother  was  changed  by  the  preg- 
nancy.31 A number  of  followup  studies  have 
demonstrated  that  assistance  from  parents  and 
other  relatives  has  a major  influence  on  the  likeli- 
hood that  a teenage  mother  will  finish  her  edu- 
cation and  obtain  a job.32’33 

How  well  she  is  prepared  to  assume  a task 
of  mothering  is  a moot  point.  There  is  much 
general  evidence  that  these  young  teenagers  as 
a group  know  very  little  about  infants  and  par- 
enting. Their  ignorance,  coupled  with  general 
immaturity  and  inexperience  and  the  most  diffi- 
cult circumstances  that  teenage  mothers  face, 
contributes  to  the  problem  characteristics  of  their 
children.  This  combination  of  factors  is  predic- 
tive of  inadequate  mothering. 

There  is  a high  association  between  maternal 
age  and  the  serious  mistreatment  of  young  chil- 
dren. It  has  long  been  assumed  that  children 
of  adolescents  suffer  more  physical,  emotional, 
and  intellectual  handicaps  than  do  others,  but 
only  recently  has  that  data  been  available  to 
support  this  claim.34-35  In  recent  data  by  Baldwin 
and  Kane,  the  picture  that  emerges  consistently 
is  one  of  the  deficits  in  the  children  of  young 
mothers.32  Much  attention  has  been  recently 
directed  to  the  institution  of  special  programs 
for  pregnant  girls  and  the  evaluation  of  the  pro- 
grams. It  is  a consensus  that  in  these  programs 
teenagers  fare  somewhat  better  than  peers  who 
receive  no  special  training  or  support.  Program 
participation  is  associated  with  fewer  additional 
pregnancies,  increased  use  of  contraception,  as 
well  as  completion  of  more  educational  and  vo- 
cational training.  Unfortunately,  more  recent 
data  indicates  that  these  positive  benefits  are 


short-lived.36  Gains  made  by  students  in  these 
special  programs  are  often  lost  if  efforts  are  not 
made  to  maintain  contact  over  an  extended 
period  of  time  with  these  young  women. 

It  is  true,  however,  that  researchers  have 
been  so  preoccupied  with  demonstrating  that 
early  childbearing  creates  serious  disadvantages 
that  they  have  generally  overlooked  the  fact 
that  some  young  mothers  overcome  the  obstacles 
associated  with  premature  parenthood  and  even 
derive  psychological  benefits  from  the  experi- 
ence. Such  an  undertaking  has  been  studied  and 
reported  by  Furstenberg  and  Crawford  in  1978.33 
Their  investigation  looked  at  the  role  played  by 
family  and  kinship  in  providing  support  and  as- 
sistance to  the  young  mother  and  her  offspring. 
They  examined  the  proposition  that  the  outcome 
of  early  childbearing  is  mediated  by  the  family 
involvement  in  the  transition  to  parenthood. 
This  was  an  impressive  followup  study  on  404 
pregnant  adolescents  of  whom  87%  were  black, 
and  with  350  other  prospective  grandmothers, 
who  were  evaluated  at  intervals  of  one  year, 
three  years,  and  five  years.  Their  analysis  sug- 
gests that  assistance  rendered  by  family  members 
significantly  alters  the  life  chances  of  the  young 
mother,  enhancing  her  prospect  of  educational 
achievement  and  economic  advancement.  It 
also  contributes  to  the  well-being  of  the  child, 
though  the  evidence  they  could  marshal  was  lim- 
ited. They  point  out  that  there  is  widespread 
agreement  among  experts  that  the  early  child- 
bearer  is  at  some  disadvantage  in  assuming  the 
maternal  role  because  of  her  psychological  im- 
maturity. 

Many  young  mothers  are  themselves  still  ex- 
periencing the  developmental  task  of  adoles- 
cence, consolidating  their  own  interpersonal 
skills,  working  out  life  aims,  and  achieving  some 
sense  of  personal  identity.  Thus,  it  is  evident 
that  many  young  mothers  lack  the  experience 
and  skills  to  manage  the  complex  obligations  of 
motherhood.  Based  on  these  presuppositions, 
a number  of  programs  serving  teenage  mothers 
have  developed  parent  education  courses  de- 
signed to  teach  mothering  skills.  These  pro- 
grams operate  on  the  erroneous  assumption  that 
the  teenage  mother  is  the  principal,  if  not  the 
only,  caretaker.  If  results  of  the  Furstenberg 
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study  are  valid,  the  family  and  the  infant’s 
father,  not  just  the  adolescent  mother,  should  be 
targets  of  the  instruction  as  well.  The  fact  is  that 
many  young  parents  are  receiving  or  could  re- 
ceive a great  deal  of  training  on  the  job 
from  parents,  older  siblings,  or  from  even 
more  distant  kin.  Without  taking  into  account 
the  actual  parenting  structure,  educational  pro- 
grams may  be  imparting  wisdom  that  either  can- 
not be  applied  or  is  ill-suited  to  fit  the  situations 
that  young  mothers  typically  face.  Instead, 
public  programs  should  build  on  the  strength  in- 
herent in  these  families.  Also,  financial  assist- 
ance and  other  aid  such  as  child  care  should  be 
extended  to  families  willing  to  help  their  young 
daughters  pick  up  the  threads  of  their  lives  and 
advance  their  educational  and  occupational  pros- 
pects. Furthermore,  assistance  should  go  as  well 
to  young  fathers  if  they  show  interest  in  support- 
ing the  young  women  and  their  children.  We 
should  provide  incentives  for  grandparents  and 
other  relatives  to  assist  in  raising  young  children. 
The  support  and  involvement  of  significant  others 
within  the  young  new  family  can  only  improve 
its  prognosis  for  coping  adaptively.33 

This  brings  us  to  a summary  of  the  issues  of 
prevention  and  intervention— the  “when”  and 
“how”  to  rewrite  the  script.  Certainly,  consid- 
ering the  multiplicity  of  predisposing  factors,  the 
task  of  prevention  is  a formidable  one.  However, 
the  obvious  significance  of  below-average  school 
performance,  depressed  achievement,  and  disin- 
terest in  school  requires  that  these  ubiquitous 
markers  should  not  be  ignored.  Those  of  you 
who  serve  families  should  be  actively  aware  of 
the  risk  to  the  future  of  the  female  offspring 
whose  family  pathology  propels  them  relentlessly 
toward  teenage  pregnancy. 

The  role  of  sex  education  in  prevention  of 
adolescent  pregnancy  has  not  been  clear.  The 
improvement  of  knowledge  about  contraception 
in  many  circles  has  not  succeeded  in  reducing 
the  incidence  of  adolescent  pregnancies.  Even 
in  the  Scandinavian  countries  where  sex  educa- 
tion has  succeeded  in  decreasing  significant  so- 
cial phenomena  such  as  suicide,  it  has  not  been 
particularly  effective  in  reducing  adolescent 
pregnancies. 


The  adolescent  should  be  encouraged  to  con- 
sider abortion  thoroughly.  Efforts  should  be 
made  to  assist  the  teenager  with  the  psychologi- 
cal aspects  of  abortion,  the  loss  of  the  baby  and 
its  symbolic  meaning,  in  order  to  reduce  the  pos- 
sibility of  a replacing  pregnancy  in  the  future. 
Those  who  opt  for  childbearing  either  by  de- 
fault or  decision,  require  mobilization  of  rehabili- 
tative forces  in  the  family.  Responsible  males 
should  be  involved  so  as  to  help  them  assume 
a fathering  role  and  provide  support. 

In  single-parent  families,  and  particularly  dis- 
organized families,  the  job  of  the  counseling 
services  is  to  discover  the  “potential  family”  and 
help  them  to  rally  around  the  adolescent.  In 
order  to  achieve  this  goal,  it  is  essential  that  the 
counseling  agency  refrain  from  putting  prema- 
ture and  excessive  demands  on  “the  potential 
family.” 

Where  family  support  is  wanting  or  unavail- 
able, supportive  facilities  need  to  be  created  that 
will  provide  sustained  domiciliary  stability,  medi- 
cal care,  educational  opportunity,  life  skills, 
future  child  care,  and  continuing  emotional  sup- 
port. 

Adolescent  pregnancy  poses  major  risks  for 
the  teenage  mother,  major  risks  for  her  offspring, 
and  a major  societal  burden  in  terms  of  billions 
of  welfare  dollars.  Perhaps  with  our  creative 
professional  efforts  and  interest  addressing  this 
national  crisis,  we  can  paraphrase  the  final 
words  of  the  hero  of  Dickens’  Tale  of  Two  Cities 
and  be  able  to  say,  “It  is  a far,  far  better  thing 
we  do,  than  we  have  ever  done  before.” 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 

The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 

Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


THE  PSYCHIATRIC  FIX:  PSYCHIATRY'S  ALARMING 
POWER  OVER  OUR  LIVES,  by  June  and  William 
Noble,  New  York,  Delacorte  Press,  1981.  320  pp. 
Price  $13.95. 

The  Nobles  analogize  psychiatry  to  “the  Great 
Magic  Show,  a wizardry  of  power,  with  methods 
dazzling  and  unfathomable.”  They  devote  the 
next  couple  of  hundred  pages  to  a foray  back- 
stage  trying  to  expose  the  methods  behind  the 
magic  and  attempting  to  provide  a “multidimen- 
sional look  not  only  at  the  way  psychiatrists  prac- 
tice but  at  who  they  are,  why  they  think  (and 
act)  the  way  they  do,  and  whether  they  remain 
entitled  to  the  mystique  of  mind-healer  they  have 
carried  for  so  long.”  The  Nobles  have  written 
three  previous  books,  the  titles  of  which  do  not 
connote  any  expertise  in  their  present  area  of 
literary  endeavor.  However,  they  claim  to  have 
traveled  extensively  to  interview  psychiatrists, 
medical  students,  and  others  to  seek  the  truth 
about  “the  Great  Magic  Show.” 

Throughout  fifteen  chapters  they  deal  with  a 
variety  of  topics;  some  more  controversial  and 
traditionally  assigned  to  the  specialty  of  psy- 
chiatry (psychoanalysis,  electroconvulsive  ther- 
apy, forensic  psychiatry,  community  mental 
health  professionals,  and  sexual  preferences ) and 
some  less  specialized  (geriatric  medicine,  insur- 
ance reimbursement,  continuing  education  and 
research  and  their  financial  support  by  drug 
companies,  and  the  nature  of  the  doctor-patient 
relationship ) . The  format  followed  in  the  explora- 
tion of  these  topics  involves  story-telling  through 
the  bulk  of  chapters  in  an  attempt  to  convey 
the  salient  points  of  the  reporting.  At  the  con- 
clusion of  each  chapter,  two  addtional  pages 
serve  as  an  epilogue  to  distill  the  major  points 
of  the  chapter  from  the  preceding  stories  and  to 
add  historical  information  or  to  cite  relevant 
concepts  or  statistics. 

Though  the  book  purports  to  be  unbiased,  it 
conveys  a one-sided  impression  of  the  field  of 


psychiatry.  In  their  stories,  the  writers  portray 
psychiatrists  as  inept,  superficial,  aloof,  and 
scheming,  but  rarely  as  “humanistic,  clearheaded, 
dedicated,  intelligent”  individuals,  the  qualities 
which  the  Nobles  claim  are  possessed  by  a por- 
tion of  psychiatric  practitioners.  Unfortunately, 
this  “unbiased”  report  devotes  few  words  to  this 
latter  group.  If  the  field  of  psychiatry  repre- 
sents a “Great  Magic  Show,”  then  The  Psychi- 
atric Fix  receives  only  a fair  rating,  for  its  at- 
tempt at  deception  is  constantly  visible. 

Walter  Strauser 

Mr.  Strauser  is  a senior  medical  student  at  Jefferson  Medical 
College. 
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THE  DIAGNOSIS  OF  STUPOR  AND  COMA,  3rd 
Edition,  edited  by  Fred  Plumm,  M.D.  and  Jerome 
B.  Posner,  M.D.,  F.  A.  Davis  Company,  Philadel- 
phia, 1980.  373  pp.  Illus.  Price  $22.00. 

In  their  preface,  Doctors  Plumm  and  Posner 
admit  that  in  the  eight  years  since  the  second 
edition  of  this  monograph  was  published,  the  CT 
scan  “has  replaced  deduction  in  the  capacity  to 
identify  and  localize  many  intracranial  masses 
or  destructive  lesions.”  Having  had  the  plea- 
sure of  studying  under  these  eminent  neur- 
ologists during  medical  school,  I am  sure  that 
while  pleased  with  the  good  that  super  tech- 
nology like  computerized  trans-axial  tomography 
has  done  for  the  patient,  they  regret  deeply  the 
effect  such  technology  has  had  on  our  thinking 
processes  as  clinicians  when  considering  the  site, 
composition,  or  effect  of  a central  nervous  sys- 
tem lesion.  It’s  easier  to  get  the  CT  scan  than 
analyze  the  problem.  The  goal  of  this  edition 
then  is  to  “help  the  reader  understand  and  diag- 
nose severe  brain  dysfunction,  both  as  it  exists 
and  as  it  evolves  in  the  seriously  ill.  The  book 
remains  a treatise  on  the  pathophysiology,  be- 
cause radiographic,  electrophysiologic,  and 
chemical  technology  by  themselves  are  insuf- 
ficient substitutes  for  the  physician’s  educated 
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mind  in  the  management  of  patients/’  Who 
could  disagree? 

The  book  has  eight  chapters.  The  initial  chap- 
ter is  quite  long  and  reviews  the  pathophysiology 
of  signs  and  symptoms  of  coma.  It  is  a classic 
discussion  of  some  of  the  most  important  and 
difficult  clinical  findings  in  neurology,  such  as 
abnormal  ocular  movements.  The  final  chapter 
is  new  and  provides  a framework  for  the  initial 
management  of  the  comatose  patient.  Other 
chapters  deal  with  supra  and  sub-tentorial  lesions 
causing  coma,  multifocal  and  diffuse  metabolic 
diseases  causing  coma,  phychogenic  unrespon- 
siveness, and  updated  discussions  of  brain  death 
and  prognosis  in  coma  which  should  be  welcome 
at  a time  when  medico-legal  discussion  surround- 
ing these  issues  has  become  important. 

I wanted  to  review  this  book  because  I had 
read  the  second  edition  in  medical  school  and 
found  it  to  be  one  of  the  best  written,  informa- 
tive, and  important  monographs  I had  come 
across  in  medicine.  The  new  edition  is  no  less 
imposing  a contribution.  It  should  be  on  the 
shelf  as  a reference  in  the  library  of  all  physicians 
who,  from  time  to  time,  deal  with  diminished 
consciousness  in  their  patients. 

James  H.  Newman,  M.D. 

as  as  as 

NOVAK'S  TEXTBOOK  OF  GYNECOLOGY,  10th 
Edition,  edited  by  Howard  W.  Jones,  Jr.,  M.D., 
and  Georgeanna  Seegar  Jones,  M.D.,  Williams 
and  Wilkins  Company,  Baltimore,  1981.  857  pp. 
Illus.  Price  $48.00. 

Novak's  Textbook  of  Gynecology  has  always 
been  one  of  the  standard  reference  textbooks  on 
this  subject.  This  edition  continues  that  tradi- 
tion. 

Except  for  the  chapters  on  anatomy  and  por- 
tions of  others  that  are  unchanging,  the  10th 
edition  of  Novak’s  has  been  essentially  rewritten 
to  emphasize  current  views  of  contemporary 
gynecology.  It  continues  to  place  heavy  emphasis 
on  pathology  as  it  did  previously,  and  includes 
much  more  gynecologic  endocrinology.  In  the 
past,  most  endocrine  discussions  centered  around 
reproductive  physiology,  but  now  discussions  ex- 
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tend  from  brain  to  pelvis  along  with  abnormali- 
ties of  each.  As  genetic  counseling  becomes 
more  important  to  the  gynecologist  today,  the 
chapter  devoted  to  genetics  has  been  expanded. 

The  general  layout  of  this  text  is  well  organ- 
ized and  easy  to  follow.  Each  disease  process 
is  first  presented,  then  diagnoses  and  treatments 
are  discussed.  The  35  chapters  are  arranged  in 
a logical  sequence.  Illustrations  are  clear  and 
the  pathology  photos  are  sharp.  The  chapter 
on  the  diseases  of  the  vulva  exemplifies  the  fine 
points  of  this  book. 

This  edition  is  up-to-date  and  addresses  con- 
temporary issues  in  gynecology.  It  remains  one 
of  the  leaders  in  standard  comprehensive  gyne- 
cology reference  texts. 

Franklin  S.  Chow,  M.D. 

Dr.  Chow  is  a third-year  resident  in  the  Department  of 
Obstetrics  and  Gynecology  at  the  Wilmington  Medical  Center. 
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SURVEY  OF  CLINICAL  PEDIATRICS,  7th  Edition, 
edited  by  Edward  Wasserman,  M.D.,  and  Donald 
S.  Gromisch,  M.D.,  McGraw-Hill,  New  York,  1981. 
527  pp.  Price  $27.95. 

First  published  in  1952  by  Lawrence  Slobody, 
M.D.,  this  book  is  designed  to  “provide  maxi- 
mum information  in  minimum  space,”  wth  clarity 
and  convenience  of  use  being  emphasized.  The 
editor  lists  29  diagnoses,  representng  diagnoses 
for  about  two  thirds  of  all  pediatric  outpatients 
and  half  of  all  pediatric  inpatients.  These  sub- 
jects are  covered  in  more  detail  than  other  con- 
ditions. 

The  book  begins  with  chapters  on  growth  and 
development,  nutrition  and  feeding,  preventive 
pediatrics,  drug  therapy,  and  fluid  and  electro- 
lyte therapy.  Newborns  and  prematurely  bom 
infants  receive  a fair  amount  of  attention.  The 
rest  of  the  book  addresses  infectious  diseases  and 
diseases  of  each  system.  There  are  helpful  re- 
view questions  in  the  back  of  the  book,  divided 
by  subject,  following  the  organization  of  the 
book’s  chapters. 

The  book  lacks  a bibliography  and  reference, 
but  for  a book  of  this  nature  this  is  probably 
not  a serious  drawback. 


In  general,  this  book  is  a good  first  reference, 
cataloging  an  abundance  of  important  data  and 
emphasizing  common  conditions  of  pediatric  pa- 
tients. 

Robert  H.  Hall,  M.D. 
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DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 


Daniel  D.  Federman,  M.D.,  FACP,  Dean  for  Students  and  Alumni,  Harvard 
Medical  School,  Boston,  was  elected  President  of  the  American  College  of  Phy- 
sicians (ACP)  at  the  national  medical  specialty  society’s  four-day  annual  scien- 
tific meeting  that  concluded  on  Thursday,  April  22,  in  Philadelphia.  Dr.  Feder- 
man succeeds  Thomas  F.  Frawley,  M.D.,  MACP,  of  St.  Louis,  who  presided  over 
the  54,000-member  internal  medicine  organization  during  the  last  year. 
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pancreas.  Clinical  trials  consist  of  tumor  resection  accompanied  by  intraopera- 
tive or  conventional  postoperative  radiotherapy  in  a randomized  fashion.  Refer- 
ring physicians  receive  reports  of  findings  and  recommendations  and  are  encour- 
aged to  participate  in  follow-up  care  after  treatment.  For  questions  about 
treatment  protocols,  contact  Dr.  William  Sindelar  of  the  Surgery  Branch  (301/ 
496-6457)  or  Dr.  Timothy  Kinsella  of  the  Radiation  Oncology  Branch  (301/496- 
5457).  To  refer  a patient,  contact:  Ernest  V.  deMoss,  M.D.,  Admitting  Officer, 
Surgery  Branch,  National  Cancer  Institute,  Building  10,  Room  10N116,  National 
Institutes  of  Health,  Bethesda,  Maryland  20205;  (301)  496-1534. 


The  cooperation  of  physicians  is  requested  in  the  referral  of  young  patients  with 
malignancies  for  studies  being  conducted  by  the  National  Cancer  Institute,  Pedi- 
atric Oncology  Branch,  at  the  Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland.  Patients  with  the  following  diseases  are  eligible  for  these 
studies:  Acute  leukemia,  neuroblastoma,  rhabdomyosarcoma,  Ewing’s  sarcoma, 
osteogenic  sarcoma,  non-Hodgkin’s  malignant  lymphoma.  Clinical  trials  involve 
evaluation  of  new  combinations  of  chemotherapy,  radiotherapy,  surgery,  and 
biologic  response  modifiers.  Physicians  interested  in  further  details  or  in  having 
their  patients  considered  for  admission  may  write  or  telephone:  Attending  Physi- 
cian, Pediatric  Oncology  Branch,  NCI,  ACRF  Building,  Room  13C101,  National 
Institutes  of  Health,  Bethesda,  Maryland  20205;  (301)  496-4256. 


Del  Med  Jrl,  July  1982— Vol  54,  No  7 


421 


In  Brief 


ASTHMA  1980s 


American 

Geriatric 

Society 


O'Neil!  Drama 
Highlights  AAFP 
Assembly 


Sports  and  Tennis 
Medical 
Symposium 


ASTHMA  1980s,  A CLINICAL  SYMPOSIUM  FOR  THE  PRIMARY  CARE 
GIVER,  will  be  held  September  25-26,  1982,  at  the  Hershey  Lodge  and  Conven- 
tion Center,  Hershey,  Pennsylvania.  This  activity  has  been  approved  for  eight 
credit  hours  of  Category  I credit  for  the  AMA  Physicians’  Recognition  Award, 
and  approved  for  eight  credit  hours  of  Category  2D  credit  of  the  AOA.  Regis- 
tration is  required  prior  to  August  10,  1982,  if  a reduced  fee  is  desired.  Contact: 
ASTHMA  1980s,  c/o  John  A.  Winder,  M.D.,  5800  Monroe  Street,  Sylvania,  Ohio 
43560;  (419)  885-5754. 

The  11th  Annual  Symposium  of  the  WESTERN  DIVISION  OF  THE  AMERI- 
CAN GERIATRICS  SOCIETY  will  be  held  October  1 and  2,  1982,  at  the  Westin 
Bayshore  Hotel,  Vancouver,  British  Columbia.  The  title  of  the  symposium  is 
“QUALITY  OF  LIFE:  QUALITY  OF  CARE.”  The  program  is  accredited  hour 
for  hour,  Category  I continuing  medical  education  credit.  The  registration  fee 
is  $100.00  US  funds  for  physicians  and  $50.00  US  funds  for  nonphysicians.  Con- 
tact: Western  Division  of  the  American  Geriatric  Society,  13220  N.  105th  Avenue, 
Room  12,  Sun  City,  Arizona  85351;  (602)  977-1877. 

Actor  Jason  Robards  reading  a penetrating  soliloquoy  from  Eugene  O’Neill’s 
The  Iceman  Cometh  will  participate  in  the  lead-off  lecture  presentation  at  the 
1982  AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  SCIENTIFIC  AS- 
SEMBLY on  October  4-9,  in  San  Francisco.  Following  this  opening  presenta- 
tion, dozens  of  other  practical  subjects  will  be  addressed  in  the  lecture  program, 
as  well  as  demonstrations,  courses,  seminars,  and  exhibits.  Physicians  can  ac- 
cumulate at  least  30  hours  of  AAFP  Prescribed  Credit  while  attending  the  many 
presentations  offered.  Contact:  AAFP,  1740  West  92nd  Street,  Kansas  City, 
Missouri 64114;  (800  ) 821-2512. 

Virginia  Sportsmedicine  and  Rehabilitation  Institute  and  Northern  Virgina  Con- 
sortium for  Continuing  Medical  Education  are  sponsoring  a SPORTS  AND 
TENNIS  MEDICINE  SYMPOSIUM  on  November  7-12,  1982,  at  Newk  Tennis 
Ranch,  New  Braunfels,  Texas.  Contact:  Robert  P.  Nirschl,  M.S.,  M.D.,  3801  N. 
Fairfax  Drive,  Suite  60,  Arlington,  Virginia;  (703  ) 525-2200. 
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CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


Space  will  soon  be  available  for  rent  or  lease 
purchase  in  Delaware  Rehabilitation  and  Sports 
Medicine’s  building  on  Foulk  Road  west  of 
Grubb  Road.  Please  contact  Dr.  John  Hocutt 
at  478-6191. 


Sociologist  with  background  as  patient  coun- 
selor, nurses’  aide,  and  medical  assistant  seeks 
position  in  Sussex  County  area.  Contact:  Medi- 
cal Society  of  Delaware  at  658-7596. 
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With  today’s  life  becoming  so  impersonal  and  being 
governed  by  so  many  rules  and  regulations,  some- 
times you  just  need  someone  to  talk  to.  That’s  why 
we  insist  that  all  our  staff  members  be  friendly,  genuine 
people,  with  the  same  feelings  and  sensitivities  expe- 
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you  need  it,  smile  and  try  to  help  you  any  other  way 
we  can — because  we’re  all  human,  and  we  understand. 
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HOSPITAL  MEDICAL  STAFF  REPRESENTATION 


The  medical  care  environment  is  changing  in 
ways  that  will  increase  the  need  for  medical 
staff  representation  in  the  formulation,  develop- 
ment, and  implementation  of  new  policies  in  the 
area  of  physician/hospital  relationships. 

According  to  the  report  of  Dr.  Joseph  Boyle, 
Chairman  of  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  to  the  1982  House  of 
Delegates,  the  medical  practice  environment 
underwent  significant  changes  during  the  decade 
of  the  1970s.  The  number  of  physicians  in- 
creased from  152  physicians  per  100,000  popu- 
lation in  1971  to  194  physicians  per  100,000 
population  in  1980.  There  were  about  6,300 
medical  group  practices  in  1969,  increasing  to 
about  10,800  in  1980,  with  approximately  88,300 
physicians  practicing  in  a group  settng.  There 
has  been  continuing  increase  in  multi-hospital 
systems  in  the  past  decade,  with  substantial 
growth  in  the  number  of  for-profit  hospitals  and 
an  increasing  dependence  on  the  hospital  and  its 
technologies  for  the  delivery  of  medical  care. 
There  is  also  an  increasing  number  of  physicians 
entering  full-time,  part-time,  or  negotiated  con- 
tractual relationships  with  hospitals  and  otfier 
health  facilities.  A survey  under  the  AMA’s  new 
data  collection  system  conducted  between  Oc- 
tober and  December  1981  showed  that  approxi- 
mately 191,000  physicians  had  contracts  with 
hospitals  or  other  health  care  facilities. 

Multiple  hospital  systems  are  expected  to  ex- 
pand rapidly  in  the  1980s  and  by  the  end  of  the 
decade,  it  is  projected  that  50-60%  of  all  hos- 
pitals may  be  part  of  some  multi-unit  system. 
Hospitals  attempting  to  increase  revenues  will 
seek  to  expand  services  by  way  of  ambulatory 
health  care  areas  such  as  satellite  clinics  and 
emergicenters.  Hospitals  and  large  hospital 
management  corporations  will  be  openly  com- 
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peting  for  their  share  of  the  market.  Absentee 
ownership  or  administration  in  the  hospital  en- 
vironment will  place  a new  dimension  on  the 
medical  staff /hospital  relationship.  With  more 
competition  anticipated  and  with  the  proposed 
cutback  in  government  financing  of  health  care, 
a gradual  decrease  in  the  number  of  hospitals  is 
expected  as  a result  of  mergers  and  closures. 

The  data  from  AMA’s  survey  indicate  that  in 
addition  to  physicians  who  have  various  financial 
arrangements  with  hospitals  and  who  are  classi- 
fied as  hospital-based,  about  56%  of  all  office- 
based  physicians  spend  over  20%  of  their  practice 
hours  in  hospitals.  Surgical  specialties  comprise 
about  30%  of  this  office-based  population  and 
virtually  all  of  these  physicians  require  an  affili- 
ation with  a hospital  to  practice  their  specialty. 
Since  hospitals  are  where  physicians  spend  a 
significant  portion  of  their  practice  time,  hos- 
pitals have  the  opportunity  to  exert  influence  on 
the  way  physicians  practice  medicine.  The  hos- 
pitals also  provide  a logical  arena  where  physi- 
cians individually  and  collectively  may  discuss 
and  resolve  their  problems  with  the  institution. 

A survey  of  physicians’  attitudes  conducted 
through  the  AMA  Physicians  Research  and  Evalu- 
ation Panel  showed  that  more  than  half  of  the  re- 
spondents indicated  that  they  had  detected  a 
change  in  medical  staff/hospital  working  rela- 
tionships in  the  last  five  years  and  most  felt  the 
change  was  negative.  Among  the  issues  identi- 
field  as  the  most  important  were:  1)  lack  of 
medical  staff  voice  in  hospital  planning,  2)  lack 
of  medcal  staff  voice  in  hospital  governing  board 
decisions,  3 ) effect  of  changes  in  hospital  owner- 
ship on  medical  staff,  4)  competition  between 
hospital  ambulatory  services  and  office-based 
practices,  5)  hospital  diversification  into  other 
profit-making  activities,  6)  close  medical  staff 
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arrangements  and/or  exclusive  contacts,  7)  in- 
terpreting and  complying  with  JCAH  standards, 
8)  role  of  non-physician  health  care  providers  in 
the  hospital,  9)  interspecialty  jurisdiction  in  de- 
lineation of  privileges,  and  10)  hospital  cost  con- 
tainment. 

Organized  medicine  should  consider  imple- 
menting a special  representative  structure  to 
focus  on  these  needs.  The  AMA  Board  of  Trus- 
tees in  its  report  to  the  House  of  Delegates 
recommended  the  establishment  of  a special 
section  of  the  House  of  Delegates  for  Hospital/ 
Health  Care  Facility  medical  staffs.  The  section 
for  hospital  medical  staff  should  represent  the 
hospital  medical  staff  unit.  It  should  provide  a 
built-in  incentive  for  increased  regular  member- 
ship in  organized  medicine  and  be  adaptable  to 
state  and  local  medical  societies  if  they  choose 
to  do  so.  It  should  also  provide  for  election  or 
selection  of  representatives  by  the  medical  staff 
unit,  have  policy  access  to  the  AMA  House  of 
Delegates,  and  provide  representation  on  an  on- 
going basis. 

The  concept  of  a section  for  hospital  medical 
staffs  by  the  development  of  a representative 
structure  could  provide  a system  to  solve  prob- 
lems and  to  avoid  polarization  of  medical  staffs 
and  other  groups  of  physicians.  It  could  pro- 
vide a vehicle  to  identify  the  implication  of 
future  trends  on  the  role  of  physicians  individ- 
ually and  as  members  of  a medical  staff;  ac- 
quaint medical  leadership  with  policy  structures 
in  organized  medicine;  provide  appropriate  sup- 
port to  local  and  state  medical  staff  representa- 
tives; develop  and  maintain  information  on  issues 
of  common  concern  to  medical  staffs  and  distrib- 
ute data  on  successful  approaches;  and  provide 
an  easy  contact  point  for  medical  staff  leaders 
with  AMA  resources. 

The  medical  staff  has  unique  contributions  to 
make  to  the  continued  development  of  quality 
patient  care  in  the  institutional  setting,  but  phy- 
sicians will  need  strong  and  effective  organiza- 
tion in  order  to  be  effective  advocates.  Medical 
staff  organizations  must  be  strengthened  if  they 
are  to  relate  effectively  to  the  increasing  number 
of  hospital  management  companies  that  are  re- 
mote from  the  hospital.  The  county  medical 
societies,  the  state  medical  associations,  and  the 
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AMA  should  work  together  to  provide  the  coun- 
sel and  the  services  necessary  to  strengthen  the 
local  hospital  medical  staff. 

Rafael  A.  Zaragoza,  M.D. 
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CPC:  FEVER  AND  VASCULAR  COLLAPSE 
DURING  ANTICOAGULANT  THERAPY 
IN  A POSTOPERATIVE  PATIENT 


Roger  A.  Marinchak,  M.D. 
Mario  D.  Capparuccini,  M.D. 
Joseph  V.  Casella,  M.D. 


Case  Presentation:  Dr.  Mario  Capparuccini 

The  patient  was  a 78-year-old  female  with  a 
long  history  of  degenerative  joint  disease  involv- 
ing both  knees  who  several  months  prior  to  the 
present  admission  developed  an  inability  to  flex 
her  left  knee.  Arthroscopy  of  her  knee  revealed 
extensive  disease,  and  total  knee  replacement 
was  advised  and  accepted.  Her  past  medical 
history  was  negative  for  coronary  artery  disease, 
hypertension  and  diabetes.  A hysterectomy 
had  been  performed  four  years  prior  for  adeno- 
carcinoma of  the  endometrium  but  she  was  not 
known  to  have  any  recurrent  disease. 

At  the  time  of  admission,  physical  examination 
was  remarkable  only  for  findings  related  to  her 
osteoarthritis  and  diminished  pulses  in  both 
lower  extremities.  She  subsequently  underwent 
a total  left  knee  replacement,  after  which  she 
did  well  until  the  third  postoperative  day  when 

Dr.  Marinchak  is  Assistant  in  the  Department  of  Medicine,  Wil- 
mington Medical  Center. 

Dr.  Capparuccini  is  Junior  Resident  in  Medicine,  Department 
of  Medicine,  Wilmington  Medical  Center. 

Dr.  Casella  is  Director,  Department  of  Pathology,  Wilmington 
Medical  Center. 
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she  developed  swelling  of  the  left  lower  leg  with 
a positive  Homan’s  sign.  Doppler  studies  per- 
formed confirmed  deep  vein  thrombosis  within 
the  left  calf  with  normal  flow  in  the  right  calf. 
Intravenous  heparin  infusion  was  started. 

On  the  sixth  postoperative  day,  she  complained 
of  chest  heaviness  which  did  not  radiate  and 
which  was  associated  with  nausea  and  sweating. 
She  was  neither  dyspneic  nor  dizzy,  nor  did  she 
have  pleuritic  pain  or  hemoptysis.  Sublingual 
nitroglycerin  completely  relieved  her  pain.  Her 
hemoglobin  had  decreased  from  13.6  postopera- 
tively  to  12.5  gm/dl;  platelet  count  was  118,000/ 
mm.3  No  diagnostic  changes  were  seen  in  the 
EKG,  nor  were  cardiac  enzymes  ever  elevated. 

On  the  tenth  postoperative  day  she  began  to 
complain  of  severe  low  back  pain.  No  signifi- 
cant physical  findings  were  recorded  at  this  time. 
Her  hemoglobin  and  hematocrit  had  decreased  to 
8.9  gm/dl  and  26%,  with  a drop  in  the  platelet 
count  from  118,000  to  40,000.  At  this  time  she 
had  been  receiving  heparin  for  seven  days  and 
was  on  day  2 of  coumadin  therapy.  Prothrom- 
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CPC:  Fever  and  Vascular  Collapse  During  Anticoagulant  Therapy— Marinchak 


bin  time  and  PTT  were  both  normal  at  13  and 
102  seconds,  respectively.  She  had  no  evidence 
of  bleeding  and  her  stool  was  guaiac  negative, 
but  because  of  her  fall  in  hemoglobin  she  was 
presumed  to  have  a retroperitoneal  bleed  and 
heparin  therapy  was  discontinued.  Three  units 
of  packed  red  cells  were  transfused,  bringing  her 
hemoglobin  and  hematocrit  back  to  11.7  gm/dl 
and  34%.  Prothrombin  time  and  PTT  were  11 
and  42  seconds.  Prior  to  transfusion,  the  patient 
had  developed  a fever  of  39.8 °C,  which  con- 
tinued for  the  next  two  days.  Blood  cultures 
and  urine  cultures  were  negative  and  chest  x-ray 
was  clear. 

Two  days  later  on  the  12th  postoperative  day, 
she  became  more  febrile  with  a temperature  of 
40° C and  became  hypotensive.  She  was  pre- 
sumed to  be  in  septic  shock;  broad  spectrum 
antibiotic  therapy  with  cephalothin  sodium  ( Kef- 
lin,  Lilly)  and  gentamicin  was  begun.  Large 
quantities  of  saline  were  infused,  but  the  patient 
remained  in  vascular  collapse;  dopamine  was 
added  without  any  response,  and  2 grams  of 
methylprednisolone  were  administered.  The 
patient  suffered  a cardiac  arrest  three  hours 
later  without  ever  having  had  any  response  to 
therapy. 

Discussion:  Dr.  Roger  Marinchak 

I will  approach  this  case  from  a chronological 
standpoint.  This  patient  developed  a swollen 
left  leg  on  the  third  postoperative  day.  While 
deep  venous  thrombosis  is  certainly  the  most 
likely  possibility,  two  other  possibilities  are 
hemorrhage  into  the  leg  at  the  operative  site  and 
infection.  Thrombosis  is  most  likely  because  a 
patient  who  has  undergone  extensive  surgery  in 
the  popliteal  area  is  at  high  risk  of  forming  clots. 
For  thoraco-abdominal  surgery,  there  are  studies 
which  show  that  the  risk  of  pulmonary  embolism 
is  greatest  when  the  clot  involves  the  ileal- 
femoral  venous  system.1 

In  addition  to  the  Doppler  ultrasound  exami- 
nation performed,  impedance  plethysmography 
(IP)  is  another  noninvasive  diagnostic  tool  that 
would  have  been  helpful.  The  concept  behind 
IP  is  that  venous  compliance  in  the  lower  ex- 
tremities is  altered  by  hemodynamically  signifi- 
cant clots.  However,  false  positives  can  be  pro- 
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duced  when  extrinsic  compression  of  the  ileal- 
femoral  venous  system  occurs  without  actual 
intrinsic  clots.  False  negatives  can  also  occur 
when  large  veins  are  involved  by  hemodynami- 
cally insignificant  clots  which  nonetheless  have 
fragmented,  allowing  pieces  of  thrombus  to  em- 
bolize.  In  addition,  impedence  plethysmog- 
raphy can  miss  a clot  within  the  internal  iliac 
vein  or  profunda  femoral  branches,  as  thrombus 
in  these  branches  of  the  main  outflow  system 
may  not  result  in  a hemodynamically  significant 
alteration  in  venous  compliance.  Judging  from 
the  principles  of  the  Doppler  technique,  the  same 
limitations  would  probably  apply  there  as  well. 
The  big  advantage  of  IP  is  that  it  is  most  sensi- 
tive for  detecting  clots  within  the  ileal-femoral 
system,  although  less  helpful  for  a distal  clot 
below  the  knee.2  This  is  important  since  the 
former  are  the  very  thrombi  that  are  most  likely 
to  cause  embolic  phenomena. 

Anticoagulation  with  intravenous  heparin  was 
the  appropriate  therapeutic  action  at  this  point. 
It  is  popular  to  administer  the  heparin  by  con- 
tinuous infusion  to  maintain  the  partial  throm- 
boplastin time  ( PTT ) at  2 to  2&  times  the  control 
value.  This  approach  has  a lower  risk  of  hemor- 
rhagic complications  as  contrasted  to  the  older 
method  of  administering  boluses  of  heparin  every 
four  hours  to  achieve  the  same  PTT  values  of  2 
to  2/2  times  control  at  3/2  hours  after  the  dose. 
However,  it  is  worth  noting  that  a recent  study 
comparing  the  two  methods  showed  that  al- 
though continuous  infusion  of  heparin  was  asso- 
ciated with  a lower  incidence  of  bleeding  com- 
plications in  the  high  risk  patient,  the  efficacy 
of  this  approach  was  inferior  to  that  achieved 
with  intermittent  heparin  infusion.3  These  results 
are  not  that  surprising  when  one  realizes  that 
following  an  intermittent  bolus  of  heparin,  the 
PTT  increases  to  infinity  with  a decline  to  the 
arbitrary  value  of  2 to  2*4  times  control  at  3*4 
hours.  With  the  intermittent  heparin  method, 
one  can  assume  that  for  at  least  12  of  24  hours 
while  on  therapy,  the  patient’s  PTT  is  markedly 
prolonged  as  contrasted  with  a constant  PTT 
when  using  the  continuous  infusion  method.  For 
the  patient  under  discussion  today,  due  to  her 
recent  postoperative  state,  the  continuous  infu- 
sion mehod  of  heparin  administration  would  be 
the  safest  approach. 
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On  the  sixth  postoperative  day,  which  was  day 
3 of  heparin  therapy,  the  patient  complained  of 
chest  heaviness,  nonpleuritic  in  nature,  which 
was  associated  with  some  nausea  and  diaphoresis 
but  no  dyspnea.  Her  chest  pain  was  relieved 
with  nitroglycerin,  a fact  that  makes  me  wonder 
if  it  was  due  to  esophageal  spasm.  An  acute 
myocardial  infarction  was  highly  unlikely;  her 
EKG  changes  were  not  diagnostic  and  the  car- 
diac enzymes  and  isoenzymes  were  not  increased. 
More  likely  was  the  possibility  of  an  acute  pul- 
monary embolus  despite  her  heparin  therapy. 
This  is  a very  real  possibility  when  we  consider 
the  patient’s  course  as  we  proceed  further.  An- 
other less  likely  possibility  would  be  hemorrhagic 
pericarditis.  Absence  of  jugular  venous  disten- 
tion would  not  rule  this  out  since  the  presence 
of  such  distention  would  only  imply  that  the 
effusion  was  hemodynamically  significant.  An- 
other diagnostic  question  is  whether  the  dis- 
comfort in  her  chest  could  have  been  referred 
pain  from  an  acute  process  going  on  below  the 
diaphragm.  It  was  noted  that  her  hemoglobin 
had  fallen  from  13.6  to  12.5  . Her  platelet  count, 
on  admission  qualitatively  reported  as  normal 
and  thus  assumed  to  have  been  greater  than 
150,000,  was  on  that  day  118,000.  These  may 
have  been  early  clues  to  the  complications  this 
patient  experienced. 

Studies  which  would  have  been  helpful  at 
this  point  include  an  echocardiogram  to  rule  out 
a pericardial  effusion  and  also  a ventilation- 
perfusion  lung  scan.  If  one  obtained  a nega- 
tive lung  scan,  the  chances  of  her  having  a pul- 
monary embolus  would  have  been  virtually  nil. 
With  a positive  study,  one  would  have  been 
obligated  to  have  the  patient  undergo  pulmonary 
angiography,  for  if  she  did  in  fact  embolize  while 
on  heparin,  she  would  have  been  a candidate  for 
an  inferior  vena  cava  interruption  procedure. 
Finally,  with  her  low  platelet  count,  the  pos- 
sibility of  heparin-induced  thrombocytopenia 
arises.  I will  discuss  this  possibility  in  more 
detail  later. 

We  now  come  to  the  tenth  postoperatve  day. 
At  this  point,  the  patient,  who  had  received  seven 
days  of  heparin  and  two  days  of  coumadin  ther- 
apy, began  to  complain  of  severe  low  back  pain, 
and  her  temperature  began  to  rise.  Her  hemo- 
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globin  fell  to  8.9  and  her  platelet  count  dropped 
to  40,000.  In  order  to  analyze  her  case  at  this 
point  I would  like  to  discuss  three  problems  sep- 
arately. These  are:  1)  the  back  pain,  2)  the 
drop  in  hemoglobin  and  thrombocytopenia,  and 
3)  the  fever.  Although  I think  they  are  all  in- 
terrelated, I believe  it  would  be  more  instruc- 
tive to  consider  them  separately. 

Certainly,  a retroperitoneal  hematoma  was  a 
very  good  possibility  in  view  of  the  drop  in 
hemoglobin  and  the  inability  to  find  any  other 
obvious  bleeding  source.  Another  thing  to  con- 
sider in  a patient  of  her  age  who  presents  with  a 
drop  in  hemoglobin  and  back  pain  is  the  pos- 
sibility of  a vascular  catastrophe,  such  as  a leak- 
ing abdominal  aortic  aneurysm  or  a type  III 
aortic  dissection.  For  diagnosis  of  these  pos- 
sibilities an  abdominal  ultrasound  or  CT  scan 
would  have  been  very  helpful,  as  they  might 
have  demonstrated  some  degree  of  widening  in 
the  retroperitoneal  space  if  there  was  bleeding, 
as  well  as  showing  an  abdominal  aortic  an- 
eurysm. However,  I am  going  to  assume  that 
the  latter  possibility  is  very  unlikely  because  it 
usually  presents  in  a more  catastrophic  fashion 
than  occurred  here.  Furthermore,  although  a 
slow  aneurysmal  leak  could  have  occurred,  we 
are  told  that  the  patient’s  hemoglobin  remained 
stable  after  transfusion.  A final  possibility  that 
must  be  considered  in  a patient  with  back  pain 
developing  while  on  heparin  therapy  is  adrenal 
hemorrhage.  Anticoagulant  therapy  is  the  lead- 
ing cause  of  adrenal  hemorrhage  in  older  adults, 
while  other  causes  such  as  septicemia,  tumor 
metastases,  trauma,  or  infarction  predominate 
in  younger  patients.  The  clinical  manifestations 
of  adrenal  hemorrhage  are  extremely  nonspecific 
and  include  varying  degrees  of  sudden  onset  of 
back  pain  or  pain  in  the  abdomen  or  flank4,5 
As  the  syndrome  progresses  to  acute  adrenal  in- 
sufficiency, the  late  findings  of  tachycardia,  fever, 
hypotension,  and,  finally,  shock  develop,  ulti- 
mately becoming  refractory  to  treatment  with 
vasopressor  drugs  and  volume  therapy.  Because 
the  findings  are  so  nonspecific,  the  ante-mortem 
diagnosis  is  not  often  made.  In  one  autopsy 
series  dating  back  to  the  1960s,  only  three  of 
30  patients  survived.5  In  addition  to  heparin, 
coumadin  derivatives  have  also  been  reported 
to  produce  the  syndrome.  Therefore,  adrenal 

441 


CPC:  Fever  and  Vascular  Collapse  During  Anticoagulant  Therapy— Marinchak 


hemorrhage  should  be  considered  in  anyone 
who  while  on  anticoagulant  therapy  develops  ab- 
dominal pain,  flank  pain,  back  pain  with  or  with- 
out fever,  nausea,  vomiting,  or  lethargy. 

As  for  diagnostic  studies  to  do  at  this  time, 
CT  scan  should  have  been  helpful.I * * * * 6  To  ascer- 
tain if  adrenal  insufficiency  was  present,  a one- 
hour  ACTH  stimulation  test  would  have  been 
the  method  of  choice.  However,  if  one  is  en- 
tertaining this  diagnosis,  it  is  best  to  not  wait 
for  the  test  result  to  come  back  before  starting 
therapy.  Instead,  empiric  steroid  replacement 
therapy  is  begun  after  the  ACTH  stimulation 
test  is  completed.  Assuming  that  such  a patient 
is  under  severe  stress  and  knowing  that  the 
maximum  output  of  cortisol  by  the  adrenal 
glands  is  about  250-300  mg  a day,  the  logical 
replacement  dose  is  from  50  to  80  mg  of  hydro- 
cortisone every  six  hours.  This  high  dose  of 
hydrocortisone  possesses  adequate  intrinsic  min- 
eralocorticoid  activity  not  seen  at  lower  physi- 
ologic doses.  With  resolution  of  the  acute  stress 
and  subsequent  tapering  of  the  hydrocortisone 
dosage  down  to  a maintenance  dose  of  30  mg 
a day  in  divided  doses,  it  is  necessary  to  add  a 
synthetic  mineralocorticoid  such  as  fluorohydro- 
cortisone  to  the  daily  replacement  regimen. 

I would  now  like  to  turn  to  a discussion  of 

the  drop  in  hemoglobin  and  thrombocytopenia. 

When  evaluating  thrombocytopenia,  one  must 
first  consider  whether  it  is  due  to  increased  de- 

struction or  decreased  and/or  ineffective  pro- 

duction of  platelets.  The  latter  two  mechanisms 

seem  unlikely  since  there  was  no  reason  to  sus- 
pect marrow  aplasia,  nor  was  she  on  any  drugs 
that  are  known  to  interfere  with  normal  throm- 
bopoiesis.  There  was  also  no  reason  to  suspect 
folate  or  vitamin  B12  deficiency.  When  we  turn 
to  the  possibility  of  increased  destruction,  dis- 
seminated intravascular  coagulation  (DIC)  has 
to  be  considered  as  a possibility,  but  I do  not 

think  it  was  the  initial  causative  factor.  This 
patient  had  no  evidence  of  an  enlarged  spleen 
to  suggest  splenic  sequestration.  These  obser- 
vations then  lead  to  the  consideration  of  the 
possibility  of  an  immunologically  mediated  phe- 
nomenon. 

The  syndrome  of  heparin-induced  thrombocy- 

442 


topenia  has  been  known  for  over  30  years.  First 
reported  in  animals  and  later  in  man,  it  appears 
to  be  an  immunologically  mediated  phenomenon 
in  which  the  drug  induces  the  formation  of 
heparin-dependent  antiplatelet  IgG  antibodies.7-8 
The  platelet-antibody  complex  may  activate  the 
complement  cascade  by  the  classical  pathway. 
Presence  of  antibodies  is  demonstrated  by  incu- 
bating the  patient’s  serum  with  normal  platelet- 
rich  plasma  and  heparin.  In  the  presence  of 
these  antibodies  and  heparin,  the  platelets  under- 
go spontaneous  aggregation  which  can  be  block- 
ed by  the  presence  of  antihuman  IgG  antibody. 
The  phenomenon  will  not  occur  if  the  serum  is 
incubated  without  heparin.  Apparently  the  hep- 
arin is  necessary  to  cause  the  immunologic  re- 
action and  subsequent  platelet  aggregation  to 
occur.  The  reported  incidence  varies  from  1 to 
30%  of  patients  receiving  heparin.  The  time  of 
onset  has  also  been  variable,  ranging  from  sev- 
eral days  to  up  to  15  days  from  the  start  of 
therapy  to  the  first  indication  of  a falling  plate- 
let count.  When  the  heparin  is  discontinued, 
the  thrombocytopenia  usually  resolves  within 
five  days,  assuming  that  thrombopoiesis  is  occur- 
ring normally.  Antiplatelet  antibodies  can  still 
be  demonstrated,  although  in  a lower  titer,  for 
up  to  30  days  afterwards.  Studies  have  shown 
that  platelet  transfusion  is  of  no  benefit  in  this 
syndrome  because  of  immunologically  mediated 
destruction  of  the  transfused  platelets.  There 
is  no  significant  rise  in  platelet  count  follow- 
ing transfusion,  and  in  fact,  platelet  transfusion 
may  lead  to  the  risk  of  further  thrombosis. 

Some  studies  report  that  heparin-induced 
thrombocytopenia  causes  a several-fold  increase 
in  the  incidence  of  hemorrhage,  while  others 
demonstrate  no  increased  risk  of  bleeding.9  Other 
studies  claim  that  the  risk  of  thrombosis  is  in- 
creased in  the  syndrome.  In  addition,  there  are 
reports  of  heparin-induced  thrombocytopenia 
associated  with  increased  titers  of  fibrin  degra- 
dation products  and  decreased  plasma  fibrinogen 
levels,  implying  coexistence  of  DIC.  This  could 
explain  the  conflicting  data  regarding  the  risk 
of  bleeding  versus  no  significant  risk  of  bleeding 
versus  an  increased  thrombotic  tendency  para- 
doxically occurring  while  the  patient  is  on  hep- 
arin. The  last  phenomenon  may  explain  why 
people  embolize  or  continue  to  embolize  while 
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on  heparin.  I believe  it  is  possible  that  this 
patient  could  have  had  further  thrombosis  oc- 
curring while  she  was  receiving  heparin.  A pul- 
monary embolus  may  well  have  been  a cause 
for  her  initial  chest  pain,  with  hemorrhage  later 
on  in  her  course,  with  or  without  DIC  ultimately 
causing  her  demise. 

As  far  as  diagnostic  studies  go,  checking  the 
peripheral  smear  for  fragmented  cells  may  have 
been  helpful.  Obtaining  a quantitative  fibrino- 
peptide  A level  or  fibrin-fibrinogen  degradation 
product  assay,  and  an  assay  for  heparin-depend- 
ent antiplatelet  antibodies  would  also  have 
been  useful.  As  for  therapy  for  this  problem, 
discontinuing  heparin,  transfusing  red  cells,  and 
providing  supportive  therapy,  while  following 
the  hemoglobin  would  have  been  appropriate. 
Platelet  transfusions  would  have  been  of  no  bene- 
fit. If  the  fibrinogen  levels  were  seriously  de- 
pleted, fresh  frozen  plasma  could  have  been 
administered,  but,  as  this  might  aggravate  any 
underlying  thrombotic  tendency,  I would  have 
advised  against  it. 

Finally,  I would  like  to  discuss  the  point  in 
the  patient’s  course  where  she  developed  fever. 
We  are  told  she  continued  to  be  febrile  from 
her  tenth  postoperative  day  until  her  demise 
2£  days  later.  As  far  as  her  differential  diag- 
nosis is  concerned,  we  are  told  that  septicemia 
was  considered  but  we  know  now  in  retrospect 
that  this  was  unlikely,  for  her  blood  cultures 
were  negative  and  there  certainly  did  not  appear 
to  be  any  obvious  clinical  focus  of  infection.  A 
transfusion  reaction  is  a known  cause  of  fever 
but  is  unlikely  in  this  instance  since  fever  began 
before  her  transfusion.  Fever  can  arise  from  the 
release  of  endogenous  pyrogens  associated  with 
resorption  of  a significant  hematoma,  and  I think 
this  has  to  be  considered  as  one  possibility.  Be- 
cause of  the  abberations  in  this  patient’s  coagu- 
lation and  platelet  system,  I would  consider  the 
possibility  of  ongoing  recurrent  pulmonary  em- 
boli, a known  cause  of  fever  of  unknown  origin. 
Finally,  as  mentioned  earlier,  fever  secondary 
to  acute  adrenal  apoplexy  can  occur.  The  diag- 
nostic studies  for  this  problem  are  those  already 
mentioned.  No  specific  therapy  for  the  fever 
was  indicated  except  to  try  to  find  the  source 
of  the  fever  and  treat  it. 
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On  postoperative  day  12,  the  patient  had  had 
no  heparin  for  48  hours.  She  apparently  was 
still  complaining  of  back  pain  and  remained 
febrile.  At  this  point,  she  had  a marked  rise  in 
temperature  to  40°  C and  for  the  first  time  be- 
came hypotensive  at  100/60,  which  was  clearly 
not  normal  for  her  since  her  admitting  blood 
pressure  had  a systolic  reading  of  150.  Within 
12-18  hours  she  went  into  shock.  Of  note  is  that 
her  hemoglobin  was  stable  at  13.1  gm/dl,  her 
white  count  was  unimpressive,  and  although  the 
platelet  count  was  still  low,  it  had  increased  to 
57,000.  Appropriate  therapy  given  at  this  point 
included  intravascular  volume  expansion.  Pres- 
sors  were  administered  late  in  the  course  but  to 
no  avail.  Shortly  before  her  death,  large  doses 
of  steroids  were  given. 

When  considering  the  differential  diagnosis 
of  what  initially  was  hypotension  and  ultimately 
became  vascular  collapse,  septic  shock  and 
bleeding  must  be  considered.  However,  I be- 
lieve they  are  unlikely.  I would  also  consider 
the  possibility  of  massive  pulmonary  embolus; 
this  diagnosis  cannot  be  excluded  without  pul- 
monary arteriography.  Finally,  there  is  the  pos- 
sibility of  shock  and  hypotension  occurring  due 
to  adrenal  insufficiency.  Unfortunately,  the 
steroid  therapy  was  given  too  late  to  reverse 
such  a far  advanced  metabolic  deterioration. 

In  conclusion,  I think  the  diagnosis  was  an 
initial  postoperative  deep  venous  thrombosis 
followed  by  heparin-induced  immune  thrombo- 
cytopenia with  a secondary  coagulopathy.  As  a 
result,  the  patient  developed  a retroperitoneal 
hematoma  with  adrenal  hemorrhage  and  acute 
insufficiency.  Recent  recurrent  pulmonary  em- 
boli were  probably  terminal  events. 

Pathological  Findings— Dr.  Joseph  Casella 

External  examination  revealed  marked  swell- 
ing and  edema  of  the  right  calf  and  thigh.  The 
right  thigh  appeared  approximately  one  third 
larger  than  the  left,  with  the  left  being  the  site 
of  the  operation.  The  incision  over  the  knee  ap- 
peared well  healed  and  there  was  no  evidence 
of  swelling.  The  left  calf  and  thigh  appeared 
to  be  of  normal  proportions. 

The  pulmonary  arteries  showed  no  evidence 
of  thromboemboli,  and  there  was  no  evidence  of 
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recent  or  old  infarction  of  the  lungs.  The  heart 
was  small,  minimal  to  moderate  coronary  arterio- 
sclerosis, and  the  myocardium  showed  no  evi- 
dence of  recent  or  old  infarct.  On  opening  the 
abdomen,  a reddish-bluish  discoloration  was 
noted  with  tumefaction  over  both  kidneys.  There 
was  extravasation  of  blood  retroperitoneally  in 
the  periadrenal  adipose  tissue  as  well  as  the 
kidney  adipose  tissue.  Both  adrenals  were  largely 
replaced  by  massive  hemorrhage,  with  only  thin 
rims  of  adrenal  cortical  tissue  remaining.  Due 
to  the  swelling  of  the  right  thigh  and  leg,  the 
distal  vena  cava  and  iliac  veins  were  explored. 
This  examination  revealed  complete  occlusion 
of  the  distal  vena  cava  and  thrombus  in  the  right 
iliac  vein. 

The  final  diagnosis  was  massive  bilateral  ad- 
renal hemorrhage  with  thrombi  in  the  abdominal 
vena  cava  and  right  iliac  vein  extending  into 
the  femorals. 

Discusson:  Dr.  Mario  Capparuccini 

Severe  stress,  such  as  that  associated  with  sep- 
ticemia or  hypotension,  has  long  been  recognized 
to  increase  production  of  corticosteroids  from  the 
adrenals  via  stimulation  of  ACTH.  Adrenal 
hemorrhage  has  been  noted  in  patients  with  ex- 
tensive thermal  burns  in  whom  profound  adreno- 
cortical stimulation  can  be  postulated  to  have 
occurred.  Wilbur  and  Rich  have  shown  that 
administration  of  large  doses  of  ACTH  to  rats 
results  in  adrenal  hemorrhage  and  non-hemor- 
rhagic  degenerative  changes.10  Levin  and  Cluff 
have  shown  that  endotoxin  administration  to 
rabbits  resulted  in  adrenal  gland  hemorrhage, 
but  not  in  animals  who  were  previously  hypo- 
physectomized.11  Therefore,  adrenal  gland  stim- 
ulation by  ACTH,  whether  endogenous  or  exo- 
genous, is  a prerequisite  for  adrenal  gland  hem- 
orrhage to  occur. 

Adrenal  hemorrhage  in  the  context  of  throm- 
bocytopenia, DIC,  or  polycythemia  vera,  is  in- 
frequent. In  such  states,  the  susceptibility  of  a 
variety  of  organs  to  hemorrhage  is  substantial, 
but  whether  the  adrenal  is  particularly  at  risk 
is  not  clear.  In  a search  of  the  literature  over 
the  past  two  decades,  Xarli,  et  al,  found  in  one 
third  of  patients  with  bilateral  adrenal  gland 
hemorrhages,  anticoagulant  therapy  had  been 
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maintained  with  heparin,  coumadin,  or  both. 
Flank  pain  occurred  in  many  patients,  suggest- 
ing retroperitoneal  hemorrhage.  In  less  than 
one  third  of  such  patients,  hemorrhage  occurred 
in  other  organs. 

Bilateral  adrenal  hemorrhage  usually  presents 
as  vascular  collapse  in  the  face  of  life-threatening 
illness  such  as  myocardial  infarction  or  septi- 
cemia. Rarely  do  previously  healthy  persons 
develop  such  hemorrhage.  The  following  symp- 
toms and  signs  were  reported  in  a series  of  pa- 
tients with  autopsy  proven  bilateral  adrenal 
hemorrhage  by  Xarli,  et  al:  chest  pain,  13%,  back 
or  flank  pain,  21%;  abdominal  pain,  56%;  nausea/ 
vomiting,  46%;  hypotension/shock,  74%;  fever, 
59%;  and  abdominal  or  flank  tenderness,  38%. 

Rarely  do  laboratory  findings  suggest  that  bi- 
lateral adrenal  gland  hemorrhage  has  caused 
adrenal  insufficiency.  In  Xarli’s  series,  eight  of 
22  patients  had  serum  sodium  lower  than  135, 
and  in  only  three  of  22  patients  was  serum 
potassium  elevated  to  greater  than  5.5  meq/1. 
In  two  thirds  of  the  patients  (64%),  azotemia 
occurred.  However,  many  of  the  patients  stud- 
ied had  extensive  thermal  burns  or  septicemia 
and  were  thus  prone  to  protein  catabolism,  hypo- 
volemia, and  azotemia,  so  their  findings  of  azo- 
temia and  hyperkalemia  are  insufficient  to  sub- 
stantiate a diagnosis  of  adrenocorticoid  insuffici- 
ency. 

The  diagnosis  of  adrenal  hemorrhage  can  be 
facilitated  by  a recognition  of  the  clinical  settings 
in  which  hemorrhage  occurs  and  by  promptly 
obtaining  plasma  cortisol  levels  to  document 
adrenocortical  hypofunction.  In  patients  at  risk, 
eg,  patients  with  extensive  surface  burns,  septi- 
cemia, or  hypotension  secondary  to  cardiovascu- 
lar events,  plasma  cortisol  levels  should  be  regu- 
larly monitored.  In  any  such  patient  who  de- 
velops unexplained  hypotension,  hyponatremia, 
hypoglycemia,  or  hyperkalemia,  the  patient  is 
started  on  stress  level  replacement  doses  of  hy- 
drocortisone or  its  equivalent  as  soon  as  plasma 
cortisol  levels  are  drawn. 

In  the  patient  just  presented,  several  important 
points  need  to  be  emphasized.  First,  she  had 
been  under  severe  strss,  having  had  a recent 
operation,  an  episode  of  deep  vein  thrombophleb- 
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itis,  and  possible  myocardial  ischemia.  Second, 
she  had  been  on  heparin  therapy  about  one  week 
prior  to  her  demise.  These  two  facts  place  her 
at  risk  to  develop  adrenal  hemorrhage. 

She  also  had  symptoms  of  back  pain  and  was 
observed  to  have  a drop  in  hemoglobin  without 
any  observable  blood  loss.  This  suggests  strongly 
the  presence  of  retroperitoneal  bleeding.  Her 
course  was  characterized  by  high  fever  and 
hypotension  refractory  to  fluid  administration  or 
pressor  therapy.  All  these  facts,  taken  together, 
should  lead  to  the  suspicion  of  bilateral  adrenal 
gland  hemorrhage,  in  light  of  the  similar  cases 
reported  by  Xarli,  et  al. 
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REYE'S  SYNDROME:  A CONTINUING  DILEMMA 

The  recent  JAMA  summary  article  concerning 
the  diagnosis  and  treatment  of  Reye’s  Syndrome,1 
a result  of  the  Consensus  Development  Confer- 
ence held  at  the  National  Institutes  of  Health 
approximately  a year  ago,  is  must  reading  for  all 
primary  care  physicians,  especially  those  whose 
practices  include  children  from  birth  through 
the  teenage  years. 

The  problems  of  etiology,  diagnosis,  and  treat- 
ment of  Reye’s  Syndrome  are  analogous  to  those 
attendant  to  the  entity  of  attentional  deficit 
disorder  (ADD),  with  or  without  hyperactivity 
(DSM  III  diagnostic  nomenclature  for  hyper- 
kinesis, minimal  brain  damage,  etc.).  They 
create  a sense  of  frustration  and  lack  of  clarity 
in  diagnostic  and  therapeutic  schemata  for  the 
practicing  primary  care  physician,  pointing  out 
once  again  that  medical  care,  practiced  well, 
remains  as  much  an  art  as  a well  defined  scientific 
endeavor. 

The  primary  goals  and  responsibilities  of  such 
physicians  caring  for  children  and  teenagers  are 
awareness  of  such  diagnoses  and  a heightened 
index  of  suspicion  under  certain  clinical  condi- 
tions or  with  certain  signs  and  symptoms.  This 
conceptualization  is  augmented  by  society’s  in- 
creasing awareness  of  and  participation  in  the 
diagnosis  and  treatment  of  medical  conditions 
affecting  their  own  or  their  family  members’ 
health,  through  media  presentation,  and  support 
groups. 

Medical  investigators,  in  and  through  their 
own  psychological  needs  to  show  an  etiological 
cause  and  thus  be  “in  control”  of  at  least  one 
aspect  of  Reye’s  Syndrome,  have  implicated  as- 
pirin as  a possible  culprit  without  yet  acceptable 
definitive  scientific  data  to  support  such  confir- 

Del  Med  Jrl,  August  1982— Vol  54,  No  8 


mation  of  cause.  There  may  well  be,  for  in- 
stance, a genetic  enzymatic  defect  that  causes 
one  group  of  children  to  develop  Reye’s  Syn- 
drome, whereas  in  their  peers  or  even  their  sib- 
lings, similar  clinical  syndromes  and  treatment 
do  not  lead  to  such  a frightening  and  often  fatal 
process. 

During  the  three  years  1979  through  1981,  the 
diagnosis  of  Reye’s  Syndrome  was  made  in  eight 
patients  on  the  pediatric  service  at  the  Wilming- 
ton Medical  Center.  In  1979,  one  of  the  three 
children  so  diagnosed  died;  in  1980,  none  of 
four  diagnosed  died;  in  1981,  the  only  patient 
diagnosed  died. 

At  the  present  time,  certain  generalizations 
can  be  made  concerning  Reye’s  Syndrome.  Diag- 
nostically, the  clinical  history  plus  the  signs  and 
symptoms;  laboratory  data  showing  greatly  ele- 
vated serum  transaminases,  increased  serum  am- 
monia, decreased  prothrombin  activity,  occa- 
sionally hypoglycemia;  and  normal  CSF  findings, 
give  strong  evidence  for  the  diagnosis  of  Reye’s 
Syndrome  and  strongly  warrant  continued  hos- 
pitalization for  careful  observation  and  monitor- 
ing of  the  clinical  course.  Additionally,  the  ill- 
ness must  be  initially  staged,  with  revisions  as 
indicated.  A multidisciplinary  team  must  be 
formed  (primary  care  physician,  pediatric  neu- 
rologist, neurosurgeon,  gastroenterologist,  etc.), 
its  responsibility  extending  not  only  to  provide 
the  intense  supportive  medical  care  necessary 
as  therapy  but  also  to  ascertain  that  other  diag- 
nostic considerations  are  excluded. 

It  is  imperative  that  the  primary  care  physician 
or  his  designated  surrogate  be  capable  of  pro- 
viding an  accurate  assessment  of  the  present 
clinical  condition  and  probable  subsequent  clini- 
cal course,  as  well  as  the  immediate  and  long- 

447 


Editorials 


term  prognosis.  Most  importantly,  the  physician 
must  also  provide  the  much  needed  psychological 
support  to  the  parents,  including  handling  their 
projection  of  blame  or  anger  onto  themselves, 
physicians,  nursing  staff,  house  officers,  etc.  This 
is  particularly  necessary  if  the  parents  enter  a 
grieving  experience  should  their  child  die  or  be 
left  with  neurological  damage. 

It  is  likewise  imperative  that  the  physician 
not  only  accept  responsibility  for  caring  for  the 
disease  state  in  the  patient,  but  equally  as  well 
for  understanding  and  supporting  the  other 
humans  affected. 

Warren  R.  Johnson,  M.D. 
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THE  MEDICAL  CONSEQUENCES  OF  NUCLEAR 
WEAPONS  AND  NUCLEAR  WAR:  WHO 
SPEAKS  FOR  MANKIND? 

I recently  attended  the  George  Washington 
University  Medical  Center  symposium  on  the 
medical  consequences  of  nuclear  weapons  and 
nuclear  war.  Eloquent  presentations  were  given 
by  such  notables  as  Jonas  Salk,  M.D.,  H.  Jack 
Geiger,  M.D.,  Carl  Sagan,  Ph.D.,  George  Kistia- 
kowsky,  Ph.D.,  (former  head  of  the  Manhattan 
Project),  several  former  advisers  to  past  presi- 
dents, economists  and  strategists,  as  well  as  Ad- 


miral Noel  Gayler,  USN  (Ret.). 

The  informative  talks  provided  a multitude 
of  diverse  information  with  a common,  over- 
whelming theme:  the  accelerated  nuclear  arms 
build-up,  the  halted  process  of  detente,  the  de- 
veloping climate  of  crises,  the  improvement  in 
weapons  technology  have  brought  the  risk  of 
nuclear  war  to  a critical  level. 

A nuclear  exchange,  even  a “limited”  one, 
would  result  in  death,  injury,  and  disease  on  a 
scale  that  has  no  precedent  in  the  history  of 
human  existance.  The  so-called  small  ( one 
megaton)  bomb  of  today  is  70  times  more  power- 
ful than  the  one  dropped  on  Hiroshima  35  years 
ago.  A city  the  size  of  Albuquerque  (pop. 
331,000)  would  suffer  240,000  deaths  within  24 
hours.  There  has  never  been  an  event  in  human 
history  in  which  240,000  people  have  been  killed 
in  one  day. 

Initially,  a flash  seven  times  brighter  than  the 
sun  would  occur.  All  those  within  a 35-mile 
radius  who  were  looking  in  that  direction  would 
be  blinded.  Moments  later  a heat  flash  several 
times  the  temperature  of  the  sun’s  surface  would 
follow,  resulting  in  instant  death.  Those  up  to 
11  miles  from  the  blast’s  center  would  receive 
third-degree  burns  on  all  exposed  skin.  The  blast 
itself  would  level  everything  within  a V*  mile 
radius  of  the  center  with  a force  20  to  50  times 
atmospheric  pressure,  resulting  in  crushing 
deaths. 

Although  a number  of  crises  exist  today  which 
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are  considered  optional  starters  of  a nuclear 
strike,  there  is  also  the  possibility  that  error  of 
the  early  warning  system  itself  may  result  in 
nuclear  war.  Warning  systems  involve  complex 
computers  and  must  thus  cope  with  numerous 
confusing  signals.  During  an  18-month  period, 
the  North  American  Defense  Command  had  151 
false  alarms  serious  enough  to  require  determina- 
tion of  their  source.  Four  resulted  in  orders 
that  increased  the  state  of  alert  of  B-52  bomber 
crews  and  ICBM  units;  malfunction  of  an  inex- 
pensive component  the  size  of  a dime  caused  two 
of  these  alarms.  The  detection  of  increased  nu- 
clear readiness  of  one  side  inevitably  leads  to 
increased  readiness  of  the  other  side  and  results 
in  “verification”  of  launch  preparations,  thereby 
activating  a morbid  loop  of  resources  that  could 
lead  to  a nuclear  exchange. 

The  possibilities  for  error  greatly  increase  with 
the  number  of  players.  France,  England,  China, 
Russia,  and  the  U.S.  already  possess  nuclear 
weapons.  India  has  exploded  a “nuclear  device.” 
Israel  and  South  Africa  are  suspected  of  having 
nuclear  weapons.  Several  small  nations  have 
nuclear  technology.  It  is  estimated  that  10  to  20 
additional  nations  will  obtain  nuclear  weapons 
during  the  1990s. 

The  life  of  mankind  is  greatly  threatened.  The 
offending  agent  is  man’s  own  creation.  All  medi- 
cal experts  agree  that  no  civil  defense  or  medical 
response  is  possible.  Since  prevention  is  the 
only  hope,  today’s  physicians  have  begun  to  ef- 
fectively develop  programs  alerting  the  medical 
community  and  public  to  the  health  conse- 
quences of  nuclear  war.  Physicians  for  Social 
Responsibility  (PSR)  is  growing  at  a rate  of 


1,000  members  a month.  The  total  membership 
is  now  10,000  in  105  chapters;  a chapter  in  Del- 
aware would  be  most  appropriate. 

As  teachers  and  the  major  national  principals 
for  preventive  medicine  and  health,  we  bring 
excellent  credentials  to  the  task  of  interpreting 
complex  scientific  findings  for  our  patients  and 
providing  practical  solutions  to  seemingly  in- 
solvable  problems.  We  do  this  every  day  in 
our  management  of  disease  and  individual  patient 
care.  On  a larger  scale  that  embodies  the  entire 
public  health  and  the  very  determinants  of  pre- 
ventive medicine,  we  can  begin  to  spearhead  a 
movement  away  from  the  potential  for  human 
destruction  that  embroils  us  today. 

Every  thinking  person  fears  nuclear  war  and 
every  technological  state  plans  for  it.  Respon- 
sible people  know  it  is  madness,  and  everyone 
has  an  excuse.  Who  then  will  speak  for  man- 
kind? Perhaps  the  physician  to  whom  genera- 
tions of  mankind  have  entrusted  the  preserva- 
tion of  life  and  health. 

Philip  Pollner,  M.D. 

Dr.  Pollner,  an  associate  in  the  Department  of  Family  Practice, 
Wilmington  Medical  Center,  is  in  private  practce  in  Newark, 
Delaware  .and  Elkton,  Maryland.  He  is  in  the  process  of  estab- 
lishing a chapter  of  PSR  in  New  Castle  County. 
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RENE  DUBOS  (1901-1982): 

THE  SCIENCE  OF  HUMANITY 

The  scientists’  neglect  of  the  problems  which 
are  of  deepest  concern  to  humanity  could  well 
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transform  the  antisocial  and  anti-intellectual  out- 
bursts of  the  present  period  into  an  anti-science 
crusade.  Educators  and  sociologists  have  been 
alarmed  by  a trend  away  from  the  natural  sci- 
ences among  young  people  in  Great  Britain  and 
the  United  States,  despite  the  great  inducements 
and  public  pressure  to  encourage  and  facilitate 
the  development  of  scientific  careers.  There  are 
probably  many  reasons  for  this  attitude  among 
young  scholars;  one  may  be  that  in  their  present 
form  the  natural  sciences  and  the  technologies 
derived  from  them  do  not  satisfy  the  deep  social 
concern  so  prevalent  among  the  modern  gener- 
ation . . . 

In  science  as  in  other  human  activities,  the 
speed  of  progress  is  less  important  than  its  direc- 
tion. Ideally,  knowledge  should  serve  under- 
standing, freedom,  and  happiness  rather  than 
power,  regimentation,  and  technological  develop- 
ment for  the  sake  of  economic  growth.  Emphasis 
on  humanistic  criteria  does  not  imply  a retreat 
from  science;  rather  it  points  to  the  need  for  an 
enlargement  and  rededication  of  the  scientific 
enterprise.  Scientists  must  give  greater  promi- 
nence to  large  human  concerns  when  choosing 
their  problems  and  formulating  their  results.  In 
addition  to  the  science  of  things,  they  must  create 
a science  of  humanity,  if  they  want  the  intellec- 
tual implications  and  practical  applications  of 
their  efforts  to  be  successfully  woven  into  the 
fabric  of  modern  life.  Cultures  and  societies, 
just  like  other  living  organisms,  cannot  survive 
if  they  do  not  maintain  internal  integration. 
Science  can  become  fully  integrated  in  the  socio- 
cultural body  only  if  it  achieves  a more  mean- 
ingful relationship  to  the  living  experience  of 
man.* 

Rene  Dubos,  Ph.D. 

*So  Human  an  Animal.  New  York:  Charles  Scribner’s  Sons, 
1968:246-8. 

Dr.  Rene  Dubos,  a microbiologist  and  experimental  pathologist 
was  in  the  1940s  the  first  person  to  demonstrate  the  feasibility 
of  obtaining  germ-fighting  drugs  from  microbes.  His  book.  So 
Human  an  Animal,  received  a Pulitzer  Prize  in  1969. 
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A DAY-HOSPITAL  FOR  GERIATRIC  PATIENTS: 
AN  INNOVATIVE  CONCEPT 

Since  1964,  when  I became  an  honorary  mem- 
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ber  of  the  Italian  Society  for  the  Study  of  Ar- 
teriosclerosis and  the  Italian  Society  of  Geron- 
tology  and  Geriatrics,  I have  been  the  recipient 
of  their  journals.  A recent  report  on  two  years’ 
activities  of  the  Day-Hospital  at  Parma,  a unit 
attached  to  the  G.  Stuard  Geriatric  Hospital,  at- 
tracted my  attention.1 

The  Day-Hospital  at  Parma,  a city  of  167,500 
inhabitants,  is  considered  a model  for  intermedi- 
ate care  for  the  aged.  One  could  call  it  a “Day 
Care  Center  for  the  Aged.”  Prevention,  cura- 
tive, and  rehabilitation  services  are  available 
daily  between  7:30  a.m.  and  4:00  p.m. 

A clinico-sociologic  history  is  taken  from  newly 
registered  patients  and  laboratory  work  is  or- 
dered. After  review  of  the  available  data,  pa- 
tients are  directed  to  detailed  diagnostic  facili- 
ties, including  radiology,  electrocardiography, 
and  electroencephalography,  etc.,  to  various  spe- 
cialists, to  medical  treatment  facilities,  or  to 
motor  and  speech  rehabilitation.  Patients  receive 
their  noon  meal,  according  to  a diet  developed 
for  each  individual.  After  lunch,  they  rest,  listen 
to  the  radio,  read,  watch  television,  etc.  Later, 
the  results  of  the  morning’s  medical  and  socio- 
logic evaluation  are  followed-up.  At  4:00  p.m. 
the  patients  leave. 

The  program  requires  considerable  planning, 
starting  with  transportation  from  and  to  pa- 
tients’ domiciles,  to  the  availability  of  clerks, 
social  workers,  technicians,  a dietitian,  physio- 
and  psychotherapists,  and  medical  specialists. 

In  the  course  of  two  years,  Parma’s  Day-Hospi- 
tal has  served  765  patients,  an  equal  number  of 
men  and  women.  In  rounded  numbers,  79%  of 
the  patients  arrived  from  their  homes,  11%  from 
the  geriatric  hospital,  8%  from  rest  homes,  and  2% 
from  general  hospitals.  Many  would  have  had 
to  be  hospitalized  were  it  not  for  the  services  of 
the  Day-Hospital. 

Of  the  765  patients,  700  remained  under  the 
care  of  the  Day-Hospital,  47  were  transferred  to 
medical,  and  18  to  surgical,  services. 

The  list  of  their  diseases  is  revealing:  cardiac, 
450;  cerebrovascular,  189;  peripheral  vascular, 
108;  hypertension,  188;  respiratory,  172;  digestive 
and  liver  disease,  416;  diabetes  mellitus,  108; 

Del  Med  Jrl,  August  1982— Vol  54,  No  8 


Editorials 


lipid  or  uric  acid  metabolism,  100;  urinary  tract, 
231;  bone- joint-collagen  diseases,  449;  peripheral 
nerve,  16;  central  nervous  system  diseases,  168; 
sensory  organs,  51;  psychiatric  and  emotional 
problems,  166;  neoplasia,  53;  and  chronic  alcohol- 
ism, 15.  (Since  most  elderly  are  afflicted  with 
more  than  one  ailment,  adding  their  diseases  list- 
ed by  systems  leads  to  a total  exceeding  the  num- 
ber of  patients.) 

Transfusions  of  blood  or  blood  components 
were  received  by  469  patients,  128  received  phys- 
iotherapy, including  ultrasound,  iontophoresis, 
and  massage,  and  51  had  inhalation  therapy. 
Special  speech  and  kinesthetic  therapy  was  given 
to  11  patients  who  were  hemiplegic. 

About  15  new  patients  were  seen  each  day.  Of 
the  765  total  patients,  163  were  married  men  and 
301  were  married  women;  there  were  178  widow- 
ers and  44  widows.  Only  16  were  separated,  and 
63  had  never  married.  Around  36%  of  the  pa- 
tients lived  with  their  spouses;  40%  of  the  men 
and  12%  of  women  lived  with  their  children. 
Only  8%  resided  in  rest  homes. 

The  program  is  labeled  “psychosociologic, 
inter-  and  multidisciplinary.”  Special  attention  is 
paid  to  problems  of  residual  function  and  to  re- 
habilitation. The  main  objective  is  the  recupera- 
tion of  the  whole  individual.  The  program  is 
flexible  and  is  distinctly  family  oriented,  the 
Day-Hospital’s  atmosphere  being  conducive  to 
good  family  cooperation. 

Differences  in  morbidity,  such  as  the  low  in- 
cidences of  neoplasms  and  of  chronic  alcoholism 
in  Parma  compared  to  those  expected  in  an  A- 
merican  city  of  comparable  size,  are  surpassed  by 
differences  in  social  attitudes  and  demography. 
In  the  U.S.A.,  the  ratio  of  widowers  to  widows 
would  be  reversed,  and  the  number  of  elderly 
people  living  with  their  children  would  be  far 
smaller  than  it  is  in  Parma.  Relatively  more 
persons  would  be  separated  or  divorced.  Yet, 
it  might  be  conceivable  to  emulate  the  example 
of  Parma,  and  to  consider  such  a program  for  the 
new  Wilmington  Medical  Center  or  for  place- 
ment into  one  of  the  center  city  facilities. 

O.  J.  Pollak,  M.D.,  Ph.D. 
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BENJAMIN  FRANKLIN  ON  HEALTH 

In  “Poor  Richard”  published  in  1757,  Franklin 
made  a number  of  comments  on  doctors,  patients, 
and  what  is  now  too  often  called  “holistic  health 
care.”  Here  are  a few,  as  apt  today  as  they  were 
200  years  ago. 

1.  Don’t  misinform  your  doctor  nor  your  lawyer. 

2.  Don’t  go  to  the  doctor  with  every  distemper, 
nor  to  the  lawyer  with  every  quarrel,  nor  to 
the  pot  for  every  thirst. 

3.  We  are  not  so  sensible  of  the  greatest  health 
as  of  the  least  sickness. 

4.  Beware  of  the  young  doctor  and  the  old  bar- 
ber. 
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5.  Eat  few  suppers  and  you’ll  need  few  medi- 
cines. 


DELAWARE  BOARD  OF 
MEDICAL  PRACTICE 


6.  Three  meals  a day  is  bad  living. 

7.  If  thou  wouldst  live  long,  live  well;  for  folly 
and  wickedness  shorten  life. 

8.  I saw  few  die  of  hunger;  of  eating,  100,000. 

9.  Want  of  care  does  us  more  damage  than 
want  of  knowledge. 

10.  God  heals,  and  the  doctor  takes  the  fees. 

11.  There’s  more  old  drunkards  than  old  doctors. 

12.  He’s  the  best  physician  that  knows  the 
worthlessness  of  the  most  medicines. 

13.  The  most  exquisite  folly  is  made  of  wisdom 
spun  too  fine. 

These  writings  were  abstracted  from:  Diller, 
T.  The  writings  of  Benjamin  Franklin  pertaining 
to  medicine  and  the  medical  profession.  The 
Aesculapian.  1909;  1:75-6. 
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INFESTATION  OF  A FIVE-MONTH-OLD 
INFANT  WITH  DIPYLIDIUM  CANINUM 


j 

Santosh  B.  Reddy,  M.D. 


Human  infestation  with  Dipylidium  caninum 
is  known  to  occur  in  children  but  has  not  pre- 
viously been  reported  in  Delaware. 

Case  Report 

A five-month-old  white  female  was  brought 
into  the  pediatrician’s  office  with  the  history  of 
episodic  vomiting  and  passing  small  white  worms 
having  the  appearance  of  rice  grains  for  the  past 
four  to  six  weeks. 

Stool  examination  performed  by  the  hospital 
laboratory  was  reported  to  be  negative  for  ova 
and  parasites.  The  child  was  treated  for  pin- 
worm  infestation;  however,  her  symptoms  per- 
sisted. At  this  stage  it  was  learned  that  the 
family  cat  had  been  recently  treated  for  worms 
by  a veterinarian.  A stool  specimen  from  the 
infant  was  sent  to  the  veterinarian  who  identified 
Dipylidium  caninum.  Another  stool  specimen 
was  sent  to  the  state  laboratory  where  the  diag- 
nosis was  confirmed. 

Physical  examination  and  laboratory  findings 
were  normal  except  for  the  stool  which  showed 
proglottids  of  Dipylidium  caninum.  In  consul- 
tation with  the  Center  for  Disease  Control  in 

Dr.  Reddy  is  Chief  of  Pediatric  Services  at  the  Beebe  Hospital 
in  Lewes,  Delaware. 


Atlanta,  Georgia,  it  was  decided  to  treat  the 
infant  with  niclosamide  (Yomesan).*  The  infant’s 
symptoms  resolved  within  48  hours.  Several 
stool  specimens  were  examined  following  treat- 
ment; all  were  normal. 

Discussion 

Dipylidium  caninum  is  a common  tapeworm 
of  dogs  and  it  is  also  found,  but  less  frequently, 
in  cats.  The  dog  flea,  Ctenocephalides  canis,  is 
the  intermediate  host  in  the  life  cycle  of  the 
tapeworm.  The  usual  definitive  hosts,  dogs  and 
cats,  acquire  the  infestation  by  ingestion  of  the 
infected  adult  flea.  Ingestion  of  a flea  is  as- 
sumed to  be  the  method  by  which  man  becomes 
infected.  Most  infestations  occur  in  children 
under  the  age  of  eight  years;  about  one  third 
occur  in  infants  under  the  age  of  six  months. 

The  adult  tapeworm  attaches  itself  to  the 
intestinal  mucosa.  Motile  segments  (proglot- 
tids) resembling  rice  grains  are  passed  in  the 
feces  or  migrate  directly  through  the  anus. 
Human  infestation  may  also  occur  when  pets 
which  have  recently  nipped  infected  fleas  trans- 
fer larval  tapeworms  during  the  act  of  licking. 

*Miles  Pharmaceuticals  has  recently  been  licensed  by  the  FDA  to 
manufacture  and  distribute  Yomesan  (Niclocide,  Miles).  MMWR. 
1982;  31  :275. 
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Signs  and  symptoms  are  related  to  the  number 
of  parasites  present.  Some  patients  are  asymp- 
tomatic, while  others  have  varying  degrees  of 
abdominal  pain,  diarrhea,  irritability,  and  anal 
pruritis.  The  appearance,  motility,  and  migra- 
tory activity  of  the  tapeworm  proglottids  may 
lead  one  to  suspect  the  presence  of  pinworms 
( Enterobius  vermicularis ) . 

A high  percentage  of  dogs  are  infected  with 
Dipylidium  caninum.  These  dogs  should  be 
given  anthelmintics  and  insecticidal  treatment. 

The  habit  of  kissing  canines  should  not  be  en- 
couraged. 
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THE  NEED  FOR  STRATEGIC  PLANNING 


BY  HOSPITALS 


Well  managed  hospitals  have  always  engaged 
in  planning  for  yearly  budgets  and  facilities 
master  planning,  and  now  many  hospitals  engage 
in  five-year  budget  and  facilities  planning  in 
response  to  regulations  of  health  planners.  Never 
before  has  the  need  been  so  great  to  formally, 
explicitly,  and  rationally  examine  the  mission  of 
our  hospitals:  their  strengths  and  weaknesses, 
the  uncontrollable  forces  impinging  on  them 
from  the  external  world,  the  forces  they  ought 
to  be  attempting  to  influence  politically,  and 
what  they  need  to  do  to  meet  their  missions. 
Hospitals  must  change  their  approaches  to  the 
market  or  they  will  fail. 

The  pace  of  change  in  our  society,  which  is 
being  labeled  “post-industrial,”  is  increasingly 
concentrating  activity  in  service-related  indus- 
tries and  information  processing  rather  than 
manufacturing.  If  hospitals,  whether  specialty 
or  general,  are  to  survive  to  serve  their  com- 
munities, management’s  tasks  must  be  viewed 
in  future  terms  as  well  as  in  day-to-day  and 
year-to-year  terms. 

There  are  those  who  say  long-range  planning 
cannot  be  done  because  one  cannot  look  ten 
years  into  the  future  to  see  relevant  societal 
and  technologic  changes.  However,  changing 
circumstances  in  society  are  in  place  and  hap- 
pening right  now,  which  we  know  with  such 
certainty  are  going  to  happen  that  we  can  pre- 
dict the  major  challenges  to  hospital  manage- 

Dr.  Heyssel  is  Executive  Vice-President  and  Director  of  The 
Johns  Hopkins  Hospital.  He  was  the  Gilbert  C.  McLemore  Me- 
morial speaker  at  the  1981  Annual  Meeting  of  The  National  Asso- 
ciation of  Children’s  Hospitals  and  Related  Institutions,  Inc. 

This  paper  is  an  adaptation  of  Dr.  Heyssel’s  speech  and  is 
reprinted  here  with  permission. 
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ment  in  the  80s.  There  are  four  factors  which 
will  affect  the  market  for  hospital  services,  the 
manpower  available  to  meet  those  markets,  and 
hospital  strategy  for  the  future. 

The  first  factor  is  economic  and,  therefore, 
political.  No  reputable  economist  is  predicting 
economic  growth  in  the  near  future  like  that 
we  experienced  through  the  50s,  60s,  and  70s, 
and  no  one  sees  an  early  ending  to  the  present 
period  of  inflation.  The  massive  growth  in  the 
health  care  system  in  the  last  20  years  was  made 
possible  by  general  economic  growth.  Lacking 
that  growth,  competition  for  dollars  between 
health  and  other  sectors  of  society  will  be  much 
intensified  in  the  next  decade.  If,  as  some  pre- 
dict, health  care  consumes  13%  of  the  gross  na- 
tional product  by  1990,  continued  pressure  for 
cost  containment  can  only  intensify. 

Perhaps  more  important  is  the  shift  in  attitude 
of  the  American  people  brought  about  by  the 
economic  circumstances.  In  1970,  economic  fac- 
tors were  of  low  concern  to  the  American  public. 
The  major  concerns  of  60%  of  the  population 
were  social:  health,  education,  welfare,  and 
equity  in  society.  By  1979  only  a small  percent- 
age felt  those  issues  were  most  important.  Now 
over  60%  believe  the  economy,  inflation,  and  jobs 
are  the  most  important  issues.  Politicians  react 
to  fhis  change.  The  fact  that  no  one  in  Wash- 
ington is  very  serious  about  massive  new  en- 
titlements through  National  Health  Insurance, 
for  example,  is  a reflection  of  the  shift  in  attitudes 
shared  by  people  of  differing  political  persua- 
sions. 

The  second  factor  is  demographic.  Children’s 
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hospitals  have  already  been  affected  by  the  de- 
clining birth  rate.  The  United  States  has  crested 
the  “baby  boom”;  new  entrants  into  the  work 
force  who  are  16-24  years  old  will  decrease  1.5% 
as  contrasted  to  the  2.6%  increase  per  year  in  the 
60s  and  70s.  The  impact  of  this  on  the  health 
care  system,  on  hospitals,  and  on  health  man- 
power is  likely  to  be  profound.  As  fewer  young 
people  enter  the  job  market,  the  labor  conse- 
quences for  hospitals  are  obvious.  It  seems 
clear,  for  example,  that  the  nursing  shortage  will 
continue  and  probably  worsen,  especially  in  the 
face  of  increased  demand  for  medical  services. 
At  the  same  time,  our  population  is  becoming 
older,  and  older  people  require  greater  resources 
for  medical  care.  While  that  may  mean  fuller 
hospitals,  it  will  also  mean  more  nursing  home 
and  extended  facilities.  Added  pressures  will 
be  put  on  cost  containment  as  the  bill  for  medi- 
cal care  in  the  aggregate  continues  to  rise. 

The  third  factor  is  the  technologic  change 
which  has  been  accelerating  for  the  last  three 
decades  and  can  be  predicted  to  continue  to 
accelerate.  The  telescoping  of  time-related 
change  is  truly  amazing,  if  we  consider  that  our 
first  real  understanding  of  the  human  body  came 
400  years  ago  when  Harvey  described  the  circu- 
lation of  the  blood;  that  our  understanding  that 
bacteria  caused  human  disease  occurred  only 
100  years  ago;  that  widespread  use  of  antibi- 
otics in  bacterial  disease  really  began  only  35 
years  ago;  that  our  understanding  of  genetics 
and  specific  identification  of  genes  is  less  than 
20  years  old;  and  that  the  startling  discoveries 
of  how  the  human  brain  works  are  only  a decade 
old  or  less.  Change  builds  more  change,  and 
we  can  look  forward  to  unpredictable  and  ac- 
celerating discoveries  and  inventions  in  health. 

Our  ability  to  communicate  and  analyze 
through  microprocessing  and  to  do  it  cheaply 
is  also  an  explosive  technologic  change.  The 
development  of  new,  often  very  expensive,  in- 
strumentation which  will  become  absolutely  es- 
sential is  upon  us  as  the  new  biology  brings  new 
medical  practice,  such  as  expensive,  highly  ac- 
curate diagnostic  and  therapeutic  modalities 
such  as  CT  scanning,  ultrasound  imaging,  posi- 
tron emission  transmission,  and  nuclear  magnetic 
resonance  emission  scanning. 
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Our  ability  to  prevent  disease,  both  through 
active  prevention  and  through  lifestyle  changes, 
is  likely  to  increase.  Shifts  in  the  kinds  of  pa- 
tients in  hospitals,  changes  in  how  they  are  diag- 
nosed and  treated,  and  possibly  oblescences  on 
the  same  scale  as  occurred  with  the  closing  of 
tuberculosis  hospitals  in  the  50s  are  possible  and 
likely. 

Fourth,  in  the  next  decade  we  are  going  to 
have  many  more  physicians  than  in  the  past. 
Several  possibilities  are  real:  stiff  competition 
among  physicians  for  hospital  appointments,  the 
filling  of  some  chronic  specialty  shortages  we 
have  had  in  the  past,  and  changed  economic 
relationships  between  hospitals  and  physioians. 

These  four  factors  then— the  changed  economic 
environment  in  which  we  live,  the  changing 
demography  of  our  population,  the  technologic 
explosion,  and  a much  expanded  physician  popu- 
lation—are  certain  to  put  great  demands  on  hos- 
pitals and  their  managers  in  the  next  decade. 

There  is  nothing  in  the  economy  nor  in  trends 
we  can  see  today  that  prevents  continued  pres- 
sure for  cost  containment.  There  is  without  any 
question  a marked  antiregulatory  attitude  in 
Washington  and  across  the  nation  at  all  levels. 
The  suggestion  that  we  have  marketplace  and 
price  competition  with  regulation  rather  than 
just  direct  regulation  is  getting  more  attention 
than  one  would  have  thought  was  possible  a few 
years  ago.  If  the  adherents  of  competition  get 
even  a portion  of  what  they  want,  then  I think 
we  will  see  a major  change  in  how  hospitals  are 
paid— away  from  the  present  cost  reimbursement 
toward  competitive  pricing  along  market  lines. 
This  has  the  obvious  advantage  that  the  truly 
efficient  hospitals  will  survive,  and  an  obvious 
disadvantage  to  the  rest.  Quite  aside  from  gov- 
ernment actions,  the  impact  of  for-profit  hospitals 
and  HMOs,  and  the  actions  of  large  industries 
have  already  developed  competitive  markets 
which  will  continue. 

Our  institutions,  particularly  teaching  institu- 
tions and  specialty  hospitals,  may  be  priced  out 
of  the  market.  Teaching  costs,  urban  locations 
which  result  in  a greater  burden  of  care  for  the 
poor,  introduction  of  technology  and  its  use  all 
make  teaching  hospitals  noncompetitive  on  a 

Del  Med  Jrl,  August  1982— Vol  54,  No  8 


The  Need  for  Strategic  Planning  By  Hospital?— Hey  ssel 


price  basis  in  a “free”  market.  It  may  well  be 
that  we  will  see  some  wholesale  changes  in  how 
medical  education  is  financed,  both  at  the  under- 
graduate and  graduate  educational  levels,  and/ 
or  sharp  reductions  in  educational  programs  at 
various  teaching  hospitals  around  the  country  if 
competition  and  bidding  by  insurance  carriers, 
HMOs,  and  others  for  hospital  beds  on  a price 
basis  occurs.  Whether  cost  containment  comes 
through  regulation  or  through  price  competi- 
tion, hospitals  are  going  to  have  to  justify  their 
costs  in  ways  they  did  not  have  to  in  the  past. 

Undoubtedly  the  pressure  from  any  approach 
to  cost  containment  will  result  in  hospital  merg- 
ers, will  force  explicit  understandings  of  which 
services  certain  hospitals  will  render  and  others 
will  not,  and  accelerate  regionalization  of  medi- 
cal services.  We  may  begin  to  see  hospitals 
combining  to  develop  joint  laboratory  services, 
pharmacy  services,  and  also  entering  into  joint 
ownership  of  such  enterprises  in  response  to  cost 
pressures. 

We  will  see  more  emphasis  on  the  evaluation 
of  medical  practice  through  cost  benefit  and  cost 
effective  analyses.  Physicians  will  increasingly 
be  asked  to  justify  their  provision  of  very  ex- 
pensive services.  There  will  be  more  emphasis 
on  productivity  and  probably  greater  difficulty 
with  capital  financing,  particularly  for  nonprofit 
hospitals,  as  well  as  less  expansion  of  hospitals, 
a shortened  supply  of  hospital  services,  and  some 
queuing  for  services. 

There  are  a number  of  things  I think  hospitals 
should  consider  doing  in  response.  First,  hos- 
pitals should  find  ways  to  restructure  ambula- 
tory care  services  they  are  now  operating,  so 
that  they  become  more  like  physician  group 
practices,  run  by  physicians  with  none  of  the 
usual  hospital  overhead. 

Second,  in  terms  of  productivity,  hospitals 
need  to  begin  to  look  very  hard  at  overlapping 
personnel  requirements.  The  pressure  to  reduce 
lengths  of  stay  to  the  absolute  minimum  will 
mean  the  development  either  of  relationships 
with  or  ownership  of  extended  care  facilities  and 
perhaps  nursing  homes. 

Third,  the  hospital  staffs  are  going  to  have  to 
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learn  to  be  more  selective  about  whom  they 
admit,  for  what  purposes,  and  for  what  services. 

Fourth,  we  need  to  measure  outputs  as  well 
as  inputs,  whether  treatment  of  patients  returns 
them  to  better  functioning,  and  which  inputs 
( whether  days  in  hospital,  diagnostic  tests,  drugs, 
or  surgery)  were  necessary  to  do  so. 

Demographic  changes,  such  as  the  increased 
population  of  older  people  who  require  more 
medical  care  and  the  lack  of  hospital  expansion, 
may  produce  a bed  “crunch,”  with  increasing 
competition  for  dollars  between  nursing  homes 
and  hospitals.  Currently  we  have  three  million 
people  in  this  country  over  age  85,  two  thirds 
of  whom  will  probably  end  their  days  in  a nurs- 
ing home.  That  number  is  projected  to  double 
by  1990.  It  is  unlikely  that  society,  which  is 
made  up  of  a growing  aged  population  and  a 
declining  population  of  their  children  who  are 
their  total  or  partial  support,  is  going  to  turn  its 
back  on  this  group.  We  will  need  to  find  ways 
to  give  better  care  to  the  aged. 

The  implications  for  hospital  labor  are  striking. 
We  need  to  think  about  later  retirement  and  con- 
tinuing training.  Retooling  of  people  who  have 
been  out  of  nursing,  for  example,  is  possible.  We 
undoubtedly  will  be  looking  at  more  non-RN 
help  in  the  hospitals  in  the  next  decade,  as  well 
as  higher  wages  and  benefits  for  all  nurses. 

The  high  capital  costs  of  new  technology  make 
it  mandatory  that  we  anticipate  technologic 
change  and  have  a planning  mechanism  to  allow 
new  technologic  imperatives,  while  phasing  out 
obsolete  techniques.  One  of  the  results  of  rising 
costs  already  occurring  is  that  the  large  general 
hospitals  will  over  time  become  more  specialized. 
We  will,  I believe,  look  very  much  like  the 
European  hospitals  which  have  special  cardio- 
vascular hospitals,  urology  hospitals,  gastroin- 
testinal hospitals,  and  so  forth.  We  will  be  see- 
ing new  alignments  among  specialties,  a breakup 
of  old  departments  to  new  functional  depart- 
ments along  organ  system  or  disease  oriented 
lines.  Resistance  to  these  changes  in  teaching 
hospitals,  particularly  with  traditional  depart- 
ment structures  of  medicine,  surgery,  pediatrics, 
etc.,  will  be  great.  It  appears  to  me  that  changes 
of  this  nature  will  be  irresistible  in  the  next 
decade,  both  because  of  the  need  to  do  so  in 
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terms  of  patient  care  as  well  as  the  probable 
economies  that  can  result. 

One  certainty,  both  to  enhance  productivity 
and  to  compensate  for  manpower  problems,  is 
that  we  will  witness  striking  changes  in  com- 
munications in  hospitals.  The  telephone,  mes- 
sage services,  printed  laboratory  sheets,  and 
written  reports  will  be  replaced  by  the  compu- 
ter. 

The  existing  situation  of  hospitals  competing 
for  physicians  almost  certainly  will  be  reversed 
as  more  physicians  go  into  practice  and  more  of 
them  are  women.  We  need  to  look  for  ways  for 
physicians  on  our  staffs  to  take  responsibility  and 
be  held  accountable  for  how  they  practice  in  an 
economic  sense,  while  at  the  same  time  finding 
ways  for  them  to  share  in  good  as  well  as  bad 
economic  outcomes.  It  appears  that  there  is 
great  opportunity  both  for  rationalizing  medical 
practice  and  services  that  hospitals  provide  and 
for  increasing  the  quality  of  care  through  or- 
ganized staffs  and  developing  new  alignments 
between  physicians  on  hospital  staffs,  and  be- 


tween hospital  associations  and  physicians’  asso- 
ciations. One  hazard  implicit  in  the  larger  num- 
ber of  physicians  is  an  increased  use  of  lawsuits 
to  gain  access  to  hospital  privileges,  plus  a real 
drive  for  open  hospital  staffs.  This  occurrence 
will  probably  contribute  to  the  knitting  together 
of  hospital  staff  and  hospital  management. 

Finally,  certain  specialties  which  have  been 
in  short  supply,  such  as  anesthesiology,  may  be- 
come areas  of  unique  opportunity  and  therefore 
no  longer  in  short  supply.  It  is  also  likely  we 
will  be  dealing  with  more  group  practices.  All 
of  this  makes  me  hopeful  that  the  so-called  phy- 
sician “glut”  that  is  being  predicted  can  in  fact 
be  made  to  work  to  the  advantage  of  everyone— 
physicians,  hospitals,  and  the  public. 

There  are  some  facts  which  we  know  right  now 
which  are  bound  to  change  markedly  our  hos- 
pitals and  the  medical  care  system  in  the  next 
decade.  There  are  factors  I believe  everybody 
involved  in  the  health  care  system  needs  to  be 
thinking  about  and  fashioning  appropriate  re- 
sponses. We  will  not  be  the  same  in  1990. 
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Special  Report 


THE  AMA  DELEGATE 

1982  ANNUAL  REPORT  OF  THE  AMA  HOUSE  OF  DELEGATES 


Roger  B.  Thomas,  Jr.,  M.D. 


The  1982  annual  meeting  of  the  AMA  House 
of  Delegates  was  held  June  13-17,  1982,  in  Chi- 
cago. The  Medical  Society  of  Delaware  was 
represented  by  its  President,  Rafael  A.  Zaragoza, 
M.D.;  its  Delegate,  Roger  B.  Thomas,  Jr.,  M.D.; 
and  its  Alternate  Delegate,  Rhoslyn  J.  Bishoff, 
M.D.  This  report  will  review  major  items  of 
business  which  were  transacted  during  that  meet- 
ing, along  with  lesser  items  which  have  particu- 
lar relevance  to  our  state.  More  fully  detailed 
information  is  contained  in  the  AMA  News , dated 
June  25/July  2,  1982. 

William  Y.  Rial,  M.D.,  a solo  family  practi- 
tioner from  Swarthmore,  Pennsylvania,  was  in- 
stalled as  President  of  the  AMA  during  this  meet- 
ing. We  are  fortunate  to  have  Dr.  Rial  as  our 
President,  and  can  expect  that  he  will  have  an 
acute  awareness  of  many  problems  shared  by 
physicians  in  this  part  of  the  country.  Frank  J. 
Jirka,  Jr.,  M.D.,  a urologist  from  Illinois,  was 
chosen  President-elect  during  this  meeting.  He 
defeated  Lowell  H.  Steen,  M.D.,  from  Indiana, 
an  AMA  Board  of  Trustees  member  who  had 
visited  us  here  in  Delaware  at  our  State  Society 
annual  meeting. 

Dr.  Thomas  is  the  Medical  Society  of  Delaware’s  Delegate 
to  the  AMA  House  of  Delegates. 
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The  House  of  Delegates  was  composed  of  305 
physicians;  236  represented  state  medical  asso- 
ciations, 61  represented  national  specialty  so- 
cieties, and  eight  represented  Sections  and  the 
uniformed  services. 

After  considerable  debate,  the  Delegates  sup- 
ported the  Board’s  proposal  to  develop  an  ambi- 
tious plan  of  national  health  priorties.  This  plan 
is  expected  to  involve  the  entire  spectrum  of 
private  medicine,  establishing  priorties  for  how 
medicine  will  be  practiced  and  reimbursed  for 
the  rest  of  this  country.  The  policy  will  be  de- 
veloped over  two  years  and  will  involve  partici- 
pation by  business,  labor,  and  insurance  organi- 
zations as  well  as  medical  professioal  groups. 
The  cost  of  this  plan  to  the  AMA  is  expected  to 
be  approximately  1.5  million  dollars.  It  should 
be  noted  that  the  plan  proposed  at  this  time  does 
not  include  an  independent  body  that  could 
make  its  own  pronouncements.  The  basic  princi- 
ples and  health  policy  developed  will  be  re- 
viewed by  the  AMA  Councils,  the  Board  and 
and  the  AMA  House  of  Delegates. 

A legislative  topic  of  current  concern  — the 
AMA’s  fight  in  Congress  to  limit  the  Federal 
Trade  Commission’s  asserted  jurisdiction  over 
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the  professions  — was  handled  readily,  in  view 
of  the  solidarity  of  opinion  against  the  intrusion 
into  the  practice  of  medicine.  The  House  adopted 
two  reports  and  three  resolutions  calling  for  con- 
tinued strong  support  for  federal  legislation  per- 
taining to  FTC  jurisdiction.  Current  congres- 
sional legislation  proposals  would  reorganize  the 
FTC,  and  amend  it  to  specify  that  it  has  no 
jurisdiction  over  the  professions,  and  prohibit 
its  pre-emption  of  state  law.  Other  proposals 
would  place  a moratorium  on  FTC  activities 
regarding  state-regulated  professions  and  pro- 
fessional associations. 

The  House  of  Delegates  voted  to  move  ahead 
with  plans  to  provide  hospital  medical  staffs  a 
voice  in  the  House  of  Delegates,  and  mechan- 
isms for  implementing  this  are  to  be  submitted 
at  the  interim  meeting  in  December.  In  a re- 
lated transaction,  the  Delegates  voted  a $30  in- 
crease in  annual  AMA  dues,  to  maintain  the  cur- 
rent financial  solvency  of  the  association.  This 
increase  in  regular  dues  was  recommended  in 
1981  as  part  of  a three-stage  boost  in  the  dues 
structure,  and  the  current  increase  brings  the 
annual  dues  for  regular  members  to  $315.  Dues 
were  raised  proportionately  for  other  member- 
ship categories  except  for  medical  students, 
whose  dues  were  unchanged.  The  Reference 
Committee  noted  that  there  were  difficult  eco- 
nomic conditions  throughout  the  country,  but 
that  the  work  of  the  Association  is  important 
and  can  only  continue  successfully  from  a firm 
financial  position.  They  also  noted  that  there 
had  been  no  decrease  in  membership  last  year, 
when  the  dues  were  raised  in  the  first  of  these 
planned  increments. 

A far-reaching  policy  statement,  “Future  Direc- 
tions in  Medical  Education,”  was  approved  by 
the  Delegates  . The  basic  premise  in  this  docu- 
ment was  that  physicians  should  be  educated 
broadly  if  medicine  is  to  continue  to  be  a highly 
respected  profession.  This  comprehensive  report 
contained  36  recommendations,  and  is  the  result 
of  a two-year  effort  involving  six  task  forces  in 
the  Council  on  Medical  Education.  Tucked  in 
the  44-page  report  was  the  call  for  a “board  year 
of  general  training”  in  PGY  I,  including  at  least 
four  months  of  training  outside  a chosen  spe- 
cialty. This  particular  portion  of  the  report 
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generated  much  controversy  and  debate,  and 
resulted  in  several  compromise  proposals  that 
would  be  acceptable  to  the  Section  on  Medical 
Schools  and  internal  medicine  groups.  How- 
ever, these  compromises  did  not  carry,  and  the 
original  language  of  the  report,  stated  above, 
was  passed  overwhelmingly  by  the  House.  Other 
topics  covered  in  this  report  included  the  em- 
phasis on  generalism  versus  specialism;  prepara- 
tion for  and  admission  to  medical  school;  con- 
tinuing medical  education;  and  licensure  for  the 
practice  of  medicine. 

In  another  matter  of  considerable  interest  with 
respect  to  current  federal  legislation,  the  AMA 
charged  that  legislation  currently  before  Con- 
gress to  change  tax  treatment  of  pension  plans 
is  highly  discriminatory  toward  professional  ser- 
vice corporations.  The  House  voted  that  the 
AMA  should  continue  to  support  equity  in  pen- 
sion plans,  and  should  actively  oppose  enactment 
of  H.R.  6410,  the  pension  equity  tax  act  of  1982, 
in  its  form  as  introduced,  because  of  its  major 
discriminatory  provisions.  In  opposing  this  legis- 
laton,  the  AMA  joined  the  American  Bar  Asso- 
ciation, the  National  Association  of  Manufac- 
turers, the  National  Small  Business  Association, 
and  the  Chamber  of  Commerce  of  the  United 
States.  In  a similar  tax-related  matter,  the  House 
of  Delegates  affirmed  the  right  of  physicians 
who  work  primarily  at  hospitals  to  still  consider 
themselves  independent  contractors  rather  than 
employees.  The  IRS  is  threatening  that  right 
for  emergency  physicians  and  other  specialists, 
and  the  House  of  Delegates  hopes  to  give  these 
doctors  some  support  by  accepting  a definition 
of  independent  contractor  as  proposed  by  the 
Board  of  Trustees  of  the  AMA. 

In  a two-part  substitute  resolution,  the  House 
of  Delegates  voted  that  the  AMA  continue  to 
urge  the  President  and  the  Congress  to  main- 
tain the  eligibility  of  medical  students  to  par- 
ticipate in  the  guaranteed  student  loan  programs 
and  that  the  AMA  continue  to  urge  the  President 
and  the  Congress  to  fund  direct  student  loan 
programs  available  to  medical  students  in 
amounts  which  are  equal  to  or  greater  than  those 
of  fiscal  year  1982  for  all  such  programs. 

In  a similar  education-related  matter,  the 
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House  adopted  a resolution  which  calls  on  State 
Boards  to  license  only  graduates  of  U.S.  and 
Canadian  schools  which  have  been  accredited 
by  the  Liaison  Committee  on  Medical  Education. 
This  makes  the  AMA  almost  as  hostile  to  the 
Mexican  and  Carribean  schools  that  take  U.S. 
students  as  the  Association  of  American  Medical 
Colleges.  Many  Delegates  seemed  to  feel  that 
the  concern  was  an  overflow  of  physicians  al- 
ready causing  uncomfortable  competition,  while 
others  felt  it  was  a matter  of  quality  education. 
The  current  position  jeopardizes  the  Fifth  Path- 
way and  other  AMA  attempts  to  ensure  the  com- 
petence of  returning  foreign  medical  students. 
Earlier,  the  House  had  accepted  a report  that 
rejected  as  unfeasible  any  efforts  by  the  AMA  to 
evaluate  and  accredit  foreign  medical  schools. 
This  action  dismayed  delegates  from  Illinois 
and  New  York,  where  state  authorities  are  mak- 
ing such  attempts. 

The  designation  of  areas  of  medical  need  was 
the  subject  of  a resolution  passed  by  the  House, 
in  which  the  AMA  was  directed  to  ask  that  the 
federal  government  consolidate  the  designation 
process  for  identifying  areas  of  medical  need, 
and  coordinate  these  processes  with  state  agen- 
cies to  obviate  duplicate  activities  In  addition, 
the  AMA  was  directed  to  ask  for  state  and  local 
medical  society  approval  of  designated  under- 
served areas,  and  to  continue  the  rules  requiring 
automatic  cessation  of  federal  subsidies  when 
manpower  guidelines  are  met. 

Of  interest  locally,  in  view  of  Delaware’s  recent 
legislation  concerning  mandatory  passive  re- 
straints in  automobiles  for  children,  the  Dele- 
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gates  called  for  AMA-supported  legislation  re- 
quiring passive  restraints— such  as  car  seats— 
to  be  used  for  children  and  infants.  In  addi- 
tion, the  House  adopted  a resolution  urging  the 
support  of  mandatory  seatbelt  laws.  The  manda- 
tory use  of  seatbelts  has  been  proven  effective 
in  several  studies.  A study  in  Sweden  of  28,000 
automobile  accidents  showed  that  no  fatalities 
occurred  at  a speed  of  60  mph  or  less. 

The  House  approved  a policy  stating  that  the 
AMA  encourages  employers  who  provide  or 
arrange  for  special  or  comprehensive  medical 
examinations  of  their  employees  to  be  responsible 
for  assuring  that  these  examinations  are  done 
by  competent  physicians.  Whenever  practical, 
the  employee  should  be  referred  to  his  or  her 
personal  physician  for  such  services.  In  in- 
stances where  the  employee  does  not  have  a 
personal  physician,  efforts  should  be  made  to 
assist  him  or  her  in  obtaining  one,  with  empha- 
sis on  continuity  of  care. 

The  House  considered  a number  of  reports 
from  the  AMA  Council  on  Scientific  Affairs, 
covering  such  matters  as  medical  evaluations  of 
healthy  persons,  sodium  in  processed  foods,  con- 
tinuous ambulatory  peritoneal  dialysis,  infant 
formula  marketing,  and  other  matters. 

There  were  many  other  items  of  business 
conducted  by  the  House,  with  reports  adopted, 
positions  taken,  and  items  referred  for  further 
study.  The  interested  physician  or  other  reader 
is  referred  to  the  AMA  News  of  June  25/July  2, 
1982,  for  further  detail  in  these  areas,  which  are 
too  lengthy  and  involved  to  review  in  a report 
of  this  type. 
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percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  ot  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompaniet 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor®  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Wepaf/'c-Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  -Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  noc2Bin! 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S.  pneumoniae  or  H.  influenzae .* 
Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 
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Brief  Summary. 

Consult  the  package  literature  lor  prescribing  Information. 
Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  IDiplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S.  pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  tbe  causative  organism  to  Ceclor. 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY.  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g.,  pressor  amines,  antihistamines, 
or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Usage  in  Pregnancy -Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established.  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established. 

Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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THE  CONSEQUENCES  OF  RADIATION 
ACCIDENTS  AND  NUCLEAR  WAR 

To  the  Editor: 

A position  paper  on  “The  Medical  Conse- 
quences of  Radiation  Accidents  and  Nuclear 
War”  was  adopted  by  the  American  College  of 
Physicians  (ACP)  at  our  recent  Philadelphia 
meeting.  In  announcing  the  position  paper, 
former  ACP  President  Thomas  F.  Frawley,  M.D., 
MACP,  of  St.  Louis  said,  “The  College,  as  an 
organization  devoted  to  continuing  medical  edu- 
cation for  physicians,  accepts  its  share  of  the 
responsibility  for  promoting  improved  education 
about  the  medical  consequences  of  radiation 
acidents.  Materials  from  our  symposium,  “The 
Medical  Consequences  of  Nuclear  Accidents 
and  Nuclear  War,”  (presented  during  the  ACP 
meeting)  will  be  made  available  to  physicians, 
and  the  bibliography  attached  to  our  position 
paper  also  can  serve  as  an  excellent  beginning 
point  for  physicians’  self-education.  Further- 
more, we  encourage  individual  physicians  to 
tell  the  public  about  what  happens  to  human 
bodies  exposed  to  ionizing  radiation.” 

Our  statement  cited  the  problems  faced  by 
practicing  physicians  in  the  area  around  Harris- 
burg, Pennsylvania,  during  the  Three  Mile  Is- 
land incident  as  an  example  of  the  practicing 
physicians’  predicament  in  a radiation  accident. 
Conflcting  reports  from  industry  and  govern- 
ment made  area  residents  distrust  these  two 
institutions.  Fearful  for  their  well-being,  per- 
sons turned  to  physicians  for  factual  informa- 
tion and  reassurance.  Practicing  physicians,  how- 
ever, inundated  with  telephone  calls  from  their 
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patients  requesting  interpretation  of  the  acci- 
dent’s significance  in  terms  of  their  personal 
health,  did  not  have  the  immediate  knowledge 
or  expertise  to  give  advice  on  the  effects  of 
ionizing  radiation. 

Medical  education  must  be  improved  to  in- 
crease and  update  the  information  physicians 
receive  about  the  medical  consequences  of  radi- 
ation accidents.  The  College  also  urges  that 
medical  care  professionals  be  trained  to  triage 
and  treat  blast,  radiation,  and  burn  injuries. 
However,  there  can  be  no  adequate  medical 
preparedness  for  the  devastating  medical  con- 
sequences of  nuclear  war.  Prevention  is  the 
only  reasonable  medical  response  to  the  hazards 
posed  by  nuclear  weapons.  Facts  argue  that 
medical  disaster-planning  for  nuclear  war,  un- 
like that  for  radiation  accidents,  is  futile.  Most 
people  exposed  to  radiation  would  die  from 
central  nervous  system  disorders,  blood  poison- 
ing or  from  the  effects  of  violent  vomiting,  diar- 
rhea, and  hemorrhage.  Those  who  survive  would 
suffer  extreme  stress,  trauma,  fatigue,  and  burns. 
Over  time,  survivors  would  suffer  an  increased 
incidence  of  skin  cancer,  degenerative  disease, 
accelerated  aging,  and  problems  of  infertility, 
congenital  malformations,  still  births,  neonatal 
deaths,  and  genetic  disease. 

In  our  position  paper  we  say  there  is  no  pos- 
sible adequate  medical  response  to  a situation 
where  hundreds  of  thousands  of  people  would 
be  injured  and  ill,  most  hospitals  destroyed,  most 
medical  personnel  killed,  and  most  medical  sup- 
lies  unavailable. 

It  is  to  be  hoped  that  public  education  of 
the  medical  consequences  of  nuclear  war  will 
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raise  the  level  of  consciousness  of  the  American 
people,  and  that  similar  steps  will  be  taken  to 
elevate  the  awareness  of  the  citizens  of  the 
Soviet  Union  and  of  all  other  nations  bearing 
nuclear  arms  so  that  political  leaders  throughout 
the  world  will  come  to  the  bargaining  table 
with  identical  mandates  and  incentives  for  suc- 
cess. 


Copies  of  the  College’s  position  paper  may 
be  obtained  by  writing  the  ACP’s  Division  of 
Public  and  Professional  Communications,  4200 
Pine  Street,  Philadelphia,  Pennsylvania  19104. 

Robert  H.  Moser,  M.D. 

Dr.  Moser  is  Executive  Vice-President  of  the  American  College 
of  Physicians. 

See  Dr.  Pollner’s  editorial,  page  448. 
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myoclonus,  and  disorders  of  the  sleep-wake  cycle  among  others.  Dr.  Dement  will  also  discuss 
sleep  disorders  in  the  elderly  as  well  as  developments  in  the  frontiers  of  sleep  research. 

This  symposium  has  been  designed  for  general  physicians,  internists,  family  medicine  special- 
ists, otorhinolaringologists,  neurologists,  psychiatrists,  psychologists  and  other  professionals  in- 
volved in  the  treatment  of  patients  with  sleep  disorders. 
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Philadelphia,  Pennsylvania  19107 

Make  checks  payable  to  Jefferson  Medical  College-CME 
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ROENTGEN  DIAGNOSIS  OF  DISEASES  OF  BONE, 
Volume  1 & 2,  Third  Edition,  by  Jack  Edeiken, 
MD.,  Williams  and  Wilkins  Company,  Baltimore, 
1981.  1752  pp.  Ulus.  Price  $135.00. 

My  major  interest  in  Edeiken’s  massive  two- 
volume  third  edition  of  Diseases  of  Bone  was  in 
the  rather  lengthy  (more  than  250  pages)  chap- 
ter on  the  radiology  of  arthritis,  as  well  as  other 
chapters  dealing  with  the  radiology  of  bony 
lesions  frequently  seen  by  rheumatologists,  in- 
cluding ischemic  necrosis,  osteochondrosis,  meta- 
bolic bone  disease,  soft  tissue  calcifications  and 
various  congenital  defects,  dysplasias,  matura- 
tion problems,  and  effects  on  bone  of  inborn 
errors  of  metabolism.  The  most  obvious  defect 
with  the  book  is  apparent  in  a quick  glance  at 
the  price,  which  is  out  of  the  question  for  most 
physicians  interested  in  a casual  desk-side  ref- 
erence on  the  radiology  of  bone  disease.  It  is  a 
bargain,  however,  when  compared  with  its 
newest  competitor,  a textbook  written  on  the 
same  subject  by  Resnick  et  al,  from  Saunders, 
which  is  newly  released  at  $250.00.  If  price 
is  no  object,  however,  the  book  has  much  to 
offer  for  those  physicians  who  routinely  order 
and  review  radiographs  dealing  with  bones  and 
joints.  It  is  well  over  1,500  pages  long.  The 
actual  text,  which  reads  quite  well,  makes  up  of 
course  only  a small  fraction  of  those  pages,  most 
of  which  are  devoted  to  excellent  quality  photo- 
graphs of  x-rays  highlighting  common  and  un- 
common manifestations  of  bone  and  joint  dis- 
ease. The  references  are  fairly  recent  for  a 
textbook  of  this  magnitude,  with  the  most  recent 
references  being  late  1977  or  early  1978. 

As  mentioned,  the  book  comes  in  two  volumes. 
Early  short  chapters  deal  with  basic  considera- 
tions of  bone  and  cartilage  pathology,  as  well 
as  the  radiologic  approach  to  bony  lesions.  The 
chapters  after  that  deal  specifically  with  condi- 
tions engendering  new  bone  productions  and 
periosteal  reaction,  tumors  and  pseudo-tumors, 
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the  arthritides,  ischemic  necrosis,  osteomyelitis, 
metabolic  and  dystrophic  bone  disease,  the  ane- 
mias, congenital  hip  dislocation,  spondylolisthe- 
sis, soft  tissue  calcifications,  heavy  metal  poison- 
ing, skeletal  maturation,  dysplasia,  mucopoly- 
sacharidoses,  chromosomal  abnormalities,  and 
lipidoses. 

The  text  invites  comparison  with  a much 
shorter  work  published  by  Saunders,  The  Radi- 
ology of  Joint  Disease  by  Forrester,  Brown,  and 
Niessen.  While  this  smaller  text  does  not  cover 
the  breadth  of  the  radiology  of  bone  and  joint 
disease  that  the  Edeiken  text  covers,  it  certainly 
covers  the  arthritides  in  adequate  fashion  and  is 
probably  sufficient  for  most  physicians  with  a 
strong  interest  in  joint  disease. 

The  Edeiken  text  is  not  for  everyone.  In  fact, 
outside  of  a radiogolist  looking  at  many  bone 
films,  busy  orthopedic  surgeons,  and  an  occa- 
sional rheumatologist  with  a love  of  books,  this 
text  is  clearly  not  worth  the  price.  However,  it 
is  an  excellent  source  of  reference  and  should 
be  sought  out  eagerly  in  the  library. 

James  H.  Newman,  M.D. 
£ & % 

THE  OCULAR  FUNDUS,  4th  Edition,  edited  by 
Arno  Nover,  M.D.,  Lea  and  Febiger,  Philadelphia, 
1981.  196  pp.  Illus.  Price  $35.00. 

There  are  three  types  of  physicians  with  re- 
spect to  examination  of  the  ocular  fundus.  There 
are  those  who  don’t  look,  those  who  look  but 
are  not  sure  what  they  are  seeing,  and  those  who 
look  and  who  know  what  they  are  looking  at. 
I suspect  that  most  physicians  belong  to  the 
middle  group,  and  it  is  this  group  for  whom 
this  book  is  written.  It  is  translated  from  the 
original  German  version,  but  the  text  itself  is 
of  secondary  importance.  The  outstanding 
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photographs  of  both  healthy  and  pathologic 
optic  fundi  are  what  makes  this  such  a useful 
book. 

The  book  begins  with  a short  history  of  fundus- 
copy,  a description  of  the  various  instruments 
used,  and  an  explanation  of  the  methods  of 
ophthalmoscopy.  The  majority  of  the  book  con- 
sists of  an  anthology  of  diseases  of  the  eye  and 
systemic  diseases  with  their  characteristic  find- 
ings in  the  optic  fundus.  There  are  multiple 
photographs  of  representative  optic  fundi  in  each 
disease  discussed.  There  is  extensive  discussion 
of  hypertensive  and  diabetic  retinopathy.  For 
most  ophthalmoscopic  findings,  a complete  dif- 
ferential diagnosis  is  given.  Treatment  is  not 
discussed.  In  addition,  representative  fluorescein 
angiograms  are  shown  for  many  of  the  diseases 
presented,  augmenting  the  ophthalmoscopic  find- 
ings. 

This  book  was  a pleasure  to  thumb  through, 
and  I am  sure  it  will  prove  to  be  a valuable  tool 
to  increase  my  knowledge  of  what  I see  through 
the  ophthalmoscope.  I would  strongly  recom- 
mend it  to  any  physician  wishing  to  improve 
this  skill  or  requiring  a useful  reference  of 
ophthalmoscopic  findings.  I have  never  seen 
better  photographs  in  any  other  book. 

Lawrence  M.  Markman,  M.D. 

V*  MS 

COMPLICATIONS  IN  OBSTETRICAL  AND  GYNE- 
COLOGIC SURGERY,  edited  by  George  Schaefer, 
M.D.,  and  Edward  A.  Graber,  M.D.,  Harper  and 
Row  Publishers,  Hagerstown,  Maryland,  1981. 
478  pp.  Illus.  Price  $40.00. 

The  authors  of  this  book  are  drawn  from 
many  and  varied  places.  They  attempt  in  these 
478  pages  of  laborious  reading  to  cover  all  of 
obstetrics  and  gynecology. 

The  first  17  chapters  or  230  pages  deal  basically 
with  obstetrics.  All  possible  topics  in  obstetrics 
are  touched  on,  from  episiotomy  infections  to 
chemotherapeutic  treatment  of  hydatidiform 
moles.  The  coverage  of  some  topics  such  as 
necrotizing  fasciitis  is  more  complete  than  one 
can  find  in  most  books;  however,  most  topics  are 


covered  in  a superficial  manner  without  much 
explanation  for  the  theory  behind  the  action. 
The  obstetrical  section  of  this  book  deals  with 
topics  too  esoteric  to  be  of  great  use  to  the  gen- 
eral practitioner  but  are  too  superficially  pre- 
sented to  be  of  much  value  to  the  obstetrician. 

The  gynecologic  section  of  the  book  com- 
prises 19  chapters  and  the  remaining  237  pages 
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of  the  book.  Again,  its  scope  is  quite  broad, 
covering  electrolyte  balance  to  radical  hys- 
terectomy. These  chapters,  I feel,  would  not  be 
of  interest  to  the  nongynecologist.  They  do, 
however,  present  a good  review  of  statistics  and 
complications  of  various  procedures.  The  sec- 
tions on  urologic  injuries  and  hypogastric  artery 


ligation  are  worth  reading.  But  again,  some 
procedures  are  covered  at  great  length  while 
others,  which  would  seem  equally  important,  are 
treated  very  superficially. 

Linda  Wilson,  M.D. 

Dr.  Wilson  is  a fourth-year  resident  in  the  Department  of 
Obstetrics-Gynecology  of  the  Wilmington  Medical  Center. 
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provides  you  with  the  information  you  need  to  know.  Lightweight  and 
portable,  the  Glucometer  analyzes  blood  glucose  values  from  0 to 
399  ml/dl  electronically. 

The  Doctor’s  Bag  is  an  authorized  training  center  for  the  Ames 
Glucometer.  We  will  teach  your  patients  how  to  use  it 
through  a thorough  training  program.  / a 

You  can  depend  on  our  professional  staff  to  accom-  / 
modate  your  patients,  carry  out  your  instructions  and  fill 

your  prescriptions  accurately.  System 

Gelf-testing 
Center 

1 908  Kirkwood  Hwy.,  at  Harmony  Rd.,  Newark 
Wheelchair  accessible  • 454-9976 


THE  DOCTOR’S  BAG 


1 320  Washington  St.,  Wilmington  654-9976 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


Wilmington 


Personal  Insurance  . . 
Business  Insurance  . . 
Contractors  Insurance 


Delaware  Trust  Plaza 
Delaware  Trust  Plaza 


Delaware  Trust  Plaza 


571-5600 

571-5707 

571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 


571-5631 


Newark 


144  East  Main  Street 


368-3000 


Rehobo  th  Beach 


125  Rehoboth  Avenue 


227-3826 


Seaford 


201  Pine  Street 


629-5585 

(Toll  Free)  856-3247 


In  Brief 


Medical  Donations 
Needed 


Anorexia  Nervosa: 
Causes  and  Cures 


Current  Concepts 
in  Adolescent 
Medicine 


The  Best  of 
Yugoslavia 


AID  FOR  INTERNATIONAL  MEDICINE,  INC.,  has  been  assisting  clinics, 
hospitals,  and  research  centers  in  many  countries.  At  present,  AID  is  collecting 
textbooks  for  use  in  medical  libraries  in  Viet  Nam.  The  situation  is  so  desperate 
that  even  books  up  to  10  years  old  are  welcome.  AID  is  also  presently  giving 
assistance  to  the  large  medical  organizations  on  the  Afghanistan-Pakistan  bor- 
der that  provides  medical  care  to  the  Afghan  Freedom  Fighters.  They  are  in 
desperate  need  of  donated  medical  instruments.  If  you  have  any  medical  books 
or  medical  instruments  you  would  like  to  donate  to  AID,  contact  them  at  1828 
Wawaset  Street,  Wilmington,  Delaware;  (302  ) 654-5848,  or  (302  ) 655-8290. 
All  donations  are  tax-deductible.  Send  a typewritten  list  with  your  donations, 
and  a proper  letter  for  tax  purposes  will  be  provided  the  donor. 


The  Division  of  Adolescent  Medicine  and  the  Department  of  Pediatrics  of  Long 
Island  Jewish-Hillside  Medical  Center  is  sponsoring  a seminar  entitled,  “ANO- 
REXIA NERVOSA:  CAUSES  AND  CURES,”  to  be  held  Wednesday,  November 
3,  1982,  at  the  Teaching  Center  Auditorium,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  New  York.  As  an  organization  accredited  for  con- 
tinuing medical  education,  Long  Island  Jewish-Hillside  Medical  Center  certifies 
that  this  continuing  medical  education  activity  meets  the  criteria  for  7 credit  hours 
in  Category  I from  the  Accreditation  Council  for  Continuing  Medical  Education. 
Contact:  Ann  J.  Boehme,  Continuing  Education  Coordinator,  Long  Island  Jewish- 
Hillside  Medical  Center,  New  Hyde  Park,  New  York  11042;  (212)  470-2114. 


The  Division  of  Adolescent  Medicine  of  the  Department  of  Pediatrics,  Long 
Island  Jewish-Hillside  Medical  Center  is  sponsoring  a seminar  entitled,  “CUR- 
RENT CONCEPTS  IN  ADOLESCENT  MEDICINE,”  to  be  held  September 
23-24,  1982,  at  the  Warwick  Hotel,  New  York.  As  an  organization  accredited  for 
continuing  medical  education,  Long  Island  Jewish-Hillside  Medical  Center  cer- 
tifies that  this  activity  meets  the  criteria  for  7 credit  hours  in  Category  I from 
the  Accreditation  Council  for  Continuing  Medical  Education.  Contact:  Ann  J. 
Boehme,  Continuing  Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  New  York  11042;  (212)  470-2114. 


YUGOSLAVIAN-UNITED  STATES  MEDICAL  ASSOCIATION  is  presenting 
THE  BEST  OF  YUGOSLAVIA,  3 15-day  tour  including  the  III  Scientific  Meeting 
in  Sarajevo,  Yugoslavia.  The  meeting  and  tour  combined  are  available  for  only 
$1,100.  A limited  number  of  places  are  still  available.  Contact:  Dr.  William 
E.  Miller  at  (302)  656-3181. 


Del  Med  Jrl,  August  1982— Vol  54,  No  8 


475 


In  Brief 


CME  Cruise/ 
Conferences  on 
Legal-Medical 
Issues 


1983  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES  will 
again  be  sponsored  by  International  Conferences  of  Huntington  Station,  New 
York  for  physicians  and  their  families.  The  winter  and  spring  conferences  will 
consist  of  lectures,  seminars,  and  discussion  groups  devoted  to  medicolegal  topics 
such  as  professional  liability,  the  physician  as  expert  witness,  and  legal  issues 
relating  to  diagnosis.  The  winter  and  spring  conferences  have  been  approved 
for  up  to  18  CME  Category  I credits  of  the  Physician’s  Recognition  Award  of 
the  AM  A.  The  conferences  were  scheduled  prior  to  12/31/80  and  conform  to 
IRS  tax  deductibility  requirements  under  Section  602  of  the  Tax  Reform  Act, 
Public  Law  94-445,  effective  1/1/77.  For  a color  brochure  and  additional  informa- 
tion, please  contact:  International  Conferences,  Suite  C,  189  Lodge  Avenue, 
Huntington  Station,  New  York  11746;  (516)  549-0869. 


Miniworkshops  for  THE  LEADERSHIP  MINIWORKSHOPS  FOR  WOMEN  IN  MEDICINE  will 
Women  in  Medicine  be  presented  by  the  American  Medical  Women’s  Association  Professional  Re- 
sources Research  Center  on  October  17-18,  1982,  at  the  Medical  and  Chirurgical 
Faculty  of  Maryland,  Maryland  Medical  Society,  Baltimore,  Maryland.  Enroll- 
ment is  limited,  so  early  registration  is  encouraged.  For  further  information  and 
application  materials,  contact:  Sue  Earley,  AMWA  PRRC,  2302  E.  Speedway, 
No.  206A,  Tucson,  Arizona  85719-4794;  (609  ) 795-2677. 


WIDE  RANGE  POCKET  ^ RADIO ~r  PAGING  SERVICE 


POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


m 


ALLENTOWN 


A D0YLEST0WN 
READING  ^ 

. MALVERN 
• LANCASTER 


OXFORD 


W 


PHILADELPHIA 


LMINGT0N 


WILDWOOD 


HAMM0NT0N, 
BRIDGETON 
ATLANTIC 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
17-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  JERSEY  SHORE  POINTS. 


ADDITIONAL  NEW  RBC  SERVICER 


DIGITAL  DISPLAY  BEEPER  SERVICE 
Displays  phone  number  you  are  to  call. 


NEW  20  LINE  MOBILE  RADIO  SYSTEM 


Operation  similar  to  the  Multi -Button 
Business  Telephone— 20  lines  eliminates 
busy  situations. 


COMPUTER  MESSAGE  STORAGE  CENTER 


To  hear  your  message  over  the  telephone, 
simply  dial  your  assigned  computer  number, 
after  you  are  Beeped. 


CALL  FOR  A FREE  Z FOOT  1 21 5-879-0900 
{ 609-964-7660 
MAP  & DEMONSTRATION  302-656-2774 


CAR  TELEPHONE  SERVICE 
UHF  & VHF  car  phone  number 
available.  Call  for  information. 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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In  Brief 


The  following  is  a list  of  National  Medical  Specialty  Society  meetings.  Please  contact  the  individual 
society  for  further  information. 


Date 

Specialty  Society 

City,  State 

Headquarters  Hotel 

September  19-23 

American  College  of  Radiology 

Boston,  MA 

Sheraton-Boston  Hotel 

September  23-25 

American  Academy  of 
Occupational  Medicine 

Chicago,  IL 

McCormick  Inn 

September  27-30 

American  College  of 
Emergency  Physicians 

San  Francisco,  CA 

Hilton 

September  30- 
October  3 

American  Society  of 
Internal  Medicine 

Chicago,  IL 

Palmer  House 

October  4-7 

American  Academy  of 
Family  Physicians 

San  Francisco,  CA 

Fairmont 

October  10-14 

American  College  of 
Chest  Physicians 

Toronto,  Ontario 

Sheraton  Centre 

October  10-15 

American  Society  of  Plastic  and 
Reconstructive  Surgeons 

Honolulu,  HI 

Sheraton  Waikiki 

October  14-22 

American  Society  of 
Clinical  Pathologists 

Miami  Beach,  FL 

Fountainebleau  Hilton 

October  16-22 

College  of  American  Pathologists 

Miami  Beach,  FL 

Fountainebleau  Hilton 
and  Eden  Roc 

October  17-21 

American  Academy  of 
Otolaryngology 

New  Orleans,  LA 

N/A 

October  22-26 

American  Society  of 
Anesthesiologists 

Las  Vegas,  NV 

Las  Vegas  Hilton 

October  23-28 

American  Academy  of  Pediatrics 

New  York,  NY 

New  York  Hilton 

October  24-29 

American  College  of  Surgeons 
( Clinical  Congress ) 

Chicago,  IL 

Hyatt  Regency  Chicago 

October  24-30 

American  College  of 
Gastroenterology 

New  York,  NY 

Grand  Hyatt 

October  31- 
November  5 

American  Association  of 
Ophthalmology 

San  Francisco,  CA 

N/A 
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In  Brief 


October  31- 
November  5 
October  31- 
November  6 
December  4-9 


American  Academy  of  Physical 
Medicine  and  Rehabilitation 
American  Academy  of 
Ophthalmology 
American  Academy  of 
Dermatology 


Houston,  TX  Hyatt  Regency 

San  Francisco,  CA  N/A 


New  Orleans,  LA  Marriott/New  Orleans 
Hilton 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office.  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


Young,  board  eligible  INTERNIST  wishes  solo, 
group,  or  partnership  practice  in  Delaware.  Well 
trained.  Graduated  Hahnemann  1979.  Contact: 
Medical  Society  of  Delaware.  Telephone:  (302) 
658-7596. 


Board  certified  INTERNIST  presently  complet- 
ing three-year  fellowship  in  Hematology/On- 
cology wishes  to  practice  in  Delaware.  Contact: 
Medical  Society  of  Delaware.  Telephone:  (302) 
658-7596. 


Come  meet  our  people. 


they’re 

only 

human. 


With  today’s  life  becoming  so  impersonal  and  being 
governed  by  so  many  rules  and  regulations,  some- 
times you  just  need  someone  to  talk  to.  That’s  why 
we  insist  that  all  our  staff  members  be  friendly,  genuine 
people,  with  the  same  feelings  and  sensitivities  expe- 
rienced by  other  humans.  When  you  come  in  to  ask 
about  a home  mortgage  loan,  IRA,  Now  interest  check- 
ing, regular  checking,  savings  plans  or  any  high  rate 
fixed  term  certificate,  none  of  us  will  bite  you,  nor  will 
we  run  you  through  a data  processing  machine.  We’ll 
talk  with  you,  get  your  ideas,  give  you  a little  advice  if 
you  need  it,  smile  and  try  to  help  you  any  other  way 
we  can — because  we’re  all  human,  and  we  understand. 


Visit  any  of  our  convenient  banking  offices. . . 
Wilmington  658-6881  • Dover  674-3214 


Member  F.D.I.C. 


flRTISflnS’ 

SHVinGS  BHflK 


9th  & Tatnall  Sts.,  Wilmington  • Concord  Mall. 
Midway.  Polly  Drummond.  & Graytyn  Crest 
Shopping  Centers  • Dover.  Del 


& 
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COLLEAGUES  IN  THE  NEWS 


Steven  L.  Edell,  D.O.,  Chairman,  Department 
of  Radiology,  Riverside  Hospital,  was  a lecturer 
and  member  of  the  guest  faculty  at  all  three 
advanced  ultrasound  courses  held  at  Johns  Hop- 
kins University  School  of  Medicine,  Baltimore, 
Maryland,  during  the  academic  year  1981-1982. 
Dr.  Edell’s  topic  was  nephrosonography. 

& UZ  tt? 

C.  Royer  Donoho,  Sr.,  M.D.  is  stepping  down 
as  the  University  of  Delaware’s  football  team 
physician.  What  began  as  a neighborly  gesture 
in  1946  has  ended  after  more  than  35  years.  Dr. 
Donoho  felt  that  in  combination  with  his  private 
practice  and  teaching  affiliations  both  at  the 
Wilmington  Medical  Center  and  Jefferson  Medi- 
cal College,  the  football  physician  job  was  too 
big  and  he  was  unable  to  devote  the  time  it 
demanded.  Dr.  Donoho  will  be  replaced  this 
coming  season  by  a full-time  sports  medicine 
physician. 

% & 

William  L.  Jaffee,  M.D.,  is  co-author  of  a paper 
entitled  “Effect  of  Peripheral  Sex  Steroid  Metab- 
olism on  Pituitary  Gonadotropin  Reserve  of 
Women  with  Hypothalamic  Amenorrhea,”  which 
was  published  in  the  November  1981  issue  of 
Fertility  and  Sterility.  Dr.  Jaffee’s  co-authors  are 
George  Griffing,  M.D.,  Raymond  Redline,  M.D., 
Christopher  Longcope,  M.D.,  and  Judith  Vaitu- 
kaitis,  M.D. 

MS  £ £ 


The  American  College  of  Physicians  (ACP) 
announced  that  Arthur  W.  Colhourn,  M.D.,  has 
been  elected  to  Fellowship  in  the  53,000-mem- 
ber national  medical  specialty  society.  Dr.  Col- 
bourn,  a specialist  in  cardiology,  was  honored 
during  the  Convocation  ceremony  at  the  Col- 
lege’s Annual  Sesson  in  Philadelphia,  April  19-22, 
1982.  He  is  one  of  16,000  physicians  honored 
with  Fellowship  in  the  College.  Election  to 
Fellowship  in  the  College  signifies  that  a phy- 
sician has  been  recognized  by  his  colleagues  as 
having  attained  a level  of  medical  scholarship 
and  achievement  in  internal  medicine. 

««  & 

“The  Pitfalls  in  the  Management  of  Congeni- 
tal Dislocation  of  the  Hip”  prepared  by  J. 
Richard  Bowen,  M.D.,  and  a display  on  “Angle 
of  Trunk  Rotation:  Use  in  School  Screening  and 
Follow-up”  by  William  P.  Bunnell,  M.D.,  were 
highlights  of  the  1982  Spring  Seminar  of  the 
Alfred  I.  duPont  Institute,  an  annual  orthopaedic 
educational  event  held  on  May  22,  1982. 

% MS 

Mark  John  Granada,  M.D.,  has  been  elected 
to  Fellowship  in  the  American  College  of  Phy- 
sicians (ACP).  Dr.  Granada,  a specialist  in  in- 
ternal medicine-pulmonary,  will  be  honored  dur- 
ing the  Convocation  ceremony  at  the  College’s 
Annual  Session  in  San  Francisco,  California, 
April  11-14,  1983.  Dr.  Granada  is  one  of  16,000 
physicians  honored  with  Fellowship  in  the 
national  medical  specialty  society. 
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A reputation  takes  years  to  build.  We've  been 
building  ours  as  a major  provider  of  profes- 
sional liability  for  over  50  years,  and  as  the 
Medical  Society  of  Delaware  sponsored  pro- 
gram since  1971.  Since  that  time  /Etna  has 
returned  savings  to  doctors  of  over  $800,000. 
These  substantial  savings  have  resulted  from 
working  closely  with  your  society  to  provide 
successful  risk  management  programs. 


Your  society  sponsored  program  continues  to 
offer  high  levels  of  coverage — $5,000,000  and 
higher,  as  well  as  a choice  of  coverage  forms — 
Claims-made  and  Occurrence. 

Our  local  offices  and  skilled  staff  provide  you 
with  ourclaims  expertise. 

At  /Etna  we've  built  our  reputation  by  making 
your  reputation  our  main  concern. 

For  additional  information  contact  your  society 
or  local  /Etna  agent. 


A 

REPUTATION 
YOU  CAN  RELY 

ON. 


The  Standard  Fire  Insurance  Company,  Hartford,  Connecticut  061 56. 


' 


President's  Page 

PROPOSED  BYLAW  CHANGE 


In  light  of  the  recent  Supreme  Court  decision 
in  the  Arizona  vs.  Maricopa  County  Medical  So- 
ciety case  with  regard  to  the  antitrust  law,  the 
function  of  the  Medical  Review  Committee  of 
our  Medical  Society  should  be  reassessed  to  de- 
termine the  advisability  of  modifying  the  So- 
ciety’s bylaws. 

On  June  18,  1982,  the  U.S.  Supreme  Court 
decided,  in  the  case  of  Arizona  vs.  Maricopa 
County  Medical  Society,  et  al,  that  agreement 
among  members  of  medical  societies  setting  an 
upper  limit  on  the  fee  charged  is  a per  se  viola- 
tion of  the  Sherman  Act.  The  basic  flaw  of  such 
an  agreement  is  that  it  tends  to  provide  the 
same  economic  rewards  to  all  practitioners  re- 
gardless of  their  skills,  their  experience,  their 
training,  or  their  willingness  to  employ  innova- 
tive and  difficult  procedures  in  individual  cases. 

The  bylaws  of  the  Medical  Society  of  Dela- 
ware outline  the  functions  of  the  Medical  Review 
Committee  in  Article  XIII,  Section  12.  Section 
12  provides:  “The  Medical  Review  Committee 
consists  of  not  less  than  five  elected  members 
appropriately  apportioned  among  the  counties. 
The  Committee  shall  concern  itself  with  such 
matters  as  appropriate  utilization  of  medical 
services  and  facilities  and  the  appropriate  pro- 
vision of  medical  services  to  the  public  in  a cost 
effective  manner.  The  Medical  Review  Com- 
mittee shall  also  review  and  recommend  reso- 
lution of  differences  in  regard  to  a proper  pro- 
fessional fee  for  services  rendered;  and  consider 
such  other  things  which  may  properly  be  re- 
ferred to  it  by  the  Board  of  Trustees.” 

The  Medical  Review  Committee  is  the  only 
committee  of  the  Society  which  concerns  itself 
with  the  resolution  of  differences  in  regard  to 
professional  fees.  Because  of  the  recent  Supreme 


Court  decision,  I feel  it  would  be  appropriate 
for  our  Bylaws  Committee  to  recommend  to  the 
House  of  Delegates  that  a change  be  made  in 
the  Society’s  bylaws. 

It  is  to  be  noted  that  the  Maricopa  case  in- 
volved a published  schedule  of  maximum  fees 
and  seems  not  to  be  related  to  the  local  rule 
utilized  by  Blue  Cross  and  Blue  Shield  of  Dela- 
ware in  which  local  physicians  furnish  the  usual 
and  customary  fee  to  Blue  Shield  and  are  paid 
on  that  basis  so  long  as  the  fees  submitted  do 
not  exceed  the  90th  percentile.  It  is  clear,  how- 
ever, that  the  Society  must  not  engage  in  any 
kind  of  negotiations  on  behalf  of  its  members 
and,  further,  it  must  not  interfere  with  its  mem- 
bers’ pricing  practices. 

It  is  felt  that  the  function  of  the  Medical  Re- 
view Committee  as  defined  in  the  bylaws  does 
not  violate  the  antitrust  laws.  However,  I 
feel  that  it  would  be  judicious  to  revise  Section 
12  to  make  it  clear:  1)  The  Medical  Review 
Committee  will  consider  a request  for  the  review 
of  the  appropriateness  of  a fee  charged  in  a 
particular  case  provided  each  of  the  disputants 
agrees  to  participate  on  a purely  voluntary  basis; 
2)  All  determinations  will  be  purely  advisory  in 
nature;  3)  The  decision  in  each  case  will  be 
based  solely  on  the  facts  and  circumstances  of 
the  particular  case;  4)  All  proceedings  will  be 
confidential  and  the  decision  will  not  be  distrib- 
uted beyond  the  patient,  third-party  payor,  and 
physician  involved  in  the  case;  5)  The  Society 
will  not  collect  information  on  medical  fees  nor 
conduct  surveys  relating  to  such  fee  or  fees. 

Although  Section  12  of  the  bylaws  is  not  cur- 
rently in  violation  of  the  antitrust  laws,  we  can 
more  clearly  bring  ourselves  in  line  with  FTC 
guidelines  and  provide  a mechanism  for  the  use 
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of  disputing  parties.  It  is  proposed  that  Sec- 
tion 12  be  rewritten  to  provide  as  follows: 

SECTION  12 

“The  Medical  Review  Committee  consists  of 
not  less  than  five  elected  members  appropriately 
apportioned  among  the  counties.  The  Com- 
mittee shall  concern  itself  with  such  matters  as 
appropriate  utilization  of  medical  services  and 
facilities  and  the  appropriate  provision  of  medi- 
cal services  to  the  public  in  a cost-effective  man- 
ner. The  Medical  Review  Committee  shall  also 
review  and  recommend  resolution  of  differences 
in  regard  to  proper  professional  fee  for  services 
rendered,  provided: 

1 ) Each  of  the  disputants  agrees  to  participate 
on  a purely  voluntary  basis;  2)  all  determina- 
tions will  be  advisory  in  nature;  3)  the  decision 


in  each  case  will  be  based  solely  on  the  facts  and 
circumstances  of  the  particular  case;  and  4)  all 
proceedings  will  be  conducted  on  a confidential 
basis  and  the  decision  will  not  be  distributed 
beyond  the  disputants.  The  Society  will  not  col- 
lect information  on  medical  fees  nor  conduct 
surveys  relating  to  such  fee  or  fees.  In  addition, 
the  Medical  Review  Committee  shall  provide 
assistance  to  Medicare  and  Medicaid  programs 
as  may  be  appropriate;  and  consider  such  other 
things  which  may  properly  be  referred  to  it  by 
the  Board  of  Trustees.” 

Rafael  A.  Zaragoza,  M.D. 


THE  DEPARTMENT  OF  SURGERY  OF  JEFFERSON  MEDICAL  COLLEGE 

IS  PLEASED  TO  PRESENT  A 

SYMPOSIUM  ON  PANCREATIC  CANCER 
Tuesday  Afternoon,  October  19,  1982 

IN  THE 

Samuel  D.  Gross  Conference  Room  of  Jefferson  Medical  College 

The  program  is  intended  for  physicians  involved  in  the  care  of  pancreatic  cancer 
patients  including  internists,  surgeons,  gastroenterologists,  primary  care  physi- 
cians and  medical  oncologists. 

FEE  - PHYSICIANS,  NURSES,  $10.00 
Interns,  Fellows,  Medical  Students,  no  fee 

This  program  is  accredited  for  three  (3)  hours  of  Category  I AMA  credit. 

For  further  information  write  or  call: 

OFFICE  OF  CONTINUING  MEDICAL  EDUCATION 
Jefferson  Medical  College 
Dean's  Office 

1025  Walnut  Street,  Philadelphia,  PA  19107 
(215)  928-6992 
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CLOSTRIDIAL  SEPSIS  FOLLOWING  BILIARY 
SURGERY:  A REPORT  OF  THREE  PATIENTS 
AND  A REVIEW  OF  THE  LITERATURE 

Glenn  E.  Graybeal,  M.D. 


Clostridial  sepsis  following  surgery  on  the 
biliary  tract  is  a rare  complication.  Pyrtek  and 
Bartus  reported  two  fatal  cases  in  a 19-year  re- 
view from  Hartford  Hospital.1  Eliason,  et  al 
reported  12  cases  of  gas  gangrene  following  gall- 
bladder surgery.2  Six  fatal  cases  were  added  to 
the  literature  by  Brown  and  Milch.3  Eliott- 
Smith  and  Ellis  reported  a case  successfully  man- 
aged by  operative  intervention,  emphasizing  that 
collapse  with  toxemia  following  rapidly  after 
cholecystectomy  should  cause  concern  for  infec- 
tion by  a gas-forming  bacillus.4 

The  overall  incidence  of  positive  biliary  cul- 
tures is  33%5;  and  from  surgically  removed  gall- 
bladders, Clostridium  perfringens  has  been  cul- 
tured in  from  one  to  19%.6>7  As  infection  with 
this  gas-forming  organism  has  a rapid  pro- 
gression, the  symptom  complex  should  be  recog- 
nized early  in  order  to  provide  the  treatment 
necessary  for  cure. 

Three  patients  are  reported  who  cover  the 
range  of  problems  encountered  with  Clostridium 
perfringens  infection  following  surgery  on  the 
biliary  tract.  A review  of  the  literature  regard- 
ing etiology,  diagnosis,  and  treatment  is  also  in- 
cluded. 

Patient  No.  1 

A 72-year-old  white  man  presented  after  two 

Dr.  Graybeal  is  a fifth-year  resident  in  the  Department  of  Sur- 
gery, Wilmington  Medical  Center. 


episodes  of  right  upper  quadrant  abdominal 
pain  related  to  meals.  After  his  second  attack, 
the  patient  noticed  jaundice,  dark  colored  urine, 
and  clay  colored  stools.  Physical  examination 
several  weeks  later  revealed  no  evidence  of 
icterus  and  no  abdominal  tenderness.  His  liver 
edge  was  palpable  in  the  midclavicular  line,  3 
cm  below  the  right  costal  margin.  A diagnosis 
of  chronic  calculus  cholecystitis  was  made  fol- 
lowing appropriate  investigations. 

The  patient  underwent  cholecystectomy,  in- 
traoperative cholangiography,  and  common  bile 
duct  exploration  for  choledocholithiasis.  His 
gallbladder  appeared  thickened  and  contained 
multiple  stones;  the  common  bile  duct  was  di- 
lated with  five  stones  seen  on  cholangiogram. 

Except  for  mild  confusion  in  the  immediate 
postoperative  period,  the  patient  appeared  to  be 
recovering  well.  On  the  third  postoperative  day, 
however,  the  wound  became  erythematous,  ede- 
matous, and  indurated;  crepitus  could  be  felt. 
The  sutures  were  removed,  and  40  cc  of  purulent 
material  drained,  which,  on  Gram  staining,  re- 
vealed Gram-positive  rods  and  occasional  Gram- 
negative rods.  Cultures  of  the  bile  obtained 
during  surgery  revealed  a heavy  growth  of  Clos- 
tridium perfringens.  Two  million  units  of  peni- 
cillin every  two  hours  and  one  gram  of  cepha- 
lothin  sodium  (Keflin,  Lilly)  every  six  hours 
were  administered  intravenously.  The  following 
day,  the  patient’s  mental  condition  improved 
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markedly.  With  bedside  debridement,  the 
wound  continued  to  improve  over  the  ensuing 

week. 

Discussion 

The  age  of  the  patient  and  his  choledocho- 
lithiasis  were  felt  to  have  predisposed  to  clostri- 
dial infection.  Postoperative  confusion  and 
wound  infection  were  clues  to  the  underlying 
disease.  The  Gram  stain  was  helpful  in  identi- 
f)  mg  the  nature  of  the  infection.  Cultures  of 
bile  led  to  a prompt  diagnosis  and  successful 
treatment. 

Patient  No.  2 

A 39-year-old  white  woman  was  admitted  be- 
cause of  abdominal  pain  and  vomiting.  She  had 
had  several  previous  episodes  of  pancreatitis. 
For  four  ye..rs  she  had  been  followed  for  duo- 
denal ulcer  and  treated  with  cimetidine.  She 
described  pain  related  to  meals  and  was  known 
to  have  a nonvisualized  gallbladder  by  cholecy- 
stography. She  noted  a 15  pound  weight  loss 
over  a three  month  period.  Upper  GI  series 
revealed  a duodenal  ulcer.  The  possibility  of 
inflammatory  bowel  disease  was  also  entertained. 

The  patient  underwent  cholecysteotomy,  intra- 
operative cholangiography,  biopsy  of  the  small 
bowel,  bilateral  truncal  vagotomy,  and  partial 
gastrectomy  with  a gastrojejunostomy. 

Gross  findings  included  stenosis  of  the  second 
and  third  portions  of  the  duodenum.  The  pan- 
creas was  firm  and  Abiotic.  The  distal  jejunum 
and  ileum  were  dilated  to  twice  normal  size 
without  any  evidence  of  inflammatory  bowel  dis- 
ease. The  gallbladder  was  enlarged  and  soft 
with  slightly  turbid,  green  bile.  The  size  of  the 
common  bile  duct  was  within  normal  limits,  as 
was  the  pancreatic  duct  when  visualized  by  cho- 
langiography. Histological  examination  revealed 
chronic  inflammation  of  the  small  bowel,  stom- 
ach, and  gallbladder  with  reparative  epithelial 
atypia  of  the  jejunum. 

On  the  first  postoperative  day,  the  patient  was 
afebrile  to  38.5°C.  Serum  amylase  was  1580 
units  (normal  5-75)  and  lipase  was  4.4  units 
(normal  0-1.5).  The  following  day,  she  de- 
veloped a regular  tachycardia  of  150  and  ap- 
peared jaundiced.  She  was  confused,  disori- 


ented, and  complained  of  epigastric  tenderness. 
A tentative  diagnosis  of  postoperative  pancrea- 
titis was  made. 

One  gram  of  ampicillin  was  given  intraven- 
ously every  six  hours.  She  received  two  units  of 
whole  blood  because  of  a drop  in  hemoglobin 
to  8.7  gm,  although  there  was  no  evidence  of 
bleeding.  Bilirubin  was  measured  at  22  mg  per 

dl. 

On  the  third  postoperative  day,  the  patient's 
wound  became  indurated  and  erythematous,  and 
subcutaneous  crepitus  was  noted.  There  was  no 
significant  pain  at  the  incision  site.  The  incision 
was  opened  and  a Gram  stain  of  the  pus  ob- 
tained which  revealed  Gram-positive  rods.  Two 
million  units  of  penicillin  every  two  hours  and 
80  mg  of  gentamycin  every  six  hours  were  ad- 
ministered intravenously. 

The  infection  progressed  within  24  hours  to 
include  the  entire  anterior  abdominal  wall  and 
the  right  chest  wall.  Her  hematocrit  continued 
to  decline  despite  blood  transfusions;  her  bili- 
rubin rose  to  47  mg.  She  received  12  units  of 
blood  over  the  next  several  days  before  clinical 
stabilization  on  the  sixth  postoperative  day. 

An  eight  by  10  cm  area  of  necrosis  developed 
on  her  right  flank.  Cultures  of  the  incision  re- 
vealed Clostridium  perfringens,  anaerobic  cocci, 
alpha-streptococcus,  and  Staphylococcus  aureus. 
Debridement  of  the  necrotic  area  on  her  flank 
was  performed  on  the  seventh  postoperative  day. 
The  patient’s  neurological  status,  serum  bilirubin, 
hemolysis,  fever,  and  tachycardia  improved 
slowly  through  the  second  postoperative  week. 

Discussion 

The  turbid  bile,  unexplained  postoperative 
tachycardia,  and  fever,  as  well  as  postoperative 
jaundice,  led  to  the  diagnosis  of  a clostridial  in- 
fection. The  confusion,  disorientation,  and 
hemolysis  in  this  39-year-old  person  were  typical 
of  clostridial  sepsis.  As  in  the  first  patient,  Gram 
stain  of  the  wound  led  to  an  early  diagnosis  of 
the  offending  organism. 

Patient  No.  3 

A 53-year-old  white  woman  was  admitted  with 
a four  week  history  of  right  upper  quadrant  pain 
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associated  with  nausea  and  vomiting.  She  had 
no  prior  history  of  jaundice  or  acholic  stools. 
Her  past  medical  history  included  several  epi- 
sodes of  pneumonitis  and  bronchitis,  as  well  as 
electrolyte  imbalance  secondary  to  heavy  alcohol 
abuse. 

After  admission,  an  upper  GI  series,  barium 
enema,  and  cholecystography  were  performed 
which  revealed  a functioning  gallbladder  with 
stones.  Laboratory  studies  revealed  a hemo- 
globin of  15  gm  and  WBC  of  14,100.  Serum 
bilirubin  was  within  normal  limits;  BUN  was 
23  mg.  Urinalysis  demonstrated  20-30  WBC 
per  HPF. 

Following  her  initial  work-up,  the  patient  un- 
derwent cholecystectomy  and  operative  cho- 
langiography. The  gallbladder  was  filled  with 
sludge;  the  common  duct  was  found  to  be  with- 
in normal  limits.  Upon  completion  of  the  pro- 
cedure, the  field  was  dry  and  the  abdomen  was 
closed  without  drainage. 

Postoperatively,  the  patient  developed  wheez- 
ing for  which  she  was  treated  with  IPPB  and 
bronchodilators.  The  following  day,  the  patient 
was  found  in  respiratory  distress  with  tachy- 
cardia of  130  beats  per  minute  and  hypotension. 
When  a nasogastric  tube  was  inserted,  a large 
volume  of  dark,  bloody  gastric  liquid  and  air 
was  evacuated.  She  became  confused  and  pro- 
gressed to  cardiovascular  collapse  with  respira- 
tory failure  requiring  mechanical  support.  Mild 
subcutaneous  crepitus  was  noticed  in  the  pa- 
tient’s neck  after  endotracheal  intubation.  The 
nasogastric  suction  continued  to  yield  bloody 
drainage.  The  possibility  of  DIG  and  pulmon- 
ary emboli  were  entertained.  The  patient  be- 
came increasingly  acidotic,  developed  bradycar- 
dia, and  died  on  the  third  postoperative  day. 

Autopsy  revealed  air  in  the  peritoneal  cavity 
with  congested,  boggy  organs.  Microscopic  sec- 
tion of  various  organs  showed  normal  paren- 
chyma replaced  by  vesicular  gas-distended  spaces 
containing  Clostridium  perfringens.  Muscle  fi- 
bers showed  coagulation  necrosis. 

Discussion 

The  patient’s  unexplained  postoperative  res- 
piratory difficulty  and  her  confusion,  tachycardia, 


and  hypotension  were  early  symptoms  suggestive 
of  Clostridium  perfringens  infection.  Even  with 
severe  sepsis,  subcutaneous  crepitus  may  not 
be  readily  apparent,  as  was  the  case  in  this  un- 
fortunate patient. 

Etiology 

Infection  with  Clostridium  perfringens  is  one 
of  the  most  devastating  complications  which  can 
arise  from  biliary  tract  surgery.  These  widely 
distributed  organisms  are  found  in  the  intestinal 
flora  of  the  majority  of  humans  as  well  as  in  a 
small  percentage  of  normal  and  inflamed  gall- 
bladders. Abnormally  low  tissue  oxydation-re- 
duction  potential  favoring  growth  of  anaerobes 
is  a predisposing  condition. 

Six  species  of  Clostridium  are  known  to 
cause  gas  infection;  many  infections  harbor  more 
than  one  species.9  Clostridium  perfringens , the 
most  common  infecting  species,  is  found  in  80- 
95%  of  clinical  cases.911  All  require  complete 
anaerobiosis  and  a low  redox  potential.8  Trauma, 
ischemia,  foreign  bodies,  or  pyogenic  infection 
lower  the  redox  potential,  allowing  conversion 
of  the  spores  to  the  vegetative  forms  that  produce 
the  toxins.9  Coexistence  with  other  infections 
such  as  an  anaerobic  Streptococcus  may  allow 
for  an  even  more  rapid  spread  of  infection. 

Pathology 

Toxins  elaborated  by  Clostridium  are  largely 
responsible  for  the  symptoms  associated  with 
gas  infections.10  The  alpha-toxin,  a iecithinase, 
destroys  cell  membranes  and  alters  cellular  per- 
meability, thus  causing  the  sepsis  syndrome 
which  apparently  occurs  from  the  release  of 
products  of  tissue  necrosis  by  enzyme  system 
interference  and  by  the  production  of  acidosis.9 

Intravascular  hemolysis  with  spherocytes  visi- 
ble in  the  peripheral  blood  smear,  intravascular 
coagulation,  and  renal  failure  can  be  seen  in 
clostridial  sepsis.910,12-13  Alpha-toxin  has  been 
proposed  to  be  responsible  for  the  hemolysis.10 
Studies  of  the  cell  membranes  in  a patient  with 
clostridial  sepsis  and  hemolysis  showed  major 
changes  in  the  protein  moiety  indicating  that 
other  factors  may  be  at  work.14  Although  the 
cause  of  intravascular  coagulation  remains  a 
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mystery,  the  products  of  red  cell  destruction  and 
endothelial  damage  have  been  implicated.12 

Clostridial  contamination  in  3,025  reported 
wounds  ranged  from  3.8  to  39%.n  In  a series 
of  187,936  major  open  wounds  occurring  after 
violence,  the  overall  incidence  of  gas  gangrene 
was  only  1.76%  with  no  apparent  difference  in 
the  bacterial  flora  of  the  wounds  developing  gas 
gangrene  and  those  that  did  not.  The  mortality 
of  gas  gangrene  averaged  14.8%. 11 

The  minimum  numbers  of  Clostridium  per- 
fringens  required  for  fatal  gas  gangrene  is 
1,000  times  less  when  devitalized  tissue  is  present, 
and  one  million  times  less  when  sterile  dirt  is 
present  along  with  devitalized  tissue.15 

Positive  cultures  for  Clostridium  perfringens 
have  been  reported  in  as  many  as  19%  of  sur- 
gically removed  gallbladders.16  More  recent 
reviews  have  shown  this  organism  in  between 
one  to  4.4%  of  surgically  removed  gallblad- 
ders.1’6-7 The  greatest  incidence  of  infection 
has  occurred  following  acute  cholecystitis  and 
ductal  obstruction  in  elderly  patients.6-7  The  pres- 
ence or  absence  of  stones  in  an  inflamed  gall- 
bladder is  inconsequential.6  The  same  organism 
was  cultured  from  the  wound  infection  as  from 
the  bile  in  65%.6  A mortality  of  11.6%  is  reported 
for  acute  clostridial  cholecystitis,  and  a 50%  mor- 
tality for  clostridial  sepsis.6-7 

A number  of  reports  have  implicated  clostridial 
infection  in  patients  with  cancers,  the  most  com- 
mon being  leukemia  and  gastrointestinal.17  A 
common  finding  has  been  disruption  of  intestinal 
integrity  by  a malignancy  as  well  as  depressed 
host  defenses. 

Three  theories  had  been  advanced  concerning 
the  pathogenesis  of  bactobilia,  none  of  which  ex- 
plains these  infections  completely.20  The  entero- 
hepatic  route  allows  colonic  organisms  ( most 
commonly  cultured  from  the  biliary  tract)  to 
travel  via  the  portal  system  to  be  excreted  into 
the  bile.  The  ascending  route  allows  microbes 
to  advance  through  the  papilla  of  Vater  to  the 
common  duct.  An  hematogenous  route  has  also 
been  theorized  as  the  cause  of  bactobilia. 

Chetline  and  Elliot  reported  that  in  the  pres- 
ence of  bactobilia  the  incidence  of  infection  is 


40  times  greater  in  patients  undergoing  biliary 
tract  surgery  than  in  patients  in  whom  the  bile 
is  sterile.19  Most  of  their  patients,  however, 
underwent  cholecystectomy  for  acute  cholecysti- 
tis or  had  common  duct  exploration,  as  opposed 
to  having  surgery  for  chronic  calculus  cholecysti- 
tis which  may  represent  a relatively  lower  risk. 

Farnell,  et  al,  suggest  prophylactic  antibiotics 
in  all  high  risk  groups  which  include  those  hav- 
ing chances  of  bactobilia  exceeding  50%.  These 
high  risk  groups  include  patients  with  acute 
cholecystitis,  obstructive  jaundice,  common  duct 
stones,  and  older  than  70.  They  found  that 
prophylactic  antibiotics  did  not  alter  the  bac- 
terial flora  present  in  bile.7  Keighley  has  found 
that  the  effectiveness  of  antibiotics  in  biliary  tract 
surgery  is  determined  by  their  serum  and  tissue 
levels,  rather  than  by  their  concentration  in  the 
bile.20 

Diagnosis 

The  average  incubation  period  for  clostridial 
infections  is  53  hours.11  This  may  be  reduced  to 
as  little  as  six  hours  when  gross  devitalization  and 
contamination  are  present.  The  onset  of  clos- 
tridial sepsis  is  heralded  by  abrupt  worsening  in 
the  patient’s  general  condition.  Pain  has  been 
described  as  one  of  the  earliest  and  most  im- 
portant symptoms.  Tachycardia  out  of  propor- 
tion to  temperature  elevation  may  be  present. 
Early,  the  patient  will  remain  normotensive,  be- 
coming hypotensive  later  as  the  disease  pro- 
gresses. Fever  is  not  a reliable  index,  as  tem- 
perature is  frequently  less  than  101  °F.  A pe- 
culiar gray  pallor  to  the  skin  may  be  noted. 
Most  notable  may  be  the  change  in  the  patient’s 
mental  status.  Initially,  indifference  and  con- 
fusion are  seen;  later  stupor,  delirium  and  coma 
supervene.  Jaundice  secondary  to  hemolysis  and 
decreasing  renal  function  may  be  present.  Crepi- 
tus may  be  noted  but  often  is  not  pronounced. 

The  infection,  which  spreads  rapidly  without 
treatment,  is  followed  by  extensive  necrosis, 
shock,  and  death.  A tan  or  bluish  discoloration 
of  the  skin  overlying  areas  of  myonecrosis  has 
been  described.21  Although  there  may  be  ex- 
ceptions, most  patients  in  whom  severe  hemo- 
lysis or  coagulation  abnormalities  develop  fol- 
lowing clostridial  sepsis  have  extensive  soft 
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tissue  infections.17  An  occasional  patient  has 
been  reported  with  sterile  blood  cultures  in 
whom  hemolysis  developed,  presumably  from 
toxin  released  directly  from  the  primary  focus 
of  infection.22 

The  wound  may  exhibit  a watery,  brown  dis- 
charge which  typically  contains  red  blood  cells 
and  Gram-positive  rods.  Large  cutaneous  bul- 
lae filled  with  serosanguineous  fluid  develop. 
The  diagnosis  may  be  confused  with  infections 
caused  by  other  gas-forming  organisms,  includ- 
ing hemolytic  staphylococcal  faciitis,  hemolytic 
streptococcal  gangrene,  bacteroides  infection, 
and  anaerobic  strep  infection.  Gram-positive 
rods  are  found  in  the  wound  and  are  abundant 
in  involved  muscle.  There  is  minimal  poly- 
morphonuclear infiltration  except  at  the  periph- 
ery of  the  infection.23 

Clostridium  perfringens  infection  presents  in 
three  different  manners.8  The  first  represents 
no  more  than  simple  contamination.  The  second 
presentation  is  that  of  clostridial  crepitant  cellu- 
litis. This  is  a septic  crepitant  process  involving 
epifascial  and  retroperitoneal  tissues  with  gener- 
ally a later  onset  than  that  seen  in  gas  gangrene. 
Incubation  periods  for  cellulitis  range  from  three 
to  five  days.  The  systemic  effects  are  less  pro- 
nounced than  those  seen  with  gas  gangrene. 
The  spread  is  extremely  rapid  necessitating  early 
drainage,  debridement,  and  antibiotics. 

Gas  gangrene,  or  anaerobic  myonecrosis,  has 
an  incubation  period  of  seven  hours  to  six  weeks.9 
The  onset  of  the  disease  is  acute,  with  pain, 
shock,  jaundice,  delerium,  coma,  and  death  rap- 
idly supervening.  Respiratory  failure  and  renal 
failure  may  precede  death.  Rapid  and  massive 
hemolysis,  as  a result  of  the  release  of  lecithi- 
nases,  may  occur  after  invasion  of  the  blood 
stream. 

The  diagnosis  of  gas  gangrene  following  sur- 
gery must  be  differentiated  from  postoperative 
pancreatitis,  leakage  from  the  cystic  duct,  dis- 
lodgement  of  the  T-tube,  or  leakage  from  a du- 
odenotomy.  The  wound  must  be  carefully  in- 
spected. X-rays  may  reveal  gas  in  the  tissues. 
Cultures  taken  from  the  gallbladder  at  surgery 
should  be  checked  and  appropriate  antibiotics 
initiated  if  not  already  started. 


Prevention  and  Treatment 

Prophylactic  antibiotics  are  recommended  in 
patients  with  prior  evidence  of  common  duct 
stones,  acute  cholecystitis,  emphysematous  cho- 
lecystitis, and  in  those  who  are  aged.5  No  in- 
stances of  postoperative  clostridial  infection  were 
reported  in  one  series  of  870  patients  undergoing 
elective  biliary  surgery  in  which  the  majority 
received  prophylactic  antibiotics.  While  five  of 
eight  patients  without  antibiotic  prophylaxis 
who  underwent  percutaneous  cholangiography 
developed  cholangitis,  when  prophylactic  anti- 
biotics were  used,  only  17  of  the  next  252  pa- 
tients subsequently  developed  cholangitis.5 

Early  diagnosis  is  mandatory  in  order  to  initi- 
ate appropriate  therapy.  Valuable  information 
is  obtained  by  the  Gram  stain.  In  almost  all 
instances,  the  exudate  reveals  many  large  Gram- 
positive bacteria  without  spores.  Clostridium 
perfringens  does  not  produce  spores  in  tissue, 
although  other  gas  forming  clostridia  which  are 
toxigenic  may  be  sporulated.  X-rays  are  useful 
in  following  the  progression  of  subcutaneous 
emphysema. 

Crepitant  cellulitis,  or  gas  gangrene,  necessi- 
tates early  debridement,  antibiotics,  and  suppor- 
tive treatment.  Exposure  to  oxygen  under  pres- 
sure, generally  three  atmospheres,  has  been  re- 
ported to  produce  dramatic  reductions  in  sys- 
temic toxicity.24  Other  researchers  have  had 
equivocal  results.25  Hyperbaric  oxygen  inhibits 
the  production  of  lecithinases,  but  does  not  neu- 
tralize toxins  already  present,  nor  does  it  kill 
organisms  lying  deep  in  the  tissues. 

There  is  no  active  immunization  against  gas 
gangrene,  and  there  is  no  place  for  antitoxin  in 
the  current  treatment  of  clostridial  myonecrosis 
or  cellulitis.26-27  Since  two  thirds  of  the  infected 
wounds  following  gallbladder  surgery  contain 
the  same  organism  found  in  the  gallbladder, 
therapy  with  an  appropriate  antibiotic  can  be 
initiated  early,  before  wound  cultures  are  iso- 
lated.6 Penicillin  is  generally  the  antibiotic  of 
choice:  two  million  units  intravenously  every  two 
hours.  Cephalothin  resistance  in  vitro  has  been 
demonstrated  in  45%  of  organisms.27  Second  or 
third  generation  cephalosporins  may  be  more 
effective.28 
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Summary 

Routine  cultures  of  high  risk  patients  in  biliary 
surgery  are  strongly  urged.  Early  debridement 
or  reexploration  may  be  lifesaving  in  patients 
suspected  of  having  clostridial  infection  follow- 
ing gallbladder  surgery.  Prophylactic  antibiotics 
are  warranted  in  high  risk  patients,  including 
those  with  malignancy,  those  older  than  70  years 
of  age,  and  patients  wtih  acute  cholecystitis  or 
with  choledocholithiasis. 


The  author  wishes  to  thank  Carl  I.  Glassman,  M.D.,  C.  E. 
Graybeal,  M.D.,  Edgar  Miller,  M.D.,  Ananth  P.  Nabha,  M.D., 
John  J.  Reinhard,  Jr.,  M.D.,  and  Shivdev  Singh,  M.D.,  for  their 
help  in  collecting  materials  and  case  histories,  and  their  assistance 
with  editing  this  manuscript. 
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THE  PERVERSION  OF  COMMITTEES 

THE  MISUSE  OF  THE  COMMITTEE  PROCESS 

All  humans  are  fallible;  we  are  all  painfully 
aware  of  this  from  our  own  experience.  Theories 
of  group  and  committee  action  hold  that  this 
propensity  to  error  can  be  overcome  by  pooling 
opinions  in  groups.  Five  or  seven  minds  working 
on  a problem  are  more  apt  to  find  a good  solu- 
tion than  is  a single  mind.  Reasonable  and 
honest  people  view  problems  differently  and 
reach  different  conclusions  based  on  their  differ- 
ing experiences.  If  they  listen  to  each  other 
and  decide  on  actions  as  a group,  the  probability 
of  error  is  greatly  diminished. 

The  theory  is  fine,  and  when  the  process  can 
be  made  to  work  in  practice,  the  results  are  out- 
standing. We  see  this  in  team  actions  of  all 
kinds  where  each  person  has  a specialized  part 
to  play.  Industry  has  found  this  principle  help- 
ful in  setting  up  task  forces  in  which  everyone 
is  working  towards  the  same  goal.  However, 
most  doctors  see  the  group-think  process  in  ac- 
tion only  in  the  committee  structure  of  medical 
organizations.  There  the  common  goal  may  not 
exist,  or  at  least  is  not  clear.  In  these  situations, 
one  may  see  this  potentially  beautiful  system 
perverted  and  used  for  individual  goals.  A 
number  of  different  systems  of  rules  have  been 
drawn  up  to  prevent  this,  such  as  Roberts’  Rules 
of  Order,  Sturgis  Standard  Code  of  Parlia- 
mentary Procedure  and  others,  but  all  of  these 
can  fail. 

The  misuse  of  the  group  or  committee  pro- 
Del  Med  Jrl,  Sept  1982— Vol  54,  No  9 


cess  may  occur  within  or  outside  the  rules. 
Working  outside  of  the  system  of  rules  the 
perversion  usually  takes  one  of  two  forms: 
rigging  the  meeting  or  employing  various  per- 
sonal strategies.  To  rig  the  meeting,  tactics  such 
as  lobbying  and  log  rolling  are  used.  Sometimes 
manipulation  of  the  agenda,  such  as  putting  the 
crucial  item  last  on  the  agenda  and  delaying 
the  proceedings  until  everyone  is  too  tired  to 
object,  is  effective. 

Another  method  is  “packing  the  house.”  Be- 
cause of  poor  attendance,  large  organizations 
sometimes  set  the  quorum  for  doing  business  at 
a relatively  low  number.  This  allows  any  group 
which  can  recruit  that  number  of  supporters 
to  take  over  control  of  the  organization. 

We  are  all  familiar  with  personal  tactics  to 
control  meetings.  These  tactics  include  histri- 
onics and  playing  to  a gallery,  bullying,  stone- 
walling, filibustering,  and  deliberate  attempts 
to  confuse  issues.  Anyone  who  spends  very 
much  time  in  committees  has  seen  examples  of 
all  of  these  techniques. 

There  are  also  more  delicate  and  dignified 
techniques  which  work  within  the  system  of 
rules.  These  efforts  include  such  tactics  as 
amending  motions  or  amending  amendments  to 
motions  until  nobody  can  quite  sort  out  what  is 
going  on.  Another  tactic  may  be  the  motion 
to  table.  Reluctance  to  face  difficult  issues  is 
widespread  and  a motion  to  table  frequently 
passes. 

An  even  more  subtle  way  of  bending  the  com- 
mittee process  to  one’s  own  ends  is  to  be  the 
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first  to  make  a motion  on  any  particular  subject. 
Everybody  would  rather  say  “yes”  than  “no”; 
80%  of  all  motions  pass.  The  making  of  a motion 
creates  the  impression  that  it  is  the  will  of  the 
group,  thereby  intimidating  opponents;  most 
people  will  either  vote  yes  or  not  vote  at  all. 

Crucial  to  this  entire  issue  is  the  role  of  the 
Chair.  In  our  courts  the  “chairman”  (judge) 
is  most  often  an  unusually  capable  and  canny 
attorney.  In  our  legislatures,  he  is  most  often 
an  experienced  and  savvy  politician.  However, 
in  our  medical  councils  it  is  one  of  us,  often  a 
person  with  little  knowledge  or  experience  in 
running  meetings.  Small  committees  of  three 
to  eight  people  may  run  very  well  on  an  in- 
formal basis,  with  general  free  discussion,  but 
in  larger  groups  it  becomes  the  job  of  the  Chair 
to  remain  neutral,  to  be  sure  that  all  sides  are 
heard  fairly,  and  to  confound  any  attempts  to 
pervert  the  system. 

The  authority  and  power  of  the  chairman’s 
position  are  such  that  s/he  can  usually  sway  the 
direction  of  the  deliberations  if  s/he  chooses  to 
do  so.  For  this  reason  it  is  important  that  the 
Chair  should  not  make  his  (her)  feelings  or 
position  known  and  certainly  as  the  presiding 
officer  in  a formal  meeting  should  not  participate 
in  the  discussion.  If  the  Chair  has  information 
which  no  one  else  has,  which  would  be  important 
for  the  committee  to  hear,  or  is  aware  of  strong 
arguments  which  are  not  being  expressed,  s/he 


may  temporarily  relinquish  the  position  as  Chair 
to  someone  else  before  expressing  them.  Par- 
tisanship on  the  part  of  the  Chair  can  result  in 
decisions  made  by  one  person  rather  than  de- 
cisions made  by  a brain  power  pool.  If  the 
decisions  being  made  are  of  no  great  importance, 
perhaps  the  committee  structure  should  not  be 
invoked  to  consider  the  issues  in  the  first  place, 
and  an  individual  should  make  them. 

A strong  Chair  that  makes  the  decisions  for 
the  committee  to  rubber  stamp  may  be  more 
efficient  and  quicker,  but  it  runs  the  risk  of 
making  bad  decisions  which  ultimately  may 
damage  the  organization. 

It  may  take  a little  longer  to  reach  conclusions 
if  everyone  is  allowed  to  think  and  speak  freely, 
but  in  most  instances  the  improvement  in  de- 
cision making  is  well  worth  it. 

E.  Wayne  Martz,  M.D. 

PSYCHIATRIC  MEDICINE:  DSM-III 

In  recent  years,  psychiatrists  have  been  em- 
phasizing their  roots  in  medicine.  One  quite 
tangible  sign  of  this  is  the  production  of  the 
Diagnostic  and  Statistical  Manual  of  Mental 
Disorders  (DSM-III)  published  by  the  American 
Psychiatric  Association  in  February,  1980.  DSM- 
III  reflects  progressive  order  in  the  discipline 
and  greater  attention  to  psychiatric  diagnosis. 
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DSM-1  appeared  in  1952;  the  second  reworked 
(DSM-11)  was  published  in  1968.  DSM-III  is 
primarily  concerned  with  a descriptive  approach 
and  tries  to  be  atheoretical  regarding  the  cause 
or  pathologic  process  of  mental  disorders. 

Two  quite  new  features  of  DSM-III  are  clini- 
cally useful.  For  the  first  time  diagnostic  criteria 
are  listed  for  each  of  the  diagnostic  entities,  and 
the  “multi-axial  approach”  has  been  introduced. 
This  gives  a five-dimensional  understanding  of 
the  mentally  disordered  patient;  Axis  I,  clinical 
syndromes;  Axis  II,  personality  disorders;  Axis 
III,  physical  disorders  and  conditions;  Axis  IV, 
severity  of  psychosocial  stresses;  Axis  V,  highest 
level  of  adaptive  functioning  in  past  year. 

There  has  been  a new  reworking  of  the  so- 
called  organic  brain  syndromes  into  a classifica- 
tion less  diffuse  than  that  of  DSM-II.  There  are 
now  seven  descriptive  organic  brain  syndromes 
that  align  more  truly  to  know  brain  pathology.1 

What  was  formally  designated  as  neurosis  in 
DSM-II  is  now  viewed  in  a more  descriptive 
sense.  Reference  to  the  so-called  neurotic  pro- 
cess was  intentionally  omitted,  although  this 
omission  remains  a sore  point  with  psychoana- 
lytically-oriented  psychiatrists.2 

Though  many  formes  frustes  of  psychiatric  ill- 
ness elude  DSM-III  diagnostic  categories,  DSM- 
III  will  more  regularize  psychiatric  diagnosis. 
This  can  only  be  of  help  to  medicine. 

George  B.  Murray,  M.D. 
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THE  FATE  OF  THE  EARTH: 

NUCLEAR  WAR  AND  PHYSICIANS 

In  the  first  of  his  three  essays  describing  the 
impact  of  thermonuclear  war  on  man  and  man- 
kind, Jonathan  Schell  points  out  that  nuclear 
weapons  are  quite  different  from  conventional 
weapons  in  both  their  “local  primary  effects” 
and  their  secondary  effects.1  Conventional 
bombs  have  but  one  primary  effect— the  shock 
wave— and  little  secondary  effect. 

A medium-sized  thermonuclear  warhead  has 
five  primary  effects.  At  the  time  of  explosion, 
initial  nuclear  radiation  consisting  of  high  en- 
ergy  gamma  rays  is  released  which  is  capable 
of  killing  unprotected  humans  in  an  area  of  six 
square  miles.  The  physics  of  gamma  radiation 
acting  on  air  dictates  that  an  electromagnetic 
pulse  is  generated  capable  of  knocking  out  elec- 
trical equipment  over  a wide  area  by  inducing 
a powerful  surge  of  voltage  through  various  con- 
ductors, including  solid  state  circuitry,  power 
lines,  pipes,  antennas,  and  railroad  tracks,  thus 
causing  havoc  with  communication,  travel,  and 
economy.  This  is  the  second  primary  effect. 
The  third  primary  effect  is  the  generation  of 
the  thermal  pulse  (a  phenomenon  related  to 
the  reradiation  of  energy  absorbed  by  the  air 
from  the  fireball  in  the  form  of  x-rays)  in  a 10 
second  wave  of  heat  and  light  capable  of  inflict- 
ing second  degree  burns  10  miles  from  ground 
zero.  The  fourth  primary  effect,  the  blast  wave, 
is  analogous  to  the  shock  wave  of  a conventional 
bomb,  only  more  so.  Depending  on  megatonnage 
of  the  warhead,  the  blast  wave  can  flatten  all 
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before  it  in  a radius  of  five  to  12  miles.  The 
closer  the  device  explodes  to  the  earth’s  surface, 
the  greater  the  bomb  crater.  What  is  sucked 
into  the  air  forms  the  familiar  mushroom  cloud 
which  slowly  settles  back  to  earth  in  the  form 
of  local  fallout,  the  fifth  primary  effect. 

If  all  this  seems  pretty  devastating,  multiply 
these  effects  by  X number  of  bombs.  Yet,  the 
secondary  effects  are  even  more  frightening  in 
their  implications  for  the  survival  of  our  society, 
our  species,  and  of  the  earth  itself.  Physicians 
can  perhaps  relate  best  to  nuclear  warfare  as  it 
pertains  to  the  problems  faced  by  a medical  care 
delivery  system  following  a thermonuclear  ex- 
change. Dr.  Abrams  has  detailed  the  medical 
problems  that  are  hypothesized  in  a postattack 
period  to  a disorganized  medical  establishment. 
They  are:  flash  and  flame  burns,  trauma,  blast 
injury,  smoke  inhalation,  acute  radiation,  fallout 
radiation,  suffocation,  and  heat  prostration.  Mal- 
nutrition, dehydration,  the  spread  of  communi- 
cable diseases,  cancer,  and  genetic  damage  would 
follow.  Add  to  this  the  exposure,  hardship,  and 
general  lack  of  medical  care  which  would  cer- 
tainly result.2  Dr.  Abrams  does  not  discuss  the 
less  obvious  pre-attack  medical  problems,  which 
surely  include  psychological  effects  on  the  growth 
and  development  of  our  children  and  an  eco- 
nomic impact  on  medical  research  and  health 
related  social  programs. 

Above  the  desk  in  my  study  is  a copy  of  the 
Hippocratic  Oath.  I could  find  no  meaning 
in  those  words  that  had  relevance  for  the  issue 
of  nuclear  war,  for  it  is  an  oath  between  the 
physician,  his  patients,  and  his  colleagues.  Should 
there  not  also  be  an  equivalent  oath  between  a 
physician  and  his  society?  Rudolf  Virchow,  the 
German  pathologist,  wrote,  “Should  medicine 
ever  fulfill  its  great  ends,  it  must  enter  into  the 
larger  political  and  social  life  of  our  time,  it 
must  indicate  the  barriers  which  obstruct  the 
normal  completion  of  the  life  cycle  and  remove 
them.”  Virchow  said  that  100  years  ago,  but  it 
has  new  meaning  today. 

Dr.  Bernard  Lown  of  the  Harvard  School  of 
Public  Health  has  called  for  direct  physician  in- 
volvement in  directing  political  pressure  to  cur- 
tail the  proliferation  of  nuclear  arms  and  mini- 
mize the  chances  of  nuclear  war.3*4  For  physi- 


cians interested  in  this  kind  of  political  action, 
there  are  many  available  groups  to  join,  several 
of  which  are  listed  below.*  Speaking  for  myself, 
it  is  difficult  to  come  to  grips  with  the  possibility 
of  nuclear  holocaust.  This  is  part  of  the  prob- 
lem: the  reality  is  unthinkable,  so  we  collectively 
and  individually  deny  it.  While  I am  not  one 
for  registering  my  support  of  national  lobbying 
groups  advocating  one  or  another  policy  change 
in  the  White  House  or  Kremlin,  I do  think  that 
all  physicians  have  a responsibility  to  under- 
stand the  implications  of  nuclear  weapons  from 
the  point  of  view  of  our  particular  expertise. 
Furthermore,  we  have  the  responsibility  to  teach 
our  community  in  so  far  as  our  special  perspec- 
tive allows  us.  Physicians  are  educators.  Per- 
haps by  education  we  can  contribute  to  a societal 
movement  away  from  continuing  nuclear  prolif- 
eration. 

This  seems  to  be  the  implication  of  the  position 
paper  issued  by  the  Board  of  Regents  at  the 
annual  meeting  of  the  American  College  of 
Physicians  in  April,  1982.  It  also  appears  to  be 
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the  intent  of  a course  recently  offered  to  medi- 
cal students  at  the  Oregon  Health  Sciences  Uni- 
versity entitled  “Nuclear  War:  Medical  Conse- 
quences and  Physician  Responsibility.”5  Per- 
haps our  Medical  Society,  the  Wilmington  Medi- 
cal Center,  the  Delaware  Chapter  of  the  ACP, 
and  other  organized  medical  groups  should  take 
the  initiative  in  a similar  professional  and  public 
education  program. 

As  Jonathan  Schell  concludes  in  his  final 
essay,  “Two  paths  lie  before  us.  One  leads  to 
death,  the  other  to  life.  If  we  choose  the  first 
path— if  we  numbly  refuse  to  acknowledge  the 
nearness  of  extinction,  all  the  while  increasing 
our  preparations  to  bring  it  about— then  we  in 
effect  become  the  allies  of  death,  and  in  every- 
thing we  do  our  attachment  to  life  will  weaken.” 

James  H.  Newman,  M.D. 

•International  Physicians  for  the  Prevention  of  Nuclear  War,  Inc., 
635  Huntington  Avenue,  Boston  Massachusetts  02115;  Physicians 
for  Social  Responsibility,  Inc.,  P.O.  Box  144,  Watertown,  Massa- 
chusetts 02172;  and  Union  of  Concerned  Scientists,  1384  Massa- 
chusetts Avenue,  Cambridge,  Massachusetts  02238. 
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THE  PREMED  STUDENT:  NERD  OR  GRUNT? 

In  a recent  Pennsylvania  Gazette,  Paul  J.  Zingg, 
M.D.,  Assistant  Dean  for  Undergraduate  Studies 
and  Admissions  in  the  College  of  Arts  and 
Sciences  of  the  University  of  Pennsylvania,  wrote 
an  essay  entitled  “The  Premed  Specimen.”1  In 
his  first  paragraph,  Dr.  Zingg  reviewed  the  “tamer 
terms  of  endearment”  ( grind,  grunt,  brown-noser, 
and  nerd)  presently  used  for  premedical  stu- 
dents at  the  University  of  Pennsylvania,  and  re- 
iterated Dr.  Lewis  Thomas’  awful  complaint  that 
premeds  are  “the  most  detestable  of  all  cliques 
eating  away  at  the  heart  of  the  college.” 

According  to  Zingg,  many  premeds  at  Penn 
refuse  to  identify  themselves  as  such  while 
undergraduates  because  they  do  not  wish  to 
be  negatively  categorized  as  grinds,  grunts,  etc., 
although  more  than  two  thirds  of  physicians  have 
made  their  career  decisions  before  or  during 
their  first  two  years  of  college.  Zingg’s  own 
observations  about  premeds  are  chastening: 

The  majority  of  premeds  are  no  doubt 
dedicated  individuals,  committed  to  con- 
tributing positively  to  a noble  profession, 
generally  for  the  right  reasons.  Their  par- 
ents are  proud  of  their  accomplishments 
and  aspirations  and  eager  to  facilitate 
their  success,  for  no  particularly  selfish 
reasons.  The  negative  strains  of  the  pre- 
med syndrome  run  so  deep,  however,  that 
both  students  and  parents  have  been 
harshly  affected  by  general  behavior.  It 
is  virtually  a revelation  when  behavior 
contrary  to  the  unflattering  stereotypes 
is  discovered. 

Subsequently,  Dr.  Henri  Wendel  commented 
on  Dr.  Zingg’s  essay,  writing  in  defense  of  to- 
day’s young  doctors  and  suggesting  things  used 
to  be  different.2 

The  article  about  “The  Premed  Speci- 
men” by  Dr.  Paul  J.  Zingg1  shows  many 
fascinating  changes  that  have  taken  place 
over  the  past  30  years.  In  the  late  1940s— 
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immediate  post-WWII  era— many  pre- 
med  students  were  somewhat  older  than 
the  average  college  student.  We  were 
beneficiaries  of  the  “G.I.  Bill”  and  didn’t 
really  feel  we  were  detestable  cliques  eat- 
ing away  at  the  heart  of  the  college. 

Of  course,  we  didn’t  have  MCATs  to 
worry  about,  and  I feel  that  approach  was 
less  phrenetic  than  described  in  your  ar- 
ticle. We  all  had  a certain  core  require- 
ment in  science— math,  physics,  chem- 
istry—to  wade  through;  however,  many 
graduated  with  a B.A.  degree  rather  than 
a B.S.  degree.  We  enjoyed  many  fasci- 
nating courses  college  had  to  offer  in 
music,  languages,  and  English  literature— 
with  professors  who  emotionally  portrayed 
the  works  of  Chaucer,  Sam  Johnson,  Thac- 
keray. I will  never  forget  how  Beowulf 
or  Richard  III  can  bellow  out  orders! 

We  scrambled  through  other  sciences 
like  economics,  botany,  astronomy,  and 
geology— in  which  we  learned  about  “soil” 
and  not  “dirt.”  Today,  30-35  years  later, 
as  parents,  we  may  be  more  uptight  about 
the  path  of  success  our  children  take.  As 
parents,  we  may  still  feel  that  “making  it” 
is  medicine,  law,  business.  However,  our 
children  certainly  do  not  share  these  anx- 
ieties. They  expect  more  out  of  life  than 
a supreme  dedication  to  a career  in  which 
medicine  ranks  number  one— above  family 
and  everything  else.  They  have  no  hesi- 
tation in  turning  off  their  “beepers”  to  en- 
joy a quiet  hour  or  so  with  family  and 
friends.  To  this,  I say,  “good  show.” 

They  will  probably  all  live  longer  than 
their  medical  ancestors. 

Henri  F.  Wendel,  M.D. 

Dr.  Wendel  seems  to  think  premeds  were 
nicer  in  his  days  but  today’s  young  doctors  are 
in  many  ways  better  human  beings.  Dr.  Zingg’s 
troublesome  article  is  recommended  to  physi- 
cians who  are  parents  of  present  or  possible 
premeds,  and  also  for  their  children,  for  in  Zingg’s 
opinion,  we  parents  are  a part  of  the  premed’s 
problem. 

Bernadine  Z.  Paulshock,  M.D. 
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IMPASSE 

Cholesterol  is  poisonous 
So  never,  never  eat  it. 

Sugar,  too,  may  murder  you, 

There  is  no  way  to  beat  it. 

And  fatty  food  may  do  you  in, 

Be  certain  to  avoid  it. 

Some  food  was  rich  in  vitamin, 

But  processing  destroyed  it. 

So  let  your  life  be  ordered 
By  each  “documented”  fact, 

And  die  of  malnutrition, 

But  with  arteries  intact. 

David  Kritchevsky,  Ph.D. 

Dr.  Kritchevsky  is  Associate  Director  of  The  Wistar  Institute, 
Philadelphia.  His  poem  appeared  in  the  New  England  Journal  of 
Medicine,  1960;  262:619.  It  is  reprinted  here  with  permission. 
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SUBCUTANEOUS  GRANULOMA  ANNULARE 


IN  IDENTICAL  TWINS 


Subcutaneous  granuloma  annulare  should  be 
considered  in  the  differential  diagnosis  of  soft 
tissue  tumors  in  children.  Granuloma  annulare 
is  a dermatosis  of  unknown  cause,  characterized 
by  one  or  more  rings  of  intracutaneous  or  sub- 
cutaneous papules.2’7,13  Typical  cutaneous  granu- 
loma annulare  is  readily  recognized  clinically 
and  confirmed  histologically,  but  the  atypical 
forms  ( disseminated,  perforating,  and  subcu- 
taneous) are  more  difficult  to  diagnose.  The 
paucity  of  atypical  forms  of  granuloma  annulare 
results  in  a poor  delineation  of  the  disease 
course.  This  is  the  first  report  of  identical  twins 
with  classic  subcutaneous  granuloma  annulare, 
thus  supporting  a theory  of  familial  tendency  in 
subcutaneous  granuloma  annulare. 

Report  of  Cases 

Identical  twins  were  evaluated  for  monozy- 
gosity by  evaluation  of  dermatoglyphics  and  red 
cell  typing.  Case  1 had  a total  ridge  count  of 
92,  and  her  sister,  Case  2,  had  a total  ridge  count 
of  84.  Comparison  of  homologous  fingerprints 
showed  nine  matching  pairs.  Palmar  configura- 
tions of  the  twins  were  similar,  with  the  main 
difference  being  that  Case  1 had  a distal  loop 
in  the  third  interdigital  space  on  her  right  hand 

Dr.  Bowen  is  Associate  Orthopaedic  Surgeon,  Child  Diagnostic 
and  Development  Clinic,  Alfred  T.  du  Pont  Institute,  Wilmington. 


J.  Richabd  Bowen,  M.D. 


which  her  sister  lacked.  Genotypic  typing  of 
blood  for  nine  factors  revealed  them  to  be  iden- 
tical. 

Case  1,  a six-year-old,  white  female,  developed 
an  asymptomatic  subcutaneous  mass  over  the 
anterior  extensor  surface  of  the  left  tibia.  The 
mass  was  firm,  located  in  the  subcutaneous  adi- 
pose fat,  not  attached  to  any  structures,  and 
had  the  consistency  of  small,  closely  adherent 
lesions  resembling  birdshot.  Laboratory  tests 
consisting  of  complete  blood  count,  rheumatoid 
arthritis  factor,  erythrocyte  sedimentation  rate, 
ASO  titer,  and  C-reactive  protein  were  normal. 
Subsequently,  the  mass  enlarged  and  a subtotal 
excisional  biopsy  was  performed.  Histopath- 
ology  (Figure  A)  revealed  multiple  small  (1 
mm)  lesions  in  the  panniculus  adiposis  tissue 
with  a central  core  of  necrobiosis  of  connective 
tissue  surrounded  by  a wall  of  palisaded  histio- 
cytes. The  necrobiotic  centers  were  slightly 
basophilic,  devoid  of  nuclei,  and  demonstrated 
loss  of  outline  of  collagenous  fibers.  The  pa- 
tient manifested  no  evidence  of  rheumatoid  arth- 
ritis, rheumatic  fever,  or  other  disease  processes. 

Case  2 developed  a mass  on  the  anterior  ex- 
tensor surface  of  the  right  tibia  approximately 
two  months  after  her  sister  had  developed  a 
similar  mass.  The  mass  was  in  the  subcutaneous 
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adipose  fat,  nontender,  firm,  nonadherent,  and 
felt  like  a clump  of  birdshot.  The  mass  enlarged 
over  the  ensuing  two  months  and  was  removed 
by  excisional  biopsy.  The  histopathology  was 
similar  to  Case  I.  (Figure  B)  The  laboratory 
studies,  consisting  of  complete  blood  count, 
erythrocyte  sedimentation  rate,  rheumatoid 
arthritis  factor,  C-reactive  protein,  and  ASO  titer 
were  normal.  The  patient  manifested  no  evi- 
dence of  rheumatoid  arthritis,  rheumatic  fever, 
or  other  disease  processes. 

Discussion 

In  1895,  Fox  described  a cutaneous  lesion,  and 
in  1902,  Chocher  named  the  abnormality  granu- 
loma annulare.37,38  Typical  cutaneous  granuloma 
annulare  is  a benign,  chronic  dermatosis  char- 
acterized by  a circinate  configuration  of  lesions. 
Individual  intracutaneous  papules  and  nodules 
flow  together  to  form  the  circinate  configuration 
of  rings  from  one  to  several  centimeters  in  di- 
ameter. The  papules  are  firm,  located  in  the 
deep  corium,  and  freely  moveable.  The  center 
of  the  lesion  is  in  the  same  plane  as  the  sur- 
rounding skin,  and  generally  the  color  is  the 
same  as  the  surrounding  skin  (occasionally  may 
be  ivory,  yellow,  or  pink).  The  surface  of  the 
papules  may  be  telangiectatic  but  not  ulcer- 
ated.347 The  dermatosis  occurs  on  the  extensor 
surfaces  of  the  arms  and  legs,  occasionally  on  the 
trunk,  and  seldom  on  the  face  and  scalp.6,39  The 
lesions  are  usually  symptomless  and  regress  with- 
in 12  to  24  months.3,39  Rarely,  granuloma  annu- 
lare may  present  clinical  features  which  may  be 
divided  into  three  atypical  types:  1)  dissemi- 
nated granuloma  annulare,22,40  2)  perforating 
granuloma  annulare,14  and  3)  subcutaneous  gran- 
uloma annulare.3,6 

Disseminated  granuloma  annulare  is  reported 
in  patients  from  3/z  years  to  81  years  of 
age.20,27  36  The  female  to  male  ratio  is  2.5  to 
1. 15,22  The  dermatosis  is  symmetrical  with  a pre- 
dilection for  exposed  sites,  such  as  the  wrists, 
forearms,  thighs;  the  scalp  and  face  are  gen- 
erally spared. 1618,22The  dermatosis  consists  of 
annular  or  crescent  lesions  which  more  or  less 
produce  a reticular  pattern.  The  course  of  the  dis- 
ease includes  variable  remissions  and  exacerba- 
tions lasting  from  six  months  to  20  years.22,24  The 


dermatosis  may  clear  with  pregnancy  or  after 

measles.25,26 

Owens  and  Freeman  described  a localized, 
umbilicated  papular  variety  of  granuloma  an- 
nulare.14 The  dermatosis  was  histologically 
characterized  by  perforating,  necrobiotic  ma- 
terial through  the  overlying  dermis.  All  cases 
of  the  umbilicated  lesions  were  reported  in  gen- 
eralized granuloma  annulare.19,20  The  total  num- 
ber of  cases  is  small.  Children  are  more  prone 
to  develop  the  perforating  granuloma  annulare 
than  adults.19'21,23 

The  subcutaneous  form  of  granuloma  annu- 
lare is  rare.4'6  Dr  Harold  G.  Ravits  presented  a 
history  of  a child  with  both  cutaneous  and  sub- 
cutaneous lesions  at  a meeting  of  the  Minnesota 
Dermatological  Society.1  Reuben  and  Lynch 
subsequently  reported  five  cases  of  subcutaneous 
granuloma  annulare.1  The  foci  of  necrobiosis 
are  in  the  deep  corium  or  panniculus  adiposis, 
and  generally  are  located  over  the  extensor  sur- 
faces of  the  extremities,  although  subcutaneous 
lesions  have  been  found  in  the  scalp,  eyelids, 
and  abdomen.1,6,7,42'46  One  child  is  reported  as 
having  cutaneous  and  subcutaneous  forms  of 
granuloma  annulare,  while  his  brother  has  the 
subcutaneous  form  of  granuloma  annulare.1  The 
typical  cutaneous  form  of  granuloma  annulare 
has  been  reported  in  identical  twins,  but  the 
herein  reported  cases  are  the  first  examples  of 
monozygotic  twins  with  the  subcutaneous  form 
of  granuloma  annulare,  which  suggest  a theory 
of  familial  tendency.48 

Conclusion 

The  subcutaneous  form  of  granuloma  annu- 
lare is  seen  almost  exclusively  in  children.41  The 
typical  clinical  appearance  of  cutaneous  granu- 
loma annulare  is  readily  identified  by  a trained 
observer;  however,  the  subcutaneous  granuloma 
annulare  without  classic  cutaneous  involvement 
makes  accurate  diagnosis  difficult.  Familiarity 
with  the  various  forms  of  granuloma  annulare, 
knowledge  of  familial  incidence,  and  biopsies 
when  appropriate,  should  allow  the  subcutaneous 
form  of  granuloma  annulare  to  be  more  easily 
diagnosed. 
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FIGURE  A 

The  histopathology  of  one  of  multiple  small  le- 
sions in  the  panniculus  adiposis  tissue  of  Case  1 
with  a central  core  of  necrobiosis  which  is  slightly 
basophilic  and  devoid  of  nuclei,  surrounded  by 
palisadid  histiocytes. 
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FIGURE  B 


The  histopathology  of  a small  lesion  from  Case 
2 which  shows  a lesion  similar  to  Case  1. 
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Letters  to  the  Editor 


THE  (STILL)  MISSING  BRITISH 
DOCTOR'S  LIBRARY 

To  the  Editor: 

Following  the  appearance  of  the  editorial 
which  described  the  capture  of  a British  vessel 
near  Wilmington,  the  booty  of  which  included 
the  regimental  surgeons  books,  I made  some 
effort  to  see  whether  that  unfortunate  gentleman 
ever  had  his  library  returned.1 

Below  is  the  text  of  the  letter  that  I received 
recently  from  T.  R.  Padfield,  Assistant  Keeper 
in  the  Search  Department  of  the  Public  Record 
Office  in  Surrey,  England. 

“According  to  R.  Drew’s  Medical  Officers  in 
the  British  Army  1660-1960  (Wellcome  Library, 
1968),  Robert  Boyes  was  a surgeon’s  mate  in 
the  71st  Foot  until  he  purchased  his  commission 
on  18  March  1777.  He  then  joined  the  15th 
Foot.  He  was  killed  during  the  siege  of  Brim- 
stone Hill  on  the  island  of  St.  Christopher  in 
January  1782.  His  name  is  included  in  the 
casualty  list  accompanying  Brigadier-General 
Thomas  Fraser’s  report  on  the  capitulation  dated 
14  February  1782,  and  published  in  the  London 
Gazette  of  30  April. 

The  brig  Symmetry  did  not  belong  to  the 
Royal  Navy.  A copy  of  the  report  on  her  loss 
dated  23  January  1778,  was  sent  to  the  Secre- 
tary of  State  by  the  Admiralty  (CO  5/128,f97). 
There  was  ice  on  the  Delaware  so  all  ships  were 
withdrawn  to  Philadelphia  and  an  embargo 
placed  on  sailings.  Because  of  her  cargo  of 
baggage  for  the  army,  however,  Symmetry  was 
allowed  to  sail.  She  ran  aground  near  Wilming- 
ton and  was  soon  surrounded  by  ice,  so  that 
rebels  nearby  were  able  to  capture  her. 

I can  find  nothing  on  Dr.  Boyes’  library,  and 
I think  it  unlikely  there  will  be  records  about  it 
here.  I should  have  thought  that  the  National 
Archives  in  Washington  would  be  a more  fruit- 
ful place  to  enquire.” 

Charles  M.  Bancroft,  M.D. 
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YELLOW  FEVER 

To  the  Editor: 

Dr.  King’s  letter1  correcting  errors  in  Jonathan 
Leonard’s  article  “The  Ghost  of  Yellow  Jack”2 
has  added  more  confusion  by  stating  that  I was 
inoculated  with  Leptospira  icteroides  and  de- 
veloped Weil’s  disease. 

To  support  our  conclusion  that  L.  icteroides 
does  not  persist  in  the  mosquito,  I was  one  of  the 
three  who  volunteered  to  be  bitten  by  mosquitoes 
that  had  previously  gorged  on  the  blood  of 
guinea  pigs  teeming  with  leptospira.  We  did 
alert  the  Peter  Bent  Brigham  Hospital  in  case 
any  infection  occurred,  but  the  results  of  the 
transmission  experiment  were  negative.3 

The  only  drama  in  any  way  associated  with 
our  experiments  was  the  tragic  death  of  the 
brilliant  bacteriologist,  Dr.  H.  Noguchi,  who 
died  of  yellow  fever  in  Africa  while  attempting 
to  substantiate  his  claim  that  L.  icteroides  was 
the  cause  of  the  disease. 

Since  both  the  Leonard  article  and  the  King 
letter  deal  with  the  persons  involved  in  the  yel- 
low fever  controversy,  it  may  be  of  interest  to 
add  that  the  role  of  Dr.  Hans  Zinsser  in  the 
leptospira  experiments  was  that  of  adviser  in 
the  serological  tests  of  immunity.  The  other 
two  volunteers  in  the  mosquito-biting  experi- 
ment were  Watson  Sellards  and  William  Moss, 
of  blood-type  fame.  Also,  Mac  Theiler’s  bride, 
mentioned  by  Dr.  King,  was  Lilliam  Graham, 
who  helped  immeasurably  in  the  technical  work 
of  the  experiment.  Dr.  Theiler  himself  was 
awarded  a Nobel  prize  for  developing  a vac- 
cine against  yellow  fever. 

Let  it  be  said  of  “The  Ghost  of  Yellow  Jack”: 
Requiescat  in  pace. 

Douglas  M.  Gay,  M.D. 
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This  letter  by  Dr.  Gay  was  originally  published  in  Harvard 
Magazine,  March-April,  1982.  It  is  reprinted  here  with  per- 
mission. 
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PHYSICIANS  FOR  SOCIAL  RESPONSIBILITY 

To  the  Editor: 

Physicians  for  Social  Responsibility  is  a na- 
tional, nonprofit  organization  of  physicians,  den- 
tists, and  the  public  at  large,  dedicated  to  pro- 
fessional and  public  education  on  the  medical 
hazards  of  nuclear  weapons  and  nuclear  war. 
PSR  endorses  a bilateral  freeze  on  the  medical 
worldwide  nuclear  weapons  reduction.  Its  Board 
of  Directors  includes  Dr.  Bernard  Lown  (The 
Prevention  of  Nuclear  War:  A New  Area  of  Pre- 
ventive Medicine,  Delaware  Medical  Journal, 
1982;  54:153)  who  is  President  of  the  Inter- 
national Physicians  for  the  Prevention  of  Nuclear 
War,  Inc.,  an  umbrella  group  for  the  national 
organization  worldwide. 

The  National  Advisory  Board  of  Physicians 
for  Social  Responsibility  also  includes  the  fol- 
lowing members: 

Herbert  L.  Abrams,  M.D.,  Harvard  Medical  School 
Sidney  Alexander,  M.D.,  Lahey  Clinic  Medical  Center 
Paul  B.  Beeson,  M.D.,  University  of  Washington 


William  E.  Connor,  M.D.,  University  of  Oregon  Health 
Science  Center 

Oliver  Cope,  M.D.,  Harvard  Medical  School 
John  T.  Edsall,  M.D.,  Harvard  University 
Jerome  D.  Frank,  M.D.,  Ph.D.,  Johns  Hopkins  University 
School  of  Medicine 

Donald  S.  Gann,  M.D.,  Brown  University 
H.  Jack  Geiger,  M.D.,  City  College  of  New  York 
Lorin  E.  Kerr,  M.D.,  United  Mine  Workers  of  America 
Calvin  M.  Kunin,  M.D.,  Ohio  State  University 
Alexander  Leaf,  M.D.,  Harvard  Medical  School 
Robert  Jay  Lifton,  M.D.,  Yale  University  School  of 
Medicine 

Morris  A.  Lipton,  M.D.,  University  of  North  Carolina 
Jules  H.  Masserman,  M.D.,  Northwestern  University 
Medical  School 

Kenneth  L.  Melmon,  M.D.,  Stanford  University  Medical 
Center 

Roy  W.  Menninger,  M.D.,  President,  The  Menninger 
Foundation 

John  P.  Merrill,  M.D.,  Harvard  Medical  School 
Jonas  E.  Salk,  M.D.,  Salk  Institute  for  Biological  Studies 
Victor  W.  Sidel,  M.D.,  Albert  Einstein  College  of 
Medicine 

Jeremiah  Stamler,  M.D.,  Northwestern  University 
Medical  School 

Helen  Caldicott,  M.B.,  B.S.,  President 
Physicians  for  Social  Responsibility 
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MONITORING  PREGNANCIES  IN 
TRANSLOCATION  CARRIERS 


Dorene  Petrosky,  M.S. 
Marvin  V.  Andersen,  Jr.,  M.D. 
Jeffry  I.  Komins,  M.D. 
Digamber  S.  Borgaonkar,  Ph.D. 

With  the  technical  assistance  of: 
Nani  Batta,  M.Sc. 

Betsy  Bove,  B.A. 
Margaret  Graham 
Gaurang  Munshi,  (CLSP)CG 


Useful  information  to  a couple  anxious  about 
an  unborn  child  can  be  provided  by  prenatal 
diagnosis  through  amniocentesis,  as  two  recent 
cases  from  the  Wilmington  Medical  Center  will 
illustrate. 

Case  I involved  a couple  seeking  amniocen- 
tesis because  of  advanced  maternal  age.  The 
increased  risk  of  Down’s  Syndrome  and  other  tri- 
somic  conditions  in  infants  of  mothers  over  35 
is  well  known.1  In  this  case,  chromosomal  analy- 
sis of  the  woman’s  cultured  amniotic  fluid  cells 
did  not  reveal  Down’s  Syndrome  (trisomy  21) 
or  any  other  trisomy.  However,  an  unexpected  re- 
arrangement, called  a Robertsonian  translocation, 
was  observed.  The  long  (q)  arms  of  chromo- 
somes 13  and  14  were  fused  together  in  the  fetal 
karyotype  producing  a 45,XX,t  (13q;  14q) 
chromosomal  constitution.  (Figure  1) 

Ms.  Petrosky  is  a predoctoral  student,  University  of  Delaware, 
and  Assistant  Professor,  Delaware  State  College,  Dover,  Delaware. 

Dr.  Andersen  is  an  Associate,  Department  of  Obstetrics  and 
Gynecology,  Wilmington  Medical  Center. 

Dr.  Komins  is  an  Associate,  Department  of  Obstetrics  and  Gyne- 
cology, Wilmington  Medical  Center,  and  Assistant  Professor, 
Department  of  Obstetrics  and  Gynecology,  Jefferson  Medical  Col- 
lege, Philadelphia. 

Dr.  Borgaonkar,  who  holds  the  Margaret  I.  Handy  Chair  in 
Human  Genetics  and  is  Director,  Cytogenetics  Laboratory,  Wil- 
mington Medical  Center,  is  Adjunct  Professor,  School  of  Life  and 
Health  Sciences,  LTniversity  of  Delaware,  and  Research  Professor, 
Division  of  Genetics,  Department  of  Pediatrics,  Thomas  Jefferson 
University,  Philadelphia. 


Although  Robertsonian  translocations  are 
among  the  more  commonly  occurring  rearrange- 
ments seen  in  clinically  normal  individuals  and 
one  would  thus  expect  this  fetus  to  be  normal, 
the  parents  remained  concerned.2  Fortunately, 
their  fears  were  allayed  by  the  finding  of  the 
same  translocation  in  cultured  lymphocytes  from 
the  clinically  normal  father  who  had  obviously 
passed  it  on  to  the  fetus.  The  pregnancy  was 
continued  and  when  the  child  was  born,  she  was 
indeed  clinically  normal. 

This  father  and  daughter  are  examples  of 
balanced  translocation  carriers.  All  essential 
chromosomal  material  is  present  in  the  carriers, 
but  it  is  rearranged  in  an  unconventional  way. 
As  mentioned,  balanced  carriers  usually  have  no 
clinical  abnormalities.  They  do,  however,  have 
a reproductive  risk  associated  with  their  carrier 
status. 

This  risk  is  illustrated  in  Figure  2 for  the 
family  to  be  described  in  Case  2.  Balanced 
translocation  carriers  may  have  offspring  with 
the  same  balanced  but  rearranged  pair  of  per- 
tinent chromosomes  as  they  have,  with  a normal 
pair  of  these  chromosomes,  or  with  one  normal 
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FIGURE  1 

45,XX,t(l  3q,-1 4q)  karyotype  from 
amniocentesis  culture  of  Case  1. 
Arrow  indicates  translocation 
chromosome  formed  by  fusion 
of  the  long  arms  of  chromosomes 
13  and  14.  Arrangement  of 
chromosomes  in  this  figure  is 
done  according  to  ISCN  1978 
and  1981. 4 


and  one  rearranged  chromosome  (or  other  un- 
even distributions,  not  shown  in  the  figure,  in- 
volving the  absence  or  presence  of  additional 
chromosomes  of  the  pair).  The  third  alterna- 
tive is  the  source  of  concern  since  here  the 
translocation  is  unbalanced  and  results  in  either 
too  much  or  too  little  chromosomal  material 
being  present.  Such  partial  trisomies  and/or 
partial  monosomies  almost  always  produce  clini- 
cal abnormalities. 

Because  of  the  reproductive  risk  of  having 
chromosomally  unbalanced,  clinically  abnormal 
children,  a person  identified  as  a balanced  trans- 
location carrier  is  advised  to  undergo  amniocen- 
tesis for  each  pregnancy  to  ascertain  the  chromo- 
somal status  of  the  fetus.  As  a result  of  prenatal 
diagnosis  because  of  concern  for  advanced  ma- 
ternal age,  Family  1 was  incidentally  made 
aware  of  this  need.  The  risk  of  having  chromo- 
somally unbalanced  offspring  exists  for  this 
father,  his  daughter,  and  any  other  balanced 
carrier  relatives  they  may  have. 

The  importance  of  this  advice  is  seen  in  Case 
2.  The  husband  had  previously  been  identified 
as  a carrier  of  a balanced  10;  17  translocation 
(Figure  3)  through  a family  study  performed 
after  his  sister  delivered  a chromosomally  un- 
balanced abnormal  child.3  (Figure  4)  Before 
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A,  NORMAL 

B,  BALANCED  CARRIER 
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B.  MONOSOMY  10 
TRISOMY  17 


FIGURE  2 


Possible  meiotic  pairing  and  segregation  pat- 
terns in  carriers  of  balanced  translocations.  Illus- 
trated here  is  the  balanced  1 0;  1 7 translocation 
of  family  2.  A piece  of  the  long  (q)  arm  of 
chromosome  10  (light  chromosome)  has  been 
exchanged  with  a small  piece  of  the  short  (p) 
arm  of  chromosome  17  (dark  chromosome).  The 
upper  cross  configuration  shows  possible  pairing 
at  meiosis.  Six  combinations  of  chromosomes  in 
gametes  are  possible.  Products  of  alternate,  ad- 
jacent I,  and  adjacent  II  segregations  are  shown. 
Resulting  offspring  are  indicated  as  normal,  bal- 
anced carrier,  or  various  states  of  chromosomal 
imbalance.  Fertilization  with  a normal  gamete 
from  the  other  parent  is  assured.  (N10:  normal 
chromosome  10;  T10:  translocated  chromosome 
10;  N 1 7:  normal  chromosome  17;  T17:  translo- 
cated chromosome  17.) 
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FIGURE  3 

Partial  karyotype  from  balanced 
translocation  father  (Case  2) 
showing  exchange  of  material 
between  the  long  arm  of  chro- 
mosome 10  (lOq)  and  the  short 
arm  of  chromosome  17  (17p). 
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FIGURE  4 

Pedigree  of  Case  2.  0 Normal 
karyotype;  (V)  balanced  translo- 
cation carrier  (10q;  17p);  © 
inferred  balanced  carrier;  Q 
partial  lOq  trisomy;  jJQjf  abnor- 
mal phenotype;  • spontaneous 
abortion;  [/]  deceased;  T.A.  ther- 
apeutic abortion.  Carrier  father 
being  counselled  is  individual 
IV-4. 
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marriage,  the  man  informed  his  future  wife  of 
his  translocation  carrier  status  and  their  need 
for  amniocentesis  with  each  pregnancy.  When 
the  wife  became  pregnant,  the  couple  was  re- 
ferred to  our  Genetics  Clinic  for  evaluation. 
Study  of  the  amniotic  cells  revealed  an  unbal- 
anced karyotype  (Figure  5)  with  the  fetus  having 
the  normal  chromosome  10  but  the  translocated 
chromosome  17  resulting  in  partial  trisomy  for 
the  long  (q)  arm  of  chromosome  10  (and  par- 
tial monosomy  for  the  terminal  band  of  chromo- 
some 17’s  short  (p)  arm).  The  couple  chose 
therapeutic  abortion.  Examination  of  the  fetus 
revealed  clinical  abnormalities  similar  to  those 
described  for  trisomy  10q.2 

This  couple  has  been  counseled  several  times. 
They  wish  to  have  children.  When  future  fetal 
monitoring  does  reveal  either  a normal  karyo- 
type or  a balanced  translocation  in  the  fetus, 
then  prenatal  diagnosis  will  have  enabled  this 
anxious  “at  risk”  couple  to  bear  normal  offspring. 
At  the  present  time,  the  wife  is  again  pregnant 
and  is  scheduled  for  amniocentesis  at  the  six- 
teenth week. 

Several  points  can  be  made  concerning  the  use 


of  prenatal  diagnosis  in  monitoring  pregnancies. 
Every  couple,  of  course,  hopes  for  normal, 
healthy  children.  As  amniocentesis  becomes  used 
more  frequently  in  identified  “at  risk”  couples, 
and  especially  in  cases  of  advanced  maternal  age 
(over  35),  additional  care  must  be  given  to  in- 
terpreting the  results,  as  illustrated  here  in  Case 
1.  Since  chromosomal  abnormality  does  not  al- 
ways mean  phenotypic  defects,  therapeutic  abor- 
tion is  certainly  not  indicated  for  every  chromo- 
somal rearrangement. 

A second  important  point  illustrated  by  both 
of  these  cases  is  that  prenatal  diagnosis  can 
frequently  provide  reassurance  and  awareness 
for  worried  prospective  parents.  The  fetus  of 
couple  1 was  shown  not  to  have  Down’s  Syn- 
drome and  furthermore  was  the  source  of  identi- 
fication of  other  genetic  information  in  the 
family.  Similarly,  as  in  Case  2,  amniocentesis 
can  be  used  to  monitor  pregnancies  to  allow  a 
couple  to  have  a child  free  of  a known  chromo- 
somal problem. 

Prenatal  diagnosis  by  amniocentesis  is  thus  a 
powerful  tool  whose  application  lies  not  only  in 
prevention  of  genetic  defects  in  pregnancies  at 
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FIGURE  5 

46,XY, — 1 7,+der  17,  t(10;17) 
(17qter  to  17pl:  :10q2  to  lOqter) 
pat.  karyotype  from  amniocen- 
tesis culture  of  Case  2.  Arrow 
indicates  translocated  chromo- 
some 17.  The  fetus  has  two  nor- 
mal number  10  chromosomes 
plus  an  additional  portion  of  the 
long  arm  of  chromosome  10 
present  on  the  translocated  17. 
The  fetus  is  thus  partially  tri- 
somic  for  lOq  and  partially 
monosomic  for  17p.  (ISCN  1978 
and  19814). 
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risk  but  also  in  serving  as  a positive  part  of 
family  planning.  Some  individuals  with  chromo- 
somal rearrangements  may  choose  not  to  have 
children  at  all  rather  than  deal  with  the  pros- 
pect of  having  abnormal  offspring.  To  others, 
however,  amniocentesis  may  provide  reassurance 
that  their  genetic  rearrangement  will  not  be 
passed  on  in  a form  harmful  to  their  children. 
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the  years  during  which  the  physician  is  main- 
taining a successful  practice;  and  the  third, 
“Wife-Physicians,”  portrays  the  unique  situations 
faced  in  doctor-doctor  marriages  and  those  in 
which  the  wife  is  a physician  while  the  husband 
has  a different  career.  The  book  is  primarily 
anecdotal;  it  is  derived  from  the  author’s  own 
experiences  as  a physician’s  wife  and  her  inter- 
views with  other  physicians’  wives  and  husbands. 

A diverse  range  of  topics  is  covered  in  the 
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status.  The  author  raises  a number  of  valid 
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riage, such  as  the  social,  emotional,  and  develop- 
mental hardships  imposed  on  the  wife  and  chil- 
dren by  a male  physician’s  frequent  absences 
and  total  immersion  in  his  work  and  the  resultant 
deep  feeling  of  resentment  toward  the  profession. 
Another  issue  is  the  feeling  that  many  doctors 
are  less  than  understanding  of  their  wives’  de- 
sires to  enrich  their  lives  through  career  develop- 
ment outside  the  home.  In  the  same  vein,  Fine 
explores  the  ambivalence  many  women  feel  and 
difficulties  they  face  in  trying  to  be  wife  and 
mother  while  maintaining  or  developing  a career. 
Yet  another  point  which  deserves  consideration 
is  that  physicians  are  often  viewed  by  the  public 
as  gentle,  compassionate,  and  understanding 
healers  who  are  devoting  their  lives  to  society, 
while  frequently  their  wives’  legitimate  com- 
plaints receive  little  consideration  or  sympathy, 
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Unfortunately,  though  she  examines  numerous 
sensitive  and  insightful  issues,  Fine  does  an  in- 
justice to  a great  number  of  male  physicians.  Her 
book  portrays  the  male  doctor  as  a promiscuous, 
callous,  manipulative  tyrant  “who  has  been 
drained  of  his  ability  to  communicate  personal 
emotions”  and  is  left  something  less  than  human 
despite  the  fact  that  people  outside  the  pro- 
fession see  him  as  a kind  of  humanistic  god. 
Though  one  cannot  deny  that  men  such  as  these 
exist,  and  perhaps  in  disturbingly  large  numbers, 
certainly  those  attributes  are  not  as  prevalent 
as  she  implies.  For  a woman  obviously  inter- 
ested in  the  liberation  of  her  sex  from  traditional 
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THE  DIAGNOSIS  OF  ANEMIA 


Thomas  G.  Gabuzda,  M.D. 


Introduction 

While  a normal  blood  count  is  no  guarantee 
of  health,  finding  that  a patient  is  anemic  is  a 
sure  sign  that  something  is  wrong.  In  many 
cases  the  problem  is  easily  handled  with  few 
diagnostic  tests.  On  the  other  hand,  a low  hemo- 
globin level  may  point  toward  associated  disease 
that  requires  a major  effort  for  accurate  diag- 
nosis and  correct  management.  Common  sense 
and  good  clinical  judgment  will  direct  the  phy- 
sician upon  a proper  course  of  action,  and  con- 
versely, a lack  of  these  good  qualities  leads  to 
inadequate  or  excessive  use  of  the  laboratory 
and  of  special  diagnostic  procedures. 

The  only  way  to  determine  whether  a patient 
is  anemic  or  not  is  to  check  the  blood  counts. 
It  may  be  that  a physician  who  has  known  a 
patient  for  a long  time  can  detect  a changed 
appearance  with  significant  pallor  of  the  skin 
and  mucous  membranes.  More  often  it  is  im- 

Dr.  Gabuzda  is  Professor  of  Medicine,  Jefferson  Medical  College 
Associate  Member,  Cardeza  Foundation,  and  Chief,  Division  of 
Hematology,  Lankenau  Hospital,  Philadelphia. 

This  paper  has  been  adapted  from  Dr.  Gabuzda’s  chapter 
“Anemia”  in  Conn,  Conn  (eds).  Current  diagnosis,  6th  ed.  Phila* 
delphia:W.B.  Saunders  Co.,  1980:22-31.  It  is  reprinted  here  with 
permission. 


possible  to  judge  from  the  patient’s  appearance 
whether  or  not  anemia  is  present.  For  example, 
patients  with  cirrhosis  and  profuse  cutaneous 
blood  flow  may  have  an  almost  plethoric  appear- 
ance while  they  are  anemic,  and  on  the  other 
hand  patients  in  peripheral  vasoconstriction 
demonstrate  intense  pallor  with  normal  hemo- 
globin concentration. 

The  symptoms  that  a patient  may  report  are 
just  as  capricious.  Some  deny  any  symptoms 
despite  the  presence  of  severe  anemia,  while 
others  report  fatigue  with  even  minimal  degrees 
of  anemia.  No  doubt  a great  deal  of  this  variation 
is  related  to  the  patient’s  personality  type,  but 
even  making  allowance  for  this,  there  still  is 
considerable  variation  in  the  symptoms  produced 
by  anemia.  Perhaps  some  of  the  variation  is  ex- 
plained by  differences  in  the  degree  to  which  the 
whole  blood  oxygen  affinity  curve  adapts  to  the 
presence  of  anemia.  For  example,  patients  with 
sickle  cell  anemia  tolerate  their  anemic  state 
very  well,  even  with  half  the  normal  level  of 
hemoglobin.  Presumably  one  reason  for  this  is 
the  fact  that  the  whole  blood  oxygen  affinity 
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curve  is  shifted  considerably  to  the  right  as  it 
generally  is  in  anemic  subjects.  This  adaptive 
shift  means  that  a greater  population  of  the 
oxygen  bound  to  hemoglobin  is  yielded  to  the 
tissues  at  a given  partial  pressure  of  oxygen. 

Not  infrequently,  the  major  symptom  is  related 
to  the  impact  of  tissue  hypoxia  on  the  heart, 
which  produces  angina  pectoris  or  congestive 
heart  failure.  Syncope  and  visual  blurring  may 
be  symptoms  of  intracranial  hypoxia,  and  inter- 
mittent claudication  may  be  the  result  of  hypoxia 
in  the  peripheral  circulation.  Increased  cardiac 
output  causes  increased  heart  action  and  pulse 
pressure,  systolic  “hemic”  murmurs,  and  a pulsa- 
tile rushing  sound  in  the  ears.  The  hypermeta- 
bolic  state  may  evoke  low-grade  fever. 

Although  chronic  deficiency  states  of  iron, 
vitamin  Bl2,  or  folates  lead  to  a smooth  tongue, 
it  is  unusual  for  the  patient  to  report  awareness 
of  glossitis.  Pica  is  a commonly  overlooked 
symptom;  patients  will  rarely  volunteer  informa- 
tion such  as  ice  craving  or  starch  eating  unless 
it  is  specifically  asked  for.  A positive  response 
leads  the  physician  to  suspect  iron  deficiency. 
Reports  of  weakness  or  ataxia  might  be  indica- 
tive of  an  associated  neuropathy  that  warrants 
more  careful  neurologic  examination.  The  same 
is  true  of  paresthesias  or  changes  in  the  mental 
status.  Women  are  sometimes  more  concerned 


about  brittle  fingernails  than  they  are  about 
low  hemoglobin  concentrations;  the  promise  that 
their  fingernails  will  be  improved  after  six  or 
more  months  of  iron  therapy  can  provide  a 
greater  incentive  for  them  to  take  their  iron  pills 
than  the  assurance  that  the  hemoglobin  level 
will  be  raised.  Patients  with  significant  hemo- 
lytic anemia  may  show  no  clinical  jaundice 
whatsoever,  and  if  they  do,  it  is  usually  slight. 
Intense  jaundice  always  reflects  some  degree  of 
hepatobiliary  tree  dysfunction,  which  may  be 
intensified  by  an  associated  hemolytic  process. 
All  these  comments  notwithstanding,  it  appears 
likely  that  most  cases  of  anemia  are  detected 
by  the  often  random  decision  of  the  physician 
to  order  a blood  count  in  a patient  with  any 
kind  of  complaint  during  the  course  of  a routine 
check-up. 

This  brief  overview  of  anemia  will  be  limited 
to  a discussion  of  normal  values,  the  use  and 
Jbuse  of  the  laboratory  in  the  diagnosis  of 
anemia,  and  a few  highlights  about  various 
categories  of  anemia. 

Normal  Values 

A standard  table  of  normal  values  is  the  ref- 
erence generally  used  in  order  to  determine 
whether  or  not  the  patient  is  anemic.  However, 
a precise  definition  of  the  term  anemia  is  a 
difficult  if  not  impossible  task.  For  example, 


FIGURE  1 

Normal  values  for  hemoglobin 
level  during  infancy.  The  lower 
limit  of  normal  is  2 standard  de- 
viations below  the  mean.  (From 
Walsh,  R.J.,  and  Ward,  H.K.:  A 
Guide  to  Blood  Transfusion.  Aus- 
tralian Red  Cross  Society  (N.S.W. 
Division),  Blood  Transfusion  Ser- 
vice, Sydney,  Appendix  1,  1957, 
as  reprinted  in  deGruchy,  G.C.: 
Clinical  Haematology  in  Medical 
Practice.  Oxford,  Blackwell  Sci- 
entific Publications,  4th  ed., 
1978.) 


Days  Months 
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the  patient  with  adrenal  insufficiency  may  have 
a normal  level  of  hemoglobin  together  with  a 
shrunken  blood  volume.  In  terms  of  the  total 
mass  of  red  cells,  the  patient  is  anemic  but  the 
deficiency  of  red  cells  is  masked  by  concomitant 
deficiency  of  plasma  volume.  To  arrive  at  a 
determination  that  such  a patient  really  is  anemic 
requires  determination  of  total  red  cell  mass. 
A similar  circumstance  applies  to  the  patient 
with  anorexia  nervosa,  in  which  the  anemia  be- 
comes manifest  only  when  the  patient  starts  to 
eat  and  enters  the  edematous  phase  of  nutritional 
repletion.  This  is  associated  with  a reexpansion 
of  a previously  contracted  plasma  volume  and 
the  appearance  of  anemia,  that  is,  a decrease  in 
the  hemoglobin  concentration,  which  is  actually 
a sign  that  the  patient  is  getting  better.  Expan- 
sion of  plasma  volume  causing  dilutional  anemia 
is  seen  normally  during  the  course  of  pregnancy, 
in  which  red  cell  mass  expands  by  about  20% 
but  plasma  volume  expands  even  more,  causing 
a lowered  hemoglobin  level  that  is  not  really 
anemia  in  terms  of  the  total  volume  of  red  cells 
in  the  circulation.  A similar  situation  may  apply 
to  the  plasma  volume  expansion  in  patients  with 
congestive  heart  failure,  liver  disease,  or  massive 
splenomegaly. 

How  do  we  classify  the  patient  who  has  a 
normal  hemoglobin  concentration  but  whose  red 
cell  indices  are  not  normal?  For  example,  a 
mean  corpuscular  volume  (MCV)  of  115  is  not 
normal,  even  if  the  hemoglobin  concentration 
falls  within  the  normal  range.  This  circum- 
stance may  actually  occur  in  patients  with  mega- 
loblastic anemia  and  warrants  further  investiga- 
tion. A patient  with  a hemoglobin  of  15  grams 
per  dl  and  a mean  corpuscular  volume  of  65  u3 
might  actually  have  polycythemia  vera  masked 
by  iron  deficiency.  Such  a patient  would  be 
considered  anemic  relative  to  what  the  hemo- 
globin level  would  be  if  the  iron  stores  were 
replete.  An  MCV  of  65  u3  with  a hemoglobin 
only  about  1 to  2 grams  below  the  normal  range, 
especially  if  the  mean  corpuscular  hemoglobin 
concentration  (MCHC)  is  normal,  points  to  a 
likelihood  that  the  patient  has  thalassemia  trait. 
Hemoglobin  S-C  disease  frequently  presents  with 
not  only  normal  levels  of  hemoglobin  and  hema- 
tocrit but  also  normal  red  cell  indices.  The  ab- 
normal red  cell  morphology  should  give  the  clue 


Table  1.  Pathophysiologic  Classification 
of  Anemia 


Relative  anemia 

Hemodilutional  (e.g.,  pregnancy) 

Absolute  anemia 

A.  Decreased  production 

1.  Aregenerative  (stem  cell  deficit): 

Aplastic  anemia 
Pure  red  cell  aplasia 
Anemia  of  chronic  disease 
Anemia  of  uremia 
Endocrine  lack  anemia 
Leukemia 

Myelophthisic  anemia  (myelofibrosis,  cancer) 

2.  Impaired  DNA  synthesis  (megaloblastic  anemias): 

Vitamin  B12  deficiency 
Folate  deficiency 

Antimetabolite  chemotherapy  (e.g.,  methotrexate, 
6-mercaptopurine) 

Acquired  myelodysplastic  syndromes 
Rare  hereditary  defects 

3.  Impaired  hemoglobin  synthesis  (hypochromic 
anemias): 

Iron  deficiency  anemia 
Thalassemia 
Lead  poisoning 
Sideroblastic  anemias 

B.  Increased  loss 

1.  Blood  loss  anemia 

2.  Hemolytic  anemia: 

Intrinsic  defects  (inherited): 

Membrane  (hereditary  spherocytosis, 
elliptocytosis,  stomatocytosis) 

Enzyme  (G-6-PD,  pyruvate  kinase,  other 
enzymopathies) 

Hemoglobin  (sickle  cell  anemia,  hemoglobir 
disease  and  SC  disease,  unstable  hemoglobin, 
other  hemoglobinopathy) 

Intrinsic  defects  (acquired): 

Paroxysmal  nocturnal  hemoglobinuria 
Extrinsic  defects  (acquired): 

Chemical  and  oxidative  hemolysis 
Physical  (burn,  drowning) 

Infections,  (malaria,  Clostridium  welchii, 
Bartonellosis) 

Mechanical  (cardiac,  microangiopathic) 

Plasma  lipid  abnormality  (spur  cell  anemia 
of  cirrhosis) 

Autoimmune  (warm  antibody,  cold  agglutinin, 
cold  hemolysin) 

“Hypersplenism” 


that  hemoglobin  electrophoresis  and  sickle  cell 
preparation  are  indicated. 

Not  too  many  decades  ago  it  was  inconvenient 
to  order  a red  cell  count  because  it  had  to  be 
done  manually,  and  red  cell  indices  were  there- 
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fore  not  often  available.  Today  electronic  cell 
counters  are  in  use  almost  everywhere,  and 
red  cell  indices  are  automatically  provided  on 
virtually  all  blood  samples  analyzed.  Paradoxic- 
ally, the  results  are  not  always  thoroughly  ob- 
served; it  is  not  rare  to  find  that  an  abnormal 
MCV  has  been  overlooked. 

Above  and  beyond  the  difference  between 
the  normal  values  for  adult  men  and  women, 
normal  values  also  differ  with  age.  The  newborn 
with  a hemoglobin  of  20  gm/dl  is  perfectly 
normal;  a value  of  15  mg/dl  must  be  considered 
anemic.  The  normal  MCV  at  birth  is  macro- 
cytic relative  to  the  normal  adult  range.  The 
hemoglobin  concentration  falls  during  the  first 
few  months  of  life,  with  the  nadir  reaching  a 
lower  limit  of  about  10  gm/dl.  Following  this 
there  is  a slow  continued  increase  throughout 
childhood  until  adolescence  is  reached,  at  which 
point  the  hemoglobin  difference  between  men 
and  women  appears.  As  mentioned  earlier,  during 
normal  pregnancy  the  hemoglobin  concentration 
also  falls  a little  bit,  with  the  lower  range  of 
normal  of  about  10  grams  per  dl. 

In  summary,  there  are  a number  of  yardsticks 
to  keep  in  mind  when  we  ask  ourselves  the 
question,  is  this  patient  anemic?  The  physician 
who  is  careful  to  evaluate  the  laboratory  results 
he  obtains  and  interprets  them  in  the  light  of 
the  clinical  picture  will  most  often  come  to  a 
correct  judgment. 

Use  and  Abuse  of  the  Laboratory  in  the 
Diagnosis  of  Anemia 

The  technology  base  in  medicine  has  become 
so  broad  and  available  that  there  is  temptation 
to  peck  away  at  it  at  random  in  the  vaguely 
conceived  hope  that  an  answer  will  be  generated 
without  consideration  of  whether  the  effort  is 
worth  the  cost  involved.  I shall  attempt  to  pro- 
vide some  framework  for  the  sequence  in  which 
one  should  use  the  laboratory  in  the  evaluation 
of  the  anemic  patient,  with  the  realization  that 
an  individual  case  may  prove  to  be  the  exception 
to  any  given  set  of  rules. 

The  effective  performance  of  electronic  count- 
ing devices  has  led  to  a well-justified  faith  in 
their  overall  accuracy  and  reliability.  However, 
machines  like  humans  are  capable  of  making 


errors.  Electronic  counters  directly  measure 
hemoglobin  concentration,  count  the  number 
of  particles  per  unit  volume,  and  measure  the 
mean  size  of  these  particles.  The  other  indices 
are  calculated  from  these  three  parameters,  ie, 
the  hemoglobin  concentration,  the  hematocrit, 
and  the  mean  corpuscular  volume.  Errors  may 
creep  into  any  of  the  directly  measured  values. 
For  example,  the  hemoglobin  measurement  might 
be  speciously  high  if  the  solution  is  turbid  from 
high  lipid  concentrations  or  abnormal  serum 
proteins.  Cold  agglutinins  cause  red  cell  clump- 
ing which  results  in  cell  counts  too  low  and 
mean  corpuscular  volumes  too  high.  Excessively 
high  white  counts  (above  50,000  per  cu  mm) 
cause  erroneously  high  red  cell  counts,  as  might 
the  presence  of  giant  platelets.  In  particle 
counting,  a “window”  screens  out  particles  out- 
side the  size  range  being  counted,  so  excessively 
small  red  cells  might  be  missed.  These  errors 
would  be  carried  over  into  the  calculated  values. 
For  example,  a speciously  high  hemoglobin 
concentration  would  be  reflected  in  a high  MCH 
and  MCHC.  A speciously  high  red  cell  count 
would  be  reflected  in  an  erroneously  increased 
hematocrit,  along  with  incorrectly  low  MCH  and 
MCHC  values. 

The  granulocytes  and  platelets  share  a com- 
mon origin  in  the  bone  marrow  with  red  cell  pre- 
cursors; finding  an  abnormal  hemoglobin  level 
should  provoke  immediate  interest  in  the  white 
cell  count,  neutrophil  percentage,  and  platelets 
as  routinely  assessed  in  the  microscopic  examina- 
tion of  the  peripheral  blood  film  made  from  an 
cell  count,  nentrophil  percentage,  and  platelets 
ethylenediamine  tetraacetic  acid  (EDTA)  anti- 
coagulated whole  blood  tube.  (The  purpose 
of  the  EDTA  is  to  achieve  proper  dispersion  of 
the  platelets  so  they  are  not  clumped  on  the 
glass  side.)  Depending  on  the  circumstances, 
it  is  often  necessary  to  perform  a platelet  count. 

Similarly,  the  reticulocyte  count  does  not  need 
to  be  considered  as  a routine  measurement  for  all 
anemic  patients,  but  its  determination  should 
certainly  be  an  early  consideration.  Reticulo- 
cyte counts  should  be  interpreted  in  terms  of 
absolute  numbers  (that  is,  the  reticulocyte  per- 
centage multiplied  by  the  red  blood  cell  count) 
in  considering  the  numbers  present  in  the  circu- 
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Table  2.  Normal  Adult  Laboratory  Values* 


Old  System 

New  System 

Red  cell  count 

Men: 

4. 6-6.0  (5.1)  X 106/imn3 

x 1012/1 

Women: 

4. 1-4.8  (4.5)  x 106/mm3 

x 10I2/1 

Hemoglobin 

Men: 

14.5-16.7  g/100  ml 

g/dl 

Women: 

12.2-15.0  g/100  ml 

g/dl 

Packed  cell  volume 

Men: 

42-49% 

.42-. 49  1/1 

Erythrocyte  indices 

Women: 

38-45% 

.38-. 45  1/1 

Mean  corpuscular  volume 

82-92/J 

fl 

Mean  corpuscular  hemoglobin 

27-32/xp.g 

Pg 

Mean  corpuscular  hemoglobin  cone. 

32-36  g/100  ml 

g/dl 

White  cell  count 
Differential 

5000-10,000/mm3 

5-10  x 109/1 

Neutrophils  (segs) 

54-62% 

% 

Neutrophils  (bands) 

5-10% 

% 

Absolute  neutrophil  count 

3000-7000/mm3 

3-7  x 109/1 

Eosinophils 

0-3% 

% 

Basophils 

0-1% 

% 

Lymphocytes 

18-35% 

% 

Monocytes 

3-7% 

% 

Platelet  count 

Men: 

210,000-340,000/mm3 

210-340  x 10 9/l 

Women: 

208,000-380,000/mm3 

208-380  x 109/1 

Reticulocyte  count 

0.5-2. 6% 

% 

Absolute  reticulocyte  count 

25,000-125,000/mm3 

25-125  x 10®/1 

f Serum  iron 

80-180/xg/100  ml 

14-32|U.mol/l 

f Total  iron  binding  capacity 

250-425p.g/100  ml 

45-76p,mol/l 

% Saturation 

20-50  (35) % 

% 

f Serum  ferritin 

Men: 

20-200  ng/ml 

Mg/1 

Women: 

10-200  ng/ml 

p.g/1 

fSerum  B12 

200-1100  pg/ml 

ng/1 

f Serum  folate 

1.9-14  ng/ml 

Mg/1 

{Schilling  test 

Stage  I 

10-40  (18)  % of  dose 

% 

Stage  II 

10-42  (18)  % of  dose 

% 

Haptoglobin  (hemoglobin  binding  capacity) 

50-150  mg/100  ml 

.5-1.5  g/1 

Bilirubin  (total) 

0. 1-1.2  mg/100  ml 

1-12  mg/1 

Bilirubin  (direct) 

0-0.3  ng/100  ml 

0-3  mg/1 

Serum  lactic  dehydrogenase 

100-225  mU/ml 

0-90  IU/1  30  C 

Hemoglobin  A2 

1. 8-3.3% 

% 

Hemoglobin  F 

<2.0% 

% 

“Data  taken  from  Ersley,  A.  J.,  and  Gabuzda,  T.  G. : Pathophysiology  of  Blood.  Philadelphia,  W.  B.  Saunders  Co.,  1979. 
Ranges  given  in  terms  of  ±2  standard  deviations.  Mean  values  in  parentheses, 
f Normal  values  vary  with  technique  used. 


lation.  An  absolute  reticulocyte  count  above 
125,000  per  cu  mm  usually  indicates  increased 
bone  marrow  production  of  red  cells,  but  this  is 
not  always  true.  The  allocation  of  reticulocytes 
between  bone  marrow  and  peripheral  blood 
normally  is  approximately  even,  and  circum- 
stances that  cause  a shift  of  reticulocytes  from 
the  marrow  into  the  peripheral  blood  might  in- 
crease the  absolute  peripheral  count  without 
necessarily  indicating  increased  production.  This 
occurs  in  extramedullary  hematopoiesis  second- 
ary to  such  conditions  as  myelofibrosis  with  mye- 
loid metaplasia.  When  increased  bone  marrow 


production  is  present,  it  usually  is  in  response  to 
blood  loss  or  to  hemolysis.  However,  it  is  well 
to  bear  in  mind  that  an  increased  reticulocyte 
count  is  not  always  found  in  hemolytic  states. 
For  example,  in  acute  hemolysis,  there  is  in- 
sufficient time  for  the  bone  marrow  to  generate 
reticulocytes,  which  usually  takes  approximately 
four  to  seven  days.  As  another  example,  the 
patient  with  chronic  hemolytic  anemia  in  the 
midst  of  aplastic  crisis  will  have  a low  reticulo- 
cyte count. 

It  has  long  been  the  fond  wish  of  hematolo- 
gists that  the  examination  of  the  peripheral  blood 
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FIGURE  2 

Normal  childhood  values  for 
hemoglobin  level.  (Lower  limit 
of  normal  and  acknowledgment 
as  in  Figure  2.) 


film  should  be  as  much  a part  of  the  physical 
examination  as  the  auscultation  of  the  heart. 
This  wish  will  probably  never  become  a reality, 
but  it  must  be  emphasized  that  morphologic  ex- 
amination of  the  peripheral  blood  requires  a 
great  deal  of  skill  and  experience.  Sometimes 
examination  of  the  peripheral  blood  film  is  the 
only  procedure  necessary  in  order  to  give  an 
accurate  diagnosis  of  the  cause  of  the  anemia. 
Finding  that  the  red  cell  morphology  is  entirely 
normal  is  a vital  piece  of  information  that  can 
be  used  to  direct  the  continued  work-up  of  a 
patient  along  correct  lines.  The  situation  is  not 
helped  by  the  fact  that  many  clinical  laboratories 
of  lesser  technological  capability  do  not  produce 
consistently  satisfactory  peripheral  blood  films. 
The  procedure  does  involve  certain  tricks  that 
depend  on  the  climate  and  the  batch  of  stain, 
not  to  mention  constant  laboratory  supervision 
to  see  that  a high  level  of  quality  is  maintained. 
The  subject  of  peripheral  blood  morphology 
will  not  be  discussed  in  detail  here,  but  one 
should  remember  that  there  are  well-character- 
ized alterations  that  point  to  diagnosis  of  such 
conditions  as  iron  deficiency  anemia,  megalo- 
blastic anemia,  hemolytic  anemia  of  one  kind 
or  other,  hemoglobinopathy,  leukemia,  or  sidero- 
blastic anemia. 


Following  the  evaluation  of  the  blood  cells, 
the  testing  for  occult  blood  in  stools  is  necessary 
in  patients  who  have  iron  deficiency  anemia, 
especially  in  any  adult  male  or  in  females  past 
the  menopause.  Indeed,  it  is  being  emphasized 
as  a screening  test  for  the  normal  adult  popula- 
tion at  risk  for  carcinoma  of  the  colon,  one  of  our 
major  public  health  problems  in  which  early 
detection  is  of  vital  importance  in  determining 
prognosis.  Similarly,  finding  hemoglobinuria  or 
hematuria  calls  attention  to  intravascular  hemo- 
lysis or  to  the  urinary  tract  as  a source  of  blood 
loss. 

A printout  of  a series  of  chemistries  done  al- 
most routinely  these  days  may  call  attention 
to  something  relevant  to  the  cause  of  the  anemia. 
An  elevated  bilirubin,  for  example,  suggests 
measurement  of  the  conjugated  and  unconju- 
gated fractions  to  determine  whether  a hemo- 
lytic state  exists.  An  elevated  lactic  dehydro- 
genase (LDH)  level  (if  we  can  be  sure  that  it 
is  not  related  to  artifactual  in  vitro  red  cell 
lysis)  might  also  suggest  hemolysis.  Low  cho- 
lesterol is  regularly  found  in  any  kind  of  anemia. 
Hypercalcemia  might  suggest  an  underlying 
malignancy;  an  elevated  blood  urea  nitrogen, 
the  anemia  of  uremia;  and  abnormal  liver  func- 
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tion  tests,  one  of  the  anemias  associated  with 
liver  disease. 

At  this  point,  the  physician  selects  additional 
tests  in  a more  discriminating  manner.  If  the 
patent  has  a hypochromic  microcytic  anemia, 
serum  iron  and  iron-binding  capacity  studies 
might  be  considered  a logical  next  step.  How- 
ever, the  diagnosis  can  often  be  made  on  the 
basis  of  the  clinical  context,  the  blood  counts, 
and  peripheral  blood  film  alone.  Conversely, 
when  the  diagnosis  is  in  some  doubt,  knowing 
the  serum  iron  and  iron-binding  capacity  may 
not  resolve  the  issue,  especially  in  the  evaluation 
of  anemia  of  chronic  disease  and  its  distinction 
from  iron  deficiency  anemia,  both  of  which  are 
characterized  by  low  serum  iron.  In  order  to 
assist  in  this  distinction,  the  measurement  of 
serum  ferritin  concentration  has  come  into  some 
prominence  in  recent  years.  Serum  ferritin  con- 
centration below  the  normal  range  is  probably 
the  single  most  reliable  laboratory  test  for  the 
identification  of  iron  deficiency  anemia.  How- 
ever, when  chronic  disease  states  coexist  with 
iron  deficiency  anemia,  the  serum  ferritin  con- 
centration may  not  be  reduced. 

Hemoglobin  A2  and  F quantitation  is  used  to 
confirm  the  presence  of  beta-thalassemia  trait, 
but  it  must  be  recalled  that  these  values  are  not 
increased  in  alpha-thalassemia  trait,  a diagnosis 
difficult  to  establish  by  means  of  laboratory  con- 
firmation. An  unexplained  anemia  of  chronic 
disease  warrants  an  erythrocyte  sedimentation 
rate,  and  possibly  tests  for  autoimmune  disorders 
such  as  an  antinuclear  antibody,  along  with  a 
search  for  hidden  malignancy.  Suspicion  of  thy- 
roid insufficiency  suggests  thyroid  function  tests. 

Perhaps  the  most  overused  laboratory  tests 
are  the  measurement  of  serum  Bi2  and  folate 
concentrations  which  are  commonly  done  almost 
as  a routine  evaluation  in  the  assessment  of  any 
anemic  patient  without  much  rhyme  or  reason. 
Their  use  should  be  limited  to  the  accurate  diag- 
nosis of  the  patient  with  megaloblastic  anemia. 
Indeed,  recent  reports  have  indicated  that  com- 
mercial kits  provided  for  the  measurement  of 
B12  levels  have  resulted  in  overestimations  in 
many  patients,  so  much  so  that  patients  with 

A somewhat  underused  test  in  the  evaluation 
pernicious  anemia  would  have  been  missed  if 


reliance  had  been  placed  only  upon  the  measure- 
ment of  serum  B)2  level. 

The  Schilling  test  is  also  not  without  its  dis- 
advantage, since  it  depends  on  an  adequate  urine 
collection,  normal  renal  function,  and  monitoring 
to  make  sure  that  stool  has  not  contaminated 
the  mine  sample.  It  should  also  be  pointed  out 
that  the  ileal  absorption  of  B,2  might  be  tempo- 
rarily impaired  in  classic  pernicious  anemia,  lead- 
ing to  an  abnormal  Stage  II  (with  intrinsic  fac- 
tor) as  well  as  Stage  I (without  intrinsic  factor) 
Schilling  test  until  after  several  months  of  treat- 
ment. With  these  reservations,  this  procedure 
is  useful  in  identifying  the  nature  of  Bi2  de- 
ficiency; in  cases  of  treated  pernicious  anemia, 
it  is  the  only  readily  available  clinical  test  for 
determining  whether  or  not  the  patient  actually 
has  pernicious  anemia,  since  serum  Bi2  levels 
as  well  as  peripheral  blood  and  bone  marrow 
morphology  would  be  normal  in  the  treated  state. 

A somewhat  underused  test  in  the  evaluation 
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FIGURE  3 

Normal  mean  adult  values  for  hemoglobin  level. 
(From  Walsh,  R.J.,  and  Ward  H.K.:  A Guide  to 
Blood  Transfusion.  Australian  Red  Cross  Society 
[N.S.W.  Division].  Blood  Transfusion  Service, 
Synney,  Appendix  1,  1957,  as  reprinted  in  de- 
Grunchy,  G.C.:  Clinical  Haematology  in  Medical 
Practice.  Oxford,  Blackwell  Scientific  Publica- 
tions, 4th  ed.  1978.) 
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of  the  patient  with  megaloblastic  anemia  is  the 
measurement  of  gastric  acidity  after  stimulation, 
the  presence  of  which  rules  out  classic  pernicious 
anemia  in  the  adult.  An  added  dividend  of  gas- 
tric analysis  is  the  opportunity  to  do  a cytologic 
examination.  Nonmegaloblastic  macrocytosis 
might  be  explained  on  the  basis  of  abnormal 
liver  function,  biliary  tract  obstruction,  or  a 
rather  significantly  elevated  reticulocyte  count. 
The  clinical  picture  of  aplastic  anemia  might 
also  explain  macrocytic  indices.  High  serum  iron 
and  low  serum  iron  binding  capacity  with  in- 
creased per  cent  saturation  are  found  in  ineffec- 
tive erythropoiesis,  so  characteristic  of  the  mega- 
loblastic anemias,  as  well  as  in  aplastic  erythro- 
poiesis. 

In  the  laboratory  evaluation  of  the  patient 
suspected  of  having  hemolytic  anemia,  chemis- 
tries may  or  may  not  have  shown  an  increased 
serum  bilirubin  and  LDH  to  highlight  suspicion 
in  this  direction.  LDH  isozymes  may  indicate 
whether  the  elevation  may  be  of  erythrocytic 
origin  (LDH-1,  LDH-2).  However,  that  the 
highest  levels  of  LDH,  often  with  values  over 
1000  units/dl  are  found  in  the  megaloblastic 
anemia  states  caused  by  intramedullary  hemo- 
lysis. Perhaps  the  most  sensitive  test  is  the 
measurement  of  serum  haptoglobin  concentra- 
tion, which  may  be  absent  in  the  presence  of 
hemolysis.  However,  a sample  drawn  soon 
after  the  administration  of  any  blood  transfusion 
will  likely  show  absent  haptoglobin  because 
of  the  small  quantity  of  hemolyzed  red  cells 
present  in  the  transfused  blood.  Haptoglobin 
is  an  acute  phase  reactant;  its  concentration  in- 
creases in  response  to  many  neoplastic  and  in- 
flammatory disease  states.  Thus,  finding  a nor- 
mal or  elevated  level  does  not  rule  out  the  co- 
existence of  a hemolytic  state. 

The  clinical  context  might  suggest  whether 
one  is  dealing  with  an  inherited  or  an  acquired 
hemolytic  condition.  If  the  patient  is  young  or 
belongs  to  an  ethnic  group  with  a high  frequency 
of  such  disorders,  inherited  conditions  should  be 
thought  of  first.  The  screening  test  for  glucose- 
6-phosphate  dehydrogenase  (G-6-PD)  defi- 
ciency, hemoglobin  electrophoresis,  and  a sickle 
cell  preparation  for  hemoglobinopathy  yield  rea- 
sonably high  dividends  in  black  patients. 


Older  adults,  especially  if  they  are  white,  are 
more  likely  to  have  acquired  hemolytic  condi- 
tions. There  is  a long  list  of  causes  of  acquired 
hemolytic  anemia,  and  sometimes  the  clinical 
context  immedately  provides  the  explanation. 
However,  when  this  is  not  true,  one  should  think 
of  autoimmune  hemolytic  anemia  and  obtain  a 
Coombs’  test.  The  Coombs’  test,  ordinarily 
done  with  a broad-spectrum  antiserum,  is  sensi- 
tive to  the  presence  of  both  warm  and  cold  anti- 
bodies; it  will  detect  either  IgG  or  complement 
on  the  red  cell  surface.  A positive  Coombs’  test 
warrants  further  evaluation  with  cold  agglutinin 
test  and  possibly  the  use  of  narrow  spectrum 
Coombs’  sera  to  more  precisely  identify  the 
character  of  the  hemolytic  anemia  one  is  dealing 
with.  The  Coombs’  test  may  be  positive  in  the 
absence  of  significant  hemolysis.  If  the  patient 
is  on  a medication  that  might  cause  oxidative 
hemolysis,  such  as  a sulfonamide  derivative,  in- 
spection of  the  peripheral  blood  film  for  the 
presence  of  “bitten  out”  cells,  distorted  sphero- 
cytes,  Heinz  bodies,  a methemoglobin  level,  and 
an  assessment  for  deficient  enzymes  or  unstable 
hemoglobin  might  be  in  order.  If  significant 
intravascular  hemolysis  is  suspected,  one  ob- 
serves the  plasma  for  the  presence  of  hemoglobin 
and  the  urine  for  both  free  hemoglobin  and 
hemosiderin. 

The  decision  whether  or  not  to  perform  a 
bone  marrow  examination  should  be  made  at 
this  stage  of  the  evaluation  and  often  should 
actually  precede  the  consideration  of  the  other 
laboratory  tests.  When  the  procedure  is  done 
skillfully,  it  is  essentially  without  discomfort  or 
risk.  This  is  especially  true  since  the  posterior 
iliac  crest  has  become  preferred  for  bone  mar- 
row aspiration  rather  than  the  sternum.  The 
ease  with  which  the  procedure  is  done  depends 
upon  the  skill  of  the  operator,  but  with  gentle 
cutaneous  anesthesia  and  a reassured  patient, 
the  task  can  be  accomplished  with  minimal  pa- 
tient complaint. 

As  with  any  other  test,  whether  or  not  to  pro- 
ceed to  a bone  marrow  aspiration  is  a matter 
of  clinical  judgment,  but  some  ground  rules 
might  be  laid.  The  test  is  more  apt  to  be  re- 
warding when  the  cause  of  the  anemia  is  not 
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clear  after  examination  of  the  patient  and  of 
the  initial  peripheral  blood  counts  and  mor- 
phology. Macrocytosis,  other  peculiarities  of  red 
cell  size  and  shape,  and  abnormal  white  cell  or 
platelet  counts  favor  doing  this  procedure.  Sus- 
picion of  an  underlying  neoplastic  condition, 
such  as  leukemia,  multiple  myeloma,  or  meta- 
static carcinoma  involving  the  bone  marrow,  is 
a further  indication.  Staining  the  bone  marrow 
aspirate  for  iron  is  a rapid  and  accurate  way  of 
ascertaining  whether  or  not  the  patient  is  iron 
deficient.  It  is  particularly  useful  in  distinguish- 
ing the  anemia  of  chronic  disease  from  iron  de- 
ficiency. On  the  other  hand,  the  routine  case 
of  iron  deficiency,  the  clearly  explained  chronic 
disease  anemia,  the  patient  with  uncomplicated 
thalassemia  trait  or  hemoglobinopathy,  all  repre- 
sent situations  in  which  the  bone  marrow  ex- 
amination is  usually  of  no  benefit.  In  almost 
every  instance  in  which  a bone  marrow  aspira- 
tion is  done,  it  is  worthwhile  to  submit  a clotted 
specimen  of  the  bone  marrow  to  the  pathology 
department  for  staining  of  the  fixed  clot  with 
hematoxylin  and  eosin  and  other  appropriate 
stains.  When  this  is  done,  a patient  with  unsus- 
pected non-Hodgkin’s  lymphoma,  miliary  tuber- 
culosis, or  cancer  may  be  discovered.  These  are 
frequently  not  evident  in  the  routine  aspiration 
examined  on  stained  marrow  smears. 

Percutaneous  needle  biopsy  of  the  bone  may 
be  done  in  addition  to  aspiration.  This  is  par- 
ticularly useful  in  the  staging  of  Hodgkin’s  dis- 
ease, in  the  diagnosis  of  metastatic  cancer,  mye- 
lofibrosis, or  aplastic  anemia,  or  in  the  evalua- 
tion of  any  marrow  aspirate  yielding  a “dry  tap.” 
We  have  recently  observed  several  examples  in 
which  culture  of  the  bone  marrow  aspirate  con- 
firmed the  diagnosis  of  miliary  tuberculosis  in 
patients  with  fevers  of  unknown  origin.  In  sum- 
mary, the  bone  marrow  evaluation  is  of  use  in 
the  diagnosis  of  a wide  variety  of  primary  bone 
marrow  disorders  as  well  as  of  other  conditions 
that  secondarily  affect  this  tissue.  The  decision 
whether  or  not  to  proceed  with  a bone  marrow 
study  should  be  made  very  early  in  the  evalua- 
tion of  the  patient. 

Clinical  Axioms 

Individual  types  of  anemia  cannot  be  discussed 
in  detail  here,  but  I should  like  to  present  a few 


useful  guidelines  to  keep  in  mind  in  dealing 
with  the  anemic  patient.  First,  iron  deficiency 
anemia  is  never  related  to  diet  alone.  True, 
dietary  intake  of  iron  may  not  be  sufficient  to 
keep  up  with  the  increased  iron  requirements 
posed  by  growth  during  infancy,  adolescence,  or 
pregnancy,  or  by  increased  blood  loss  in  the 
urine,  menses,  or  stools.  Even  though  it  may 
not  always  be  easily  possible  to  document  sig- 
nificant blood  loss  in  adults,  this  loss  probably 
has  been  present,  perhaps  minimally  over  a 
period  of  many  years  and  occurring  on  and  off. 
While  any  adult  male  or  postmenopausal  female 
found  to  be  iron  deficient  warrants  a thorough 
examination  of  the  entire  gastrointestinal  tract  to 
identify  the  site  of  blood  loss,  it  is  not  necessary 
routinely  to  submit  the  two-year-old,  the  ado- 
lescent, or  the  young  adult  woman  with  heavy 
menstrual  flow  or  multiple  pregnancies  to  the 
bother  and  cost  of  this  evaluation,  unless  a sus- 
picion arises  that  such  study  would  be  reward- 
ing. 

There  is  a common  category  of  anemia  that 
might  be  called  “nonspectacular  anemia,”  identi- 
fied by  the  following  criteria:  normal  or  almost 
normal  red  cell  morphology  and  red  cell  indices, 
exclusion  of  iron  deficiency  anemia  by  appropri- 
ate laboratory  tests  and  possibly  bone  marrow 
examination  stain  for  iron,  and  a lack  of  obvious 
explanation  for  the  anemic  state.  Nonspectacular 
anemia  falls  into  two  subclasses.  The  first  is  due 
to  occult  chronic  disease,  either  neoplastic  or  in- 
flammatory, and  is  characterized  by  low  serum 
iron,  a low  iron-binding  capacity,  a reduced 
saturation  in  the  range  of  10  to  25%,  and  usually 
an  elevated  sedimentation  rate.  Further  studies 
might  bring  to  light  the  presence  of  an  occult 
neoplasm  or  a hitherto  undiagnosed  connective 
tissue  disorder,  such  as  systemic  lupus  erythema- 
tosus or  polymyalgia  rheumatica.  The  second 
type  of  nonspectacular  anemia  is  characterized 
by  a normal  serum  iron,  normal  iron-binding 
capacity,  and  normal  percent  saturation  of  the 
iron-binding  protein.  Sedimentation  rate  is  nor- 
mal. These  features  are  suggestive  of  the  anemia 
ism.  A significant  percentage  of  hypothyroid 
patients  are  detected  because  they  are  found  to 
have  mild  anemia. 

The  terms  macrocytic  and  megaloblastic  are 
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often  but  incorrectly  used  interchangeably.  Not 
all  macrocytic  anemias  are  megaloblastic.  The 
features  of  megaloblastic  anemia  include  aniso- 
cytosis,  oval  macrocytosis,  hypersegmentation  of 
polys,  and  characteristic  megaloblastic  changes 
in  the  bone  marrow  aspirate.  Perhaps  the  most 
common  cause  of  a mild  increase  in  the  mean 
corpuscular  volume  without  megaloblastosis  is 
chronic  liver  disease.  Reticulocytosis  also  may 
be  associated  with  an  increased  mean  corpus- 
cular volume.  Acquired  idiopathic  sideroblastic 
anemia  is  usually  macrocytic,  even  though  the 
peripheral  blood  film  characteristically  shows  a 
minor  population  of  microcytic  hypochromic  ery- 
throcytes. The  bone  marrow  examination  show- 
ing large  numbers  of  ring  sideroblasts  gives  the 
diagnosis  and  indicates  the  near  certainty  of 
refractoriness  to  treatment.  Patients  on  chemo- 
therapy for  neoplastic  states  also  commonly  show 
an  increased  mean  corpuscular  volume  as  a re- 


sult of  the  action  of  the  chemotherapeutic  agent 
on  the  bone  marrow. 

Refractory  anemias  are  rather  common  in  pa- 
tients in  the  older  age  group.  These  comprise 
a variety  of  conditions  that  are  usually  macro- 
cytic or  normocytic,  sometimes  associated  with 
a significant  increase  in  bone  marrow  myelo- 
blasts, ring  sideroblasts,  or  myelomonocytic  pro- 
liferation. These  refractory  anemias,  previously 
referred  to  as  “preleukemia,”  are  now  called 
myelodysplastic  syndromes.  Most  of  them  re- 
main stable  or  demonstrate  progressive  bone 
marrow  failure  rather  than  conversion  to  overt 
acute  leukemia,  which  takes  place  only  about 
10%  of  the  time.  For  this  reason  use  of  the  term 
preleukemia  is  discouraged.  At  any  rate,  the 
anemias  found  in  this  category  of  syndromes 
are  notoriously  refractory  to  treatment,  some- 
times requiring  transfusional  support.  Others 
are  stable  and  require  no  particular  treatment. 
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In  Brief 

Third  Annual  The  THIRD  ANNUAL  REGIONAL  TEACHING  DAY  ON  ALCOHOLISM, 
Teaching  Day  presented  by  Chit  Chat  Foundation,  Wernersville,  Pennsylvania,  will  be  held 
on  Alcoholism  on  September  22,  1982.  This  full  day  program  is  designed  for  health  care  pro- 
fessionals, including  physicians  who  specialize  in  family  practice,  internal  medi- 
cine, or  psychiatry.  As  an  organization  accredited  to  provide  continuing  medical 
education,  the  American  Medical  Society  on  Alcoholism  certifies  that  this  offering 
meets  the  criteria  for  six  hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  This  program  is  acceptable  for 
six  prescribed  hours  by  the  American  Academy  of  Family  Physicians.  Contact: 
Robert  D.  O’Connor,  M.D.,  Medical  Director,  Chit  Chat  Foundation,  Werners- 
ville, Pennsylvania  19565;  (215)  678-2332. 

1983  Young  Applications  for  the  1983  YOUNG  INVESTIGATORS’  AWARDS  must  be  sub- 
investigators' mitted  to  the  American  College  of  Cardiology  by  November  1,  1982.  The  pro- 
Awards  gram  is  open  to  any  physician  or  scientist  who  is  presently  in  a residency  or 
Fellowship  training  program  or  who  has  been  in  such  a program  within  the  past 
three  years,  and  to  medical  students  and  Ph.D.  candidates.  For  information, 
contact:  American  College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda, 
Maryland  20814;  (301)  897-5400. 


Tutorials  in  The  Johns  Hopkins  University  School  of  Medicine,  Department  of  Radiology, 
Interventional  is  sponsoring  TUTORIALS  IN  INTERVENTIONAL  RADIOLOGY  AND  DSA, 
Radiology  April  28-30,  1983,  in  Baltimore.  This  course  is  designed  to  give  on-line  demon- 
and  DSA  strations  of  techniques  in  biliary  stenting,  embolotherapy,  and  transluminal  angio- 
plasty. AMA  Category  I credits  will  be  available;  application  for  other  ap- 
propriate credits  has  been  submitted.  Registration  fee:  $275  for  physicians; 
$150  for  residents,  nurses,  and  technologists.  Contact:  Carlita  M.  Kearney, 
Program  Coordinator,  Office  of  Continuing  Medical  Education,  720  Rutland 
Avenue,  Room  19  Turner,  Baltimore,  Maryland  21205;  (301)  955-3168. 
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In  Brief 

Cancer  Invasion  CANCER  INVASION  AND  METASTASIS  is  the  topic  of  the  36th  Annual  Sym- 
and  Metastasis  posium  on  Fundamental  Cancer  Research  to  be  held  in  Houston  at  the  Shamrock 
Hilton  Hotel,  March  1-4,  1983.  The  symposium  will  consider  recent  develop- 
ments in  the  biology  of  tumor  metastasis  formation  and  investigate  the  possible 
contributions  of  these  developments  to  cancer  treatment.  Contact:  Office  of 
Conference  Services,  Box  18,  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Avenue,  Houston,  Texas  77030;  (713)  792-2222 
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ANNUAL  MEETING 


It  wall  soon  be  time  again  for  the  Annual 
Meeting  of  the  Medical  Society  of  Delaware.  I 
want  to  stress  to  you  how  important  this  meeting 
is  for  the  Society  as  well  as  for  its  members.  I 
urge  you  to  attend  all  or  as  much  as  you  can 
of  the  business,  scientific,  and  social  events.  A 
great  deal  of  planning  has  gone  into  making  this 
193rd  Annual  Meeting  a worthwhile  experience. 

The  business  segment  of  the  meeting  wall  be 
held  at  the  Delaware  Academy  of  Medicine 
Building.  The  Reference  Committees  will  meet  at 
10  A.M.  to  discuss  the  issues  which  wall  come 
before  the  House  of  Delegates  Friday  afternoon 
at  1:30  P.M.  It  is  important  for  all  members, 
not  only  delegates,  to  participate  in  the  dis- 
cussions of  the  Reference  Committees  so  that 
the  recommendations  made  will  reflect  the  input 
of  all  members.  The  Society  is  faced  wdth  sev- 
eral major  concerns,  and  the  participation  of  all 
members  is  needed  to  give  their  ideas  and  views 
on  the  issues  affecting  the  Society’s  membership. 
The  President  of  the  AMA  and  the  presidents 
of  the  medical  societies  of  Delaware’s  surround- 
ing states,  Maryland,  New  Jersey  and  Pennsyl- 
vania, have  been  invited  to  attend  our  meeting. 
This  continues  a tradition  of  reciprocal  invita- 
tions among  our  four  states.  Our  problems  and 
concerns  are  similar,  and  it  is  stimulating  and 
educational  to  share  ideas  and  experiences  with 
others. 


The  events  planned  for  Saturday,  November 
20th,  will  be  held  at  the  Hotel  duPont.  The  day 
will  begin  wdth  the  Twelfth  Annual  Prayer 
Breakfast  to  be  held  in  the  Christiana  Room. 
An  inspirational  non-denominational  program 
will  be  presented  by  the  Medicine  and  Religion 
Committee. 

Our  Program  Committee  has  assembled  in- 
teresting and  educational  topics  for  the  Scien- 
tific Session.  The  theme  of  the  program  is  “New 
Frontiers  in  Clinical  Medicine.”  Topics  chosen 
are  “Computers  in  Clinical  Patient  Care,”  “Bio- 
electricity in  Orthopaedics,”  “Dynamic  Spatial 
Reconstruction,”  “Little  People  of  America,”  and 
“Nuclear  Magnetic  Resonance.”  Certainly  this 
program  offers  something  for  everyone.  We  are 
honored  to  have  such  distinguished  speakers 
both  from  our  local  area  and  oth^r  parts  of  the 
country.  Attendees  at  the  Scientific  Sessions 
will  be  entitled  to  CME  credit.  There  will  also 
be  Scientific  Exhibits  and  a Physicians’  Art  Ex- 
hibit. Avail  yourself  of  the  opportunity  to  ap- 
preciate the  talents  of  some  of  our  members. 

Our  luncheon  speaker  wall  be  Mr.  Richard  J. 
Woodward  of  the  DuPont  Company’s  Public 
Affairs  Department.  His  topic  will  be  “The 
Solar  Challenge.” 

The  culmination  of  our  Annual  Meeting  will 
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be  the  social  function  to  be  held  on  Saturday 
evening  in  the  Gold  Ballroom.  Our  Annual 
Banquet  will  begin  at  6:30  P.M.  The  tradi- 
tional Awards  Presentation  and  entertainment 
arranged  by  the  Kent  County  delegates  will 
enhance  the  dining  and  dancing  planned  for 
that  evening.  The  newly  elected  officers  will 
also  be  introduced. 

We  have  usually  had  good  attendance  at  our 
Annual  Meetings,  but  I hope  this  year’s  meeting 
will  be  especially  well-attended.  It  is  the  one 
opportunity  during  the  year  for  members  and 
their  spouses  to  come  together  for  educational, 
business,  and  social  functions.  I hope  that  you 
will  consider  the  time  to  attend  this  meeting  to 
be  a valued  personal  and  educational  experience. 
I look  forward  to  seeing  you  all  in  Wilmington. 

Rafael  A.  Zaragoza,  M.D. 


AIRPORT  SHUTTLE  SERVICE,  inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 


Authorized  Ground  Transportation  for  all  Major  Airline t 

LIMOUSINES 
TO  OR  FROM 

PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
Your  Home-Office-Hotel-Motor  Lodge  . . . 

FOR  RESERVATIONS  OR  INFORMATION 

(302)  655-8878 


Come  meet  our  people. 


they’re 

only 

human. 


With  today’s  life  becoming  so  impersonal  and  being 
governed  by  so  many  rules  and  regulations,  some- 
times you  just  need  someone  to  talk  to.  That’s  why 
we  insist  that  all  our  staff  members  be  friendly,  genuine 
people,  with  the  same  feelings  and  sensitivities  expe- 
rienced by  other  humans.  When  you  come  in  to  ask 
about  a home  mortgage  loan,  IRA,  Now  interest  check- 
ing, regular  checking,  savings  plans  or  any  high  rate 
fixed  term  certificate,  none  of  us  will  bite  you,  nor  will 
we  run  you  through  a data  processing  machine.  We’ll 
talk  with  you,  get  your  ideas,  give  you  a little  advice  if 
you  need  it,  smile  and  try  to  help  you  any  other  way 
we  can — because  we’re  all  human,  and  we  understand. 


Visit  any  of  our  convenient  banking  offices. . . 
Wilmington  658-6881  • Dover  674-3214 


Member  F D I C 


HRTISfinS’ 

SHVinGS  BflriK 


9th  & Tatnall  Sts  . Wilmington  • Concord  Mall. 
Midway.  Polly  Drummond.  & Graytyn  Crest 
Shopping  Centers  • Dover.  Del 


550 


Del  Med  Jrl,  Oct  1982— Vol  54,  No  10 


elaware 

%/U  flornd 


OCTOBER,  1982 
VOLUME  54 
NUMBER  10 


DELAWARE'S  HEREDITARY  METABOLIC  DISORDERS 
INFANT  SCREENING  PROGRAM 


Usha  B.  Reddy,  M.D. 


Several  years  ago,  the  Maternal  and  Child 
Health  Office  of  the  Division  of  Public  Health 
expanded  its  statewide  Phenylketonuria  (PKU) 
Screening  Program  into  a statewide  Hereditary 
Metabolic  Disease  Screening  Program  (HMD). 
The  new  expanded  ( HMD ) program,  which  be- 
gan on  January  1,  1979,  includes  screening  for 
hypothyroidism,  galactosemia,  Maple  Syrup 
Urine  Disease  (MSUD),  and  homocystinuria,  as 
well  as  PKU. 

The  perceived  need  for  an  expanded  screen 
was  based  on  the  following  facts:  1)  Various 
metabolic  disorders  affecting  a significant  num- 
ber of  children  are  treatable  if  identified  prompt- 
ly. 2)  A program  of  timely,  universal  testing, 
diagnosis,  and  management  can  spare  children 
and  parents  the  burden  of  costly  lifetime  im- 
pairment and  possible  institutionalization.  3) 
Comprehensive  testing  should  be  available  to  all 
newborn  infants  in  Delaware. 

The  United  States  General  Accounting  Office 
(GAO)  reported  that  a national,  well  organized, 
and  automated  system  for  detecting  PKU  and 
the  lifetime  treatment  of  afflicted  individuals  so 
identified  would  cost  about  $3.3  million  a year. 

Dr.  Reddy  is  Director  of  Maternal  and  Child  Health  Services 
and  Crippled  Children’s  Services  for  the  Department  of  Healh 
and  Social  Services,  State  of  Delaware. 


Such  detection  and  treatment  could  prevent 
about  270  cases  of  mental  retardation  and  thus 
avoid  spending  $189  million  annually  for  the 
treatment  and  care  of  individuals  who  without 
early  diagnosis  and  treatment  would  become 
mentally  retarded.  The  GAO  also  estimated 
that  adding  screening  and  treatment  of  six  addi- 
tional metabolic  disorders  would  increase  the 
costs  of  an  expanded  program  to  $18.5  million 
a year,  but  would  prevent  as  many  as  305  cases 
of  mental  retardation  and  increase  potential 
savings  to  approximately  $437  million. 

The  findings  in  Delaware  appear  to  be  as 
expected  from  the  national  incidence  of  these 
conditions.  (Table  1) 

Discussion 

Screening  newborn  infants  for  the  presence 
of  hypothyroidism  is  simplified  by  the  fact  that 
T4  levels  are  transiently  elevated  postpartum. 
However,  T4  levels  are  expected  to  be  lower  in 
premature  infants  or  infants  that  are  ill.  Cen- 
ters having  a high  population  of  premature  or 
sick  infants  would  therefore  be  expected  to  have 
an  increased  number  of  false  positive  screening 
tests  for  hypothyroidism.  With  the  resolution 
of  the  illness  or  growth,  the  thyroid  function 
tests  usually  return  into  the  normal  range.  The 
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euthyroid  sick  syndrome  has  been  described  by 
Drs.  Fisher  and  Kline  in  sick  newborns.  In  this 
syndrome,  abnormalities  of  thyroid  function  ap- 
pear to  be  the  result  of  nonthyroidal  illness  on 
various  aspects  of  thyroid  metabolism.  “In  ill 
premature  infants  the  (normal)  increase  in 
serum  T4  concentration  may  be  blunted  after 
delivery  and  T4  levels  may  remain  lower  than 
those  in  well  premature  infants  . . . The  mecha- 
nism for  the  low  T4  levels  sometimes  observed 
in  these  infants  is  not  clear.  Serum  concentra- 
tions of  thyroxine-binding  globulin  have  been 
reported  to  be  normal  or  low.  Free  thyroxine 
concentrations  . . . probably  are  normal  for  the 
fetal  age  in  most  infants,  and  serum  TSH  con- 
centrations are  not  elevated.”1  The  authors 
think  that  there  may  be  an  inhibitor  of  T4  bind- 

TABLE  1 


National  Frequency  of  Occurrence 


Hypothyroidism 

Phenylketonuria 

(PKLJ) 

Galactosemia 
Maple  Syrup  Urine 
Disease  (MSUD) 
Homocystinuria 

1:5,000 

1:10,000 

1:40,000 

1:175,000 

1:245,000 

1981 

1980 

1979 

Total  Number  of  Births 
in  Delaware 

9,443 

9,554 

9,182 

Total  Number  of  Infants 
Screened 

9,390 

9,427 

9,117 

Percent  of  Infants 
Screened 

99.4% 

98.6% 

99.2% 

Abnormalities  Detected  in  HMD  Program 

1981 

1980 

1979 

Hypothyroidism 

1 

1 

2 

Phenylketonuria 

(PKU) 

0 

4* 

1 

Galactosemia 

0 

0 

1 

Maple  Syrup  Urine 
Disease  (MSUD) 

0 

0 

1 

Homocystinuria 

0 

0 

0 

Thyroid  Binding  Glo- 
bulin (TBG)  Defici- 
ency (Incidental 
finding) 

1 

1 

1 

*Two  had  elevations  over  20  mg/dl 

ing  to  thyroxine-binding  globulin,  as  is  seen  in 
adults  with  the  euthyroid  sick  syndrome. 

Thyroxine  Binding  Globulin  Deficiency 

This  is  an  incidental  finding  which  does  not 
require  treatment.  The  incidence  is  reported  to 
be  one  in  14,000  newborns.  A presumptive 
diagnosis  can  be  made  on  the  basis  of  an  ele- 
vated T3  resin  uptake,  in  conjunction  with  a low 
serum  T4  and  a normal  free  T4  and  TSH  level. 
The  diagnosis  is  confirmed  by  documenting 
a low  TBG  level  by  radioassay. 

During  1981,  60  infants  were  found  to  have 
a low  T4  level  with  a normal  TSH.  These  60 
infants  had  normal  thyroid  hormone  levels  when 
repeat  testing  was  carried  out.  Possible  reasons 
for  finding  a low  T4  level  are: 

1.  Transiently  low  T4  or  lab  error. 

2.  Low  birth  weight,  premature,  or  sick  in- 
fant. A low  T4  and  normal  TSH  level  are 
frequently  observed  in  this  situation.  The 
T3  resin  uptake  is  usually  normal  to  ele- 
vated. Eventually  the  T4  level  increases  to 
normal.  Treatment  with  thyroid  hormone 
is  not  indicated. 

3.  Thyroid  binding  globulin  (TBG)  defici- 
ency. If  the  T4  is  low  in  conjunction  with 
an  elevated  T3  resin  uptake,  and  the  baby 
is  otherwise  healthy,  TBG  deficiency  should 
be  suspected  and  appropriate  laboratory 
determinations  obtained. 

4.  Primary  hypothyroidism.  A low  T4,  low 
T3  resin  uptake,  and  elevated  TSH  is  seen. 
Treatment  is  with  thyroid  hormone  re- 
placement. 

5.  Hypothyroidism  secondary  to  hypothalamic- 
pituitary  disease.  This  least  likely  of  the 
alternatives  would  be  suspected  if  the  T4 
remains  low  on  several  determinations  with 
a low  free  T4  and  TSH  level. 

Appropriate  Time  for  Obtaining  Specimens 

A constantly  debated  topic  is  the  appropriate 
time  for  obtaining  laboratory  determinations.  As 
the  time  of  discharge  from  the  nursery  becomes 
progressively  earlier,  at  24  to  48  hours  of  age 
and  in  some  cases  less  than  24  hours  of  age,  it 
has  become  more  important  to  determine  how 
early  a specimen  can  be  obtained  and  still  have 
validity.  Recent  data  from  both  the  State  Uni- 
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versity  of  New  York  at  Buffalo  and  from  the 
Massachusetts  State  Laboratory  suggest  that 
phenylalanine  levels  are  equal  to  or  greater 
than  the  minimum  suspect  level  of  4mg/dl  in 
virtually  all  patients. 

In  regard  to  the  subject  of  early  discharge, 
the  Massachusetts  State  Laboratory  proclaimed, 
“It  is  essential  that  a newborn  blood  specimen 
be  obtained  before  the  baby  leaves  the  hospital 
regardless  of  when  discharge  occurs.”  They  felt 
that  metabolic  disorders  could  be  detected  in  a 
blood  specimen  obtained  during  the  first  day  or 
two  of  life,  and  recommended  obtaining  a repeat 
specimen  if  the  initial  test  was  done  before  48 
hours  of  age. 

The  Committee  on  Fetus  and  Newborns  ad- 
dressed the  problem  of  “in  and  out  deliveries.”2 
However,  it  was  ambiguous  on  the  question  of 
whether  such  infants  should  be  screened  rou- 
tinely at  the  time  of  discharge.  But  the  Com- 
mittee on  Genetics  of  the  American  Academy  of 
Pediatrics  stated  that  all  infants  regardless  of 


age  should  be  screened  at  discharge  from  the 
nursery.  The  committee  further  recommended 
that  infants  screened  before  24  hours  of  age 
should  be  rescreened  before  two  weeks  of  age.3 

Based  on  various  studies,  recommendations,  and 
existing  procedures,  Delaware  has  adopted  the 
following  policies  regarding  the  above  subject: 
A blood  specimen  should  be  obtained  as  close 
as  possible  to  discharge  from  the  nursery  in  all 
infants,  to  assure  that  every  infant  gets  at  least 
one  test.  Infants  screened  before  24  hours  of 
milk  feeding  should  be  rescreened  in  two  weeks. 
If  necessary,  they  may  be  referred  to  public 
health  units  or  home  visits  may  be  made  by  pub- 
lic health  nurses  to  obtain  the  appropriate  labo- 
ratory specimen. 
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...and  you  owe  it  to  yourself  to  compare! 
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PH1CO  Group  provides  coverage  to  over  5,600  physicians. 

You  should  be  looking  at  Pennsylvania  Casualty  Company  if  you’re  interested  in: 
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experience  in  the  health  care,  legal,  and  professional  liability 
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tion of  the  costs  of  malpractice  insurance,  and  a reduction  in 
the  incidence  of  malpractice  occurrences. 

Professional  liability  coverage  through  Pennsylvania  Casualty  Company  is  now 
being  offered  to  physicians  in  Delaware  on  a claims-made  basis.  We  strongly 
believe  that  the  claims-made  method  provides  more  stability  for  medical  malprac- 
tice insurance  pricing  and  offers  definite  cash-flow  advantages  to  policyholders. 

For  more  information,  contact  your  personal  insurance  agent  or  call  us  directly. 
You  owe  it  to  yourself  to  compare  our  coverage,  price  and  quality! 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


A NEW  DIRECTOR  OF  PEDIATRICS  FOR  THE 
WILMINGTON  MEDICAL  CENTER 

The  Wilmington  Medical  Center  recently  ap- 
pointed a Search  Committee  to  select  a new 
Director  of  the  Department  of  Pediatrics.  The 
caliber  of  the  applicants  could  not  have  been 
more  attractive.  The  majority  of  candidates 
could  well  have  been  interviewing  for  the  posi- 
tion of  chairman  of  the  department  of  pediatrics 
in  any  medical  school  in  this  country.  This  is  a 
tribute  to  the  members  of  our  pediatric  com- 
munity and  to  the  superb  level  of  care  they  ren- 
der. It  is  certainly  also  a tribute  to  the  legacy 
of  Dr.  Herman  Rosenblum,*  its  retiring  Direc- 
tor, now  Director  Emeritus  of  the  Department 
of  Pediatrics.  Finally,  it  a reflection  of  the 
sophistication  of,  as  well  as  the  caring  atmos- 
phere at,  the  Wilmington  Medical  Center. 

The  Department  of  Pediatrics  has  a strong 
foundation  in  its  physicians  who  practice  general 
pediatrics  in  our  community.  There  are  also 
extremely  well  trained  representatives  of  the 
medical  subspecialties  in  pediatrics  and  two  ex- 
ceptional pediatric  surgeons.  Genetic  Services 
are  headed  by  the  internationally  respected  Dr. 
Digamber  Borgaonkar.  Renewed  interest  and 
expertise  in  expanding  pediatric  psychiatry  ser- 
vices loom  on  the  horizon. 

A rare  jewel  in  the  Department  of  Pediatrics 
who  received  special  attention  from  each  candi- 
date was  Dr.  Katherine  Esterly.  Many  of  the 
candidates  were  affiliated  with  obstetrical  ser- 
vices at  their  institutions,  services  which  deliver 
only  a third  to  half  of  the  number  of  babies 
born  each  year  at  the  Wilmington  Medical  Cen- 
ter. Yet,  those  centers  often  had  three  or  four 
neonatologists  and  neonatal  fellows.  Dr.  Es- 
terly, backed  by  a superb  staff  at  the  Neonatal 
Intensive  Care  Unit,  has  consistently  performed 


equal  to  or  superior  to  the  best  University  Neo- 
natal Intensive  Care  Units  in  this  country. 

In  January,  1983,  Dr.  Michael  E.  Norman  will 
become  the  Director  of  the  Department  of  Pedi- 
atrics at  the  Wilmington  Medical  Center.  Dr. 
Norman  is  Director  of  the  Section  of  Nephrology 
at  the  Children’s  Hospital  of  Philadelphia,  and 
a nationally  recognized  authority  in  kidney  dis- 
eases of  children.  He  is  particularly  respected 
by  his  residents  and  peers  for  his  marvelous 
teaching  skills,  as  well  as  his  outstanding  clinical 
competency.  In  replacing  Dr.  Herman  Rosen- 
blum,  Dr.  Norman  faces  a formidable  challenge. 
He  is  taking  over  a department  of  marked  ac- 
complishment, but  with  even  greater  potential 
for  the  future. 

Jeffry  I.  Komins,  M.D. 

*Dr.  Herman  Rosenblum  died  September  28,  1982. 

SEX  THERAPY:  AN  UPDATE 

In  a society  obsessed  with  sex,  is  the  medical 
profession  being  pressured  also  to  become  ob- 
sessed? Traditionally,  the  physician  has  been 
the  first  person  to  whom  the  distressed  patient 
has  appealed  for  help  with  sexual  difficulties;  as 
patients  feel  freer  to  express  concerns  about  sex- 
uality, they  will  approach  us  more  often. 

Additionally,  physicians  are  aware  of  the  com- 
monly known  sexual  side  effects  of  medications 
which  have  been  prescribed  for  many  years. 
However,  as  we  prescribe  more  and  more  sophis- 
ticated new  drugs,  there  will  be  an  increase  in 
side  effects  that  we  have  not  been  trained  to 
look  for  or  ask  about.  Recent  editions  of  the 
PDR  have  not  mentioned  the  low  but  definite 
incidence  of  impotence  with  a drug  as  widely 
prescribed  as  propranolol.  In  fact,  my  experi- 
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ence  has  led  me  to  the  conclusion  that  any  drug, 
especially  any  with  C.N.S.  action,  should  be 
suspected  in  any  new  sexual  symptom. 

There  is  also  the  circular  problem  of  the  phy- 
sician not  wanting  to  suggest  side  effects  to  the 
patient  and  the  patient  not  knowing  enough 
about  side  effects  to  mention  the  onset  of  a new 
sexual  difficulty.  One  answer  to  this  dilemma 
is  to  routinely  ask  a single  general  question 
about  sexual  activity  as  part  of  the  initial  work- 
up, then  later,  as  part  of  the  routine  follow-up, 
there  can  be  a simple  question  as  to  whether 
there  has  been  any  change  in  sexual  activity. 

In  my  24  years  of  practice,  there  has  been  an 
interesting  change  in  the  presenting  symptoms 
of  sexual  disorders.  Although  impotence  and 
premature  ejaculation  remain  approximately  the 
same  and  decreased  libido  may  be  more  com- 
mon, women  now  complain  much  more  fre- 
quently of  not  wanting  to  engage  in  sexual  ac- 
tivity with  their  partners  as  opposed  to  not  being 
able  to  function  satisfactorily.  Female  homo- 
sexuals in  conflict  also  are  seen  more  frequently. 

As  is  happening  in  many  other  fields  tradi- 
tionally associated  with  medicine,  many  differ- 
ent therapies  and  therapists  are  now  available 
to  patients  with  presenting  symptoms  of  sexual 
dysfunction.  In  addition  to  the  use  of  standard 
medications,  the  therapies  include  standard  and 
modified  Masters-Johnson  approaches,  classical 
and  newer  models  of  hypnotherapy,  and,  along 
with  the  latter,  “neurolinguistic  programming.” 
For  an  overall  understanding  by  the  therapist 
and  for  difficult  and/or  complex  situations, 
there  are  the  psychodynamic  approaches. 


The  different  kinds  of  therapists  range  on  a 
continuum.  There  are  various  “counselors”  of 
different  backgrounds  and  disciplines,  who 
have  taken  sex  therapy  courses  of  varying  dura- 
tions. Some  social  workers  and  psychologists 
have  achieved  a good  level  of  competence  in  one 
of  the  simpler  approaches.  Some  physicians, 
especially  gynecologists  and  urologists,  have 
achieved  a very  high  level  of  competence  within 
their  own  field  of  special  expertise.  There  are 
some  board  certified  psychiatrists  with  a general 
background  in  psychotherapy  and  at  least  a 
basic  competence  in  all  or  most  of  the  therapies 
applicable  to  sexual  dysfunction  who  can  ap- 
praise the  presenting  symptom  in  its  total  con- 
text and  deal  with  this  symptom  on  whatever 
level  is  appropriate  to  a particular  patient.  A 
significant  number  of  patients  referred  to  me 
have  already  had  an  unsuccessful  trial  of  ther- 
apy limited  to  one  approach. 

As  is  often  the  case  with  expanding  interest 
in  any  field,  there  is  now  some  discussion  of 
establishing  a separate  formal  subspecialty  of 
sexual  medicine.  In  my  opinion,  this  may  not 
be  the  wisest  course  at  present. 

Gregory  Sarmousakis,  M.D. 

& as  % 

FELDENE  ® ORAFLEX®  AND  BEYOND 

There  has  been  a great  deal  of  publicity  re- 
garding piroxicam  (Feldene,  Pfizer)  and  beno- 
xaprofen  (Oraflex,  Lilly),  two  new  nonsteroidal 
antiinflammatory  drugs  recently  approved  for 
use  in  rheumatoid  and  osteoarthritis  by  the  Food 
and  Drug  Administration. 
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Both  drugs  have  unusually  long  half-lives  and 
therefore  need  be  taken  only  once  daily.  Oraflex 
is  available  as  a 400  or  600  mg  tablet.  The 
recommended  dose  is  600-1000  mg,  except  in 
elderly  patients  where  400  mg  is  more  appropri- 
ate. Feldone  is  available  in  10  and  20  mg  cap- 
sules which  can  be  taken  10  mg  bid  or  20  mg 
daily.  The  maximum  dose  should  not  be  ex- 
ceeded. 

Both  Feldene  and  Oraflex  are  as  effective  as 
aspirin,  indomethacin,  and  ibuprofen  (Motrin, 
Upjohn)  in  the  treatment  of  pain  and  inflam- 
mation from  rheumatoid  or  osteoarthritis.  Ora- 
flex is  biochemically  similar  to  Motrin,  Nalfon, 
and  Naprosyn  in  that  it  is  a derivative  of  pro- 
pionic acid.  Feldene  is  an  oxicam  molecule;  it 
is  structurally  unique  relative  to  other  available 
nonsteroidal  antiinflammatory  drugs  (NSAIDs) 
in  this  country. 

Both  drugs  share  in  common  with  other 
NSAIDs  a high  frequency  of  gastrointestinal 
intolerance  resulting  in  a 10-15%  drop-out  rate. 
Both  drugs  share  the  potential  with  other 
NSAIDs  of  inducing  renal  failure,  particularly 
in  patients  in  whom  renal  blood  flow  is  highly 
prostaglandin  dependent  or  who  have  concom- 
itant cardio-renal  disease. 

Both  drugs  are  prostaglandin  inhibitors.  While 


Feldene  inhibits  the  “classic”  cyclooxygenase 
pathway  as  do  the  other  NSAIDs,  Oraflex  seems 
to  inhibit  the  lipoxygenase  pathway  preferen- 
tially. The  significance  of  this  difference  is  un- 
clear since  the  mode  of  action  of  these  drugs, 
while  thought  to  be  related  to  interference  with 
prostaglandin  synthesis,  is  truly  unknown. 

Oraflex  carries  unique  toxicities  not  shared 
by  other  NSAIDs.  Phototoxic  dermatitis  may 
occur  in  the  majority  of  Caucasians  and  the  in- 
cidence of  onycholysis  is  10%.  Recently,  hepatic 
toxicity  of  severe  degree,  associated  in  Ireland 
with  six  deaths,  has  been  reported.  Mild  hepa- 
totoxicity  can  occur  with  all  NSAIDs,  but  this 
may  be  a more  severe  problem  with  benoxapro- 
fen,  particularly  in  elderly  patients. 

While  Feldene  does  not  share  these  toxicities, 
it  has  been  associated  with  a high  incidence  of 
gastric  and  duodenal  ulceration  when  given  in 
doses  above  20  mg  daily,  particularly  in  the 
elderly  patient.  The  manufacturer  claims  that 
the  current  capsule  formulation  is  safer  than 
the  tablets  used  previously. 

Oraflex  has  been  publicized  by  the  manufac- 
turer as  offering  remission  inducing  properties 
in  rheumatoid  arthritis,  based  on  certain  experi- 
mental animal  models.  In  fact,  Oraflex  does  not 
differ  from  other  NSAIDs  in  these  experiments. 
There  is  no  evidence  in  humans  that  benoxapro- 
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fen  is  a remittive  agent  in  rheumatoid  disease. 

The  average  cost  to  the  patient  of  one  20  mg 
capsule  of  Feldene  is  $1.11;  one  600  mg  tablet 
of  Oraflex  costs  $1.15. 

The  issue  of  how  many  NSAIDs  is  too  many 
NSAIDs  was  recently  raised  at  the  PANLAR 
meetings  in  Washington,  D.C.  No  conclusions 
were  reached.  Since  we  live  in  a free  economy 
and  the  market  for  these  agents  is  great  enough, 
I expect  we  will  have  many  more  available  be- 
fore long.  I would  watch  for  diclofenac  (Vol- 
tran,  aba-Geigy),  ketoprofen  (Orudis,  Rhone- 
Poulenc),  fenbufen  (Lederfen,  Lederle),  and 
flurbiprofen  (Froben,  Boots)  in  the  near  future; 
you  heard  it  first  here  ...  For  more  information 
on  Feldene  and  Oraflex,  I refer  you  to  the  Medi- 
cal Letter,  July  9,  1982. 

The  inflammatory  response  in  rheumatic  dis- 
ease (as  it  is  in  all  of  medicine)  is  complex, 
heterogeneous,  and  multi-faceted.  It  is  the 
rheumatologist’s  expectation  that  in  our  rapidly 
growing  understanding  of  this  response  we  will 
someday  be  able  to  perform  pharmacologic 
microsurgery  to  interrupt  pathways  at  critical 
points  and  turn  off  entire  disease  processes.  Our 
tools  will  be  NSAIDs,  corticosteroids,  immuno- 
suppressives, cytotoxics,  and  immunomodulators. 
Only  the  choice  of  which  drug,  what  dose,  and 
by  which  route  remain  question  marks.  The 
answers  do  not  lie  very  far  ahead. 

James  H.  Newman,  M.D. 

ADDENDUM:  Oraflex  was  voluntarily  re- 
moved from  the  American  market  by  the  Lilly 
Company  on  August  5,  1982,  pending  further 
study  of  its  toxicity. 

% U* 

CT:  A WONDERFUL  TOOt 

The  National  Institute  of  Health  has  recently 
released  its  consensus  statement  on  Computer- 
ized Tomographic  Scanning  of  the  Brain  (CT, 
not  CAT,  the  preferred  acronym).  The  bottom 
line  of  the  13-page  report  is  that  CT  scanning 
is  a “safe,  accurate,  and  powerful  tool  in  the 
primary  diagnosis  of  brain  tumors,  brain  hemor- 
rhage, major  head  injury,  and  certain  brain  in- 
fections. CT  scanners  have  been  a major  factor 
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in  decreasing  deaths,  especially  in  severe  head 
injury  and  brain  abscess,  and  the  presence  of 
these  conditions  clearly  calls  for  the  diagnostic 
assistance  of  the  CT.” 

This  NIH  statement  will  hardly  surprise  any 
physician  privileged  to  practice  where  CT  is 
accessible  for  the  indications  for  CT  are  numer- 
ous. In  addition  to  the  list  above,  the  com- 
mittee reminds  us  that  CT  is  indicated  “when 
there  is  suspicion  of  arteriovenous  malforma- 
tions, hydrocephalus,  herpes  simplex  encepha- 
litis, parasitic  infestations,  progressive  degenera- 
tive diseases  of  the  brain,  and  intracranial  tu- 
mors.” The  almost  miraculous  technique  also 
can  differentiate  between  ischemic  and  hemor- 
rhagic intracranial  lesions. 

CT  is  extraordinarily  good  at  answering  both 
physicians’  uncertainty  and  patients’  anxiety  re- 
garding the  possible  goings-on  inside  what  the 
legendary  late  Dr.  Grant,  neurosurgeon  at 
Penn,  called  the  “skull’s  tight  bony  box.” 

The  consensus  committee  was  more  concerned 
about  deficiencies  in  CT  availability  than  about 
its  excess  while  cautioning  us  that  “minimum 
head  trauma  or  simple  headaches  do  not  ordi- 
narily call  for  CT.”  The  report  concludes  “de- 
spite its  wide  use,  CT  may  not  be  sufficiently 
available  for  the  public  to  derive  the  full  bene- 
fit of  its  potential.” 

Incidentally,  the  report  mentions  that  the  unit 
by  which  radiation  is  expressed  is  currently  un- 
dergoing a transition  from  the  commonly  used 
rad  to  the  gray;  one  gray  = 100  rad.  The  aver- 
age dose  to  the  brain  for  a complete  head  scan 
ranges  from  one  to  10  centigray  (cGy),  ie,  one 
old-fashioned  rad,  a radiation  dose  comparable 
or  less  than  the  dose  from  many  other  frequently 
used  diagnostic  procedures,  including  dental 
radiographs. 

The  complete  CT  report  is  available  from  the 
Medical  Society  of  Delaware,  or  if  you  would 
like  to  be  placed  on  the  mailing  list  for  this  and 
further  reports  as  they  are  released,  you  may 
request  them  from  the  Office  for  Medical  Ap- 
plications for  Research,  Building  216,  National 
Institutes  of  Health,  Bethesda,  Maryland  20205. 

Bernadine  Z.  Paulshock,  M.D. 
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Hospitalization  is  extremely  important  during 
the  acute  phase  of  a myocardial  infarct.  The  total 
length  of  stay  in  the  hospital  is  determined  by 
multiple  factors.  These  include:  the  time  re- 
quired to  watch  the  patient  carefully  for  develop- 
ment of  serious  complications,  the  time  required 
for  management  of  those  complications  which 
occur,  and  the  time  required  to  mobilize  the 
patient  sufficiently  to  allow  return  to  at  least  a 
bed-to-bathroom  function  at  home. 

The  length  of  time  required  for  the  first  of 
these  considerations  can  be  determined  only  if 
the  longest  possible  period  of  time  between  onset 
of  infarction  and  occurrence  of  the  first  serious 
complication  is  known.  A study  from  Britain 
has  concluded  that  patients  who  remain  stable 
during  a period  of  initial  evaluation  in  their  home 
might  be  safely  managed  without  any  hospital 
admission.1  However,  there  were  many  prob- 
lems with  this  study.  Actual  documentation  of 
the  presence  of  infarction,  particularly  in  the 
group  managed  at  home,  was  inadequate.  One 
third  of  all  the  patients  initially  managed  at  home 
required  admission  to  hospital.  The  hospital 
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mortality  was  20%,  unusually  high  considering 
that  these  were  initially  uncomplicated  patients 
and  that  many  patients  without  infarcts  were 
included.  Therefore,  we  were  not  able  to  learn 
from  this  study  whether  it  was  or  was  not  feasi- 
ble to  determine  during  the  first  few  hours 
which  patients  require  hospitalization  for  acute 
myocardial  infarction. 

Currently,  because  of  the  physician’s  concern 
that  a complication  might  occur,  patients  remain 
hospitalized  for  a relatively  prolonged  period 
of  time  even  if  no  serious  complication  occurs. 
In  1979,  the  average  length  of  hospital  stay  for 
patients  with  uncomplicated  infarcts  (as  derived 
from  a nationwide  survey)  was  14  days.2  During 
the  mid-1970s,  we  at  Duke  University  Medical 
Center  decided  to  begin  to  try  to  determine  the 
optimal  length  of  hospital  stay  for  patients  with 
uncomplicated  infarcts.  From  the  study  of  Mal- 
lory and  White,  we  were  awa;e  of  the  time 
required  for  healing  of  a myocardial  infarct.3 
For  large  infarcts,  a total  of  six  weeks  may  be 
required  for  development  of  a firm  mature  scar. 
Studies  during  the  1940s  by  White  and  his  col- 
leagues regarding  cardiac  rupture  in  both  a 
general  hospital  and  in  a mental  hospital  are 
shown  in  Table  l.4  5 Patients  dying  of  a myo- 
cardial infarct  which  had  occurred  during  their 
chronic  stay  in  a mental  hospital  had  an  ex- 
tremely high  incidence  (73%)  of  cardiac  rup- 
ture. 
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TABLE  1 


Comparative  Instances  of  Cardiac  Rupture  in 
Autopsied  Series  of  Patients  with  Acute  Ml 


Autopsied 
Pts  with 

Cardiac 

Time  Post 

Acute  Ml 

Rupture 

Onset  Ml 

General 

Hospital 

105 

10  ( 4%) 

2 D - 2 Wk 

Mental 

Hospital 

22 

16  (73%) 

2 D - 3 Wk 

Concern  about  either  acute  cardiac  rupture 
or  chronic  aneurysm  formation  led  many  physi- 
cians to  prescribe  long  periods  of  bedrest  for 
patients  with  even  uncomplicated  acute  myo- 
cardial infarcts.  However,  Samuel  Levine  and 
his  coworkers  documented  the  many  physiologic 
problems  potentially  associated  with  prolonged 
bedrest  (Table  2)  and  advocated  early  move- 
ment to  a bedside  chair.6  Since  that  time,  a 
series  of  studies  have  been  published  which  have 
investigated  the  importance  of  the  durations  of 
bedrest  and  of  total  hospitalization  for  patients 
with  acute  infarcts.1’7'13  (Table  3)  All  of  these 
studies  document  no  significant  difference  in  the 
outcome  regardless  of  the  duration  of  either 
bedrest  or  hospital  stay.  It  should  also  be  noted 
that,  whereas  15  days  was  considered  the  “short” 
period  of  bedrest  in  the  study  from  1967,  by 
1979,  10  days  was  considered  the  “long”  period 
of  bedrest.  In  1967,  22  days  was  considered  the 
“short”  period  of  hospitalization;  by  1978,  11 
days  was  considered  the  “long”  period  of  hos- 
pitalization. 

During  the  late  1960s,  we  collected  the  clinical 
information  from  all  patients  hospitalized  with 
acute  myocardial  infarcts,  stored  it  in  a com- 
puterized data  bank,  and  obtained  yearly  fol- 
low-up.14 Complications  occurring  during  each 
day  in  the  hospital  were  documented  in  this 
computer  file.  By  the  mid-1970s,  it  was  possible 
to  search  through  the  records  of  522  consecutive 
patients  who  had  been  admitted  directly  through 
one  of  the  outpatient  facilities  in  Duke  Univer- 
sity Medical  Center  to  the  Coronary  Care  Unit 
and  in  whom  a diagnosis  of  acute  myocardial 
infarction  was  confirmed.  Criteria  for  the  pres- 


ence of  an  acute  infarct  included  any  three  of 
the  following:  1)  new  QRS  change  on  ECG,  2) 
transient  elevation  of  total  CK,  3)  presence  of 
CK-MB,  and  4)  reversal  of  the  normal  LDH,/ 
LDH2  ratio.15 

We  were  interested  in  determining  the  length 
of  time  required  for  observation  of  a patient 
who  did  not  have  any  urgent  complications,  be- 
fore one  could  confidently  predict  that  urgent 
complications  were  extremely  unlikely  to  occur. 
We  defined  urgent  complications  as  events  which 
would  require  immediate  physician  attention, 
and  included:  the  onset  of  symptomatic  heart 
failure  (Killip  Classes  III  or  IV),  second  or  third 
degree  A-V  block,  extension  of  myocardial  in- 
farction, occurrences  of  ventricular  tachycardia 
(at  least  four  consecutive  premature  beats),  and 
cardiac  arrest.  Search  of  the  computerized  data 
bank  revealed  that  when  any  of  these  complica- 
tions occurred,  they  usually  did  so  during  the 
first  three  hospital  days. 

Furthermore,  when  any  of  these  urgent  com- 
plications first  appeared  after  day  3,  it  was  al- 
most always  preceded  by  either  persistent  sinus 
tachycardia,  persistent  hypotension,  or  the  pres- 
ence of  a sustained  atrial  tachyarrhythmia.  These 


FIGURE  1 

Patients  from  the  original  retrospective  study  of 
McNeer  et  al,  are  presented.  No  patients  who 
had  neither  prognostic  nor  urgent  complications 
prior  to  day  5 had  subsequent  urgent  complica- 
tions. 
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TABLE  2 

Effects  of  Prolonged  Immobilization 

1.  Decrease  in  physical  work  capacity  (20-25% 
after  3 weeks) 

2.  Decrease  in  circulating  blood  volume  (ZOO- 
BOO  ml)  orthostatic  hypotension 

3.  Decreased  ventilation 

4.  Negative  nitrogen  and  protein  balance 

5.  Venous  stasis-thrombosis  or  pulmonary  em- 
bolus 

6.  Decrease  in  skeletal  muscle  mass  of  10-15% 
within  one  week 

7.  Decrease  in  muscular  contractile  strength  and 
efficiency 

three  complications  were,  therefore,  designated 
as  “prognostic”  complications,  which  did  not  in 
themselves  require  urgent  attention  but  did  pre- 
dict that  subsequent  urgent  complications  might 
occur. 

We  concluded  from  this  study  that  when  nei- 
ther any  of  the  urgent  complications  nor  any  of 
the  three  prognostic  complications  occurred  dur- 
ing the  first  four  hospital  days,  there  would  be 
no  urgent  complications  during  the  remainder 
of  the  hospital  stay.15  (Figure  1)  We  then  de- 
cided to  perform  a prospective  trial  to  determine 
the  outcome  of  patients  who  would  be  identified 
at  the  end  of  day  4 as  having  minimal  likelihood 
for  developing  serious  complications  and  who 
would,  therefore,  be  prepared  for  hospital  dis- 
charge by  day  7. 13 

All  patients  admitted  with  acute  myocardial 
infarcts  were  monitored  carefully  on  the  Coro- 
nary Care  Unit  for  the  onset  of  any  of  the  either 
urgent  or  prognostic  complications  during  the 
first  four  hospital  days.  If  none  were  observed, 
the  physician  was  notified  at  the  end  of  day  4 
that  his  patient  was  a potential  candidate  for 
preparation  for  hospital  discharge  by  day  7 if 
the  home  situation  was  conducive.  The  physi- 
cian could  then  opt  for  the  patient  to  be  pre- 
pared by  the  nursing  staff  for  hospital  discharge 
by  day  7 or  could  decide  that  a more  prolonged 
period  of  hospitalization  was  required.  When 
the  physician  opted  for  day  7 discharge,  the  nurse 
talked  with  both  the  patient  and  the  family  con- 


cerning compatibility  of  the  home  situation  for 
continuation  of  the  recovery  process  after  day  7. 
The  patient  was  taught  to  use  a transtelephonic 
ECG  transmission  device  at  home  after  dis- 
charge. Following  discharge,  the  nurse  made 
home  visits  every  other  day  for  one  week  and 
then  every  third  day  during  the  second  week. 
The  patient’s  cardiac  rhythm  was  monitored  via 
the  portable  transmitter  for  one  minute  daily 
during  the  first  week  and  then  every  other  day 
during  the  second  week.  The  patient  was  also 
instructed  to  call  to  transmit  his  rhythm  if  there 
was  a recurrence  of  symptoms. 

The  results  of  this  study  are  shown  in  Table 
4. 13  Similar  numbers  of  patients  were  included 
in  both  the  early  and  “late”  discharge  groups. 
There  were  no  deaths  within  six  months  in  either 
group.  There  were  minimal  instances  of  either 
recurrent  infarction,  new  or  increasing  angina, 
or  new  or  increasing  heart  failure  during  the 
six-month  follow-up  period.  It  is  important 
to  note  that  the  length  of  hospital  stay  for  the 
patients  in  the  “late”  discharge  group  was  mark- 
edly shorter  than  the  length  of  stay  for  the  un- 
complicated patients  in  the  preceding  study. 
The  average  length  of  stay  for  the  265  uncompli- 
cated patients  in  that  study  had  been  17  days 
and  the  average  length  of  stay  in  our  study  for 
the  patients  for  whom  the  physician  declined 
“early”  discharge  in  the  prospective  study  was 
11  days.  Therefore,  the  practice  of  the  Duke 
University  Medical  Center  cardiologists  had 
been  markedly  altered  by  knowledge  of  the 
outcome  of  the  retrospective  study.  For  uncom- 
plicated patients,  overall  length  of  stay  during 
1975-76  was  nine  days  versus  the  17  days  noted 
in  the  previous  period. 

We  then  examined  the  practice  in  a nearby 
community  hospital  where  a similar  definition 
of  “uncomplicated”  was  employed.  The  aver- 
age length  of  stay  at  Watts  Hospital  in  Durham 
had  been  18  days  prior  to  1975  and  was  17  days 
during  1975-76.  We  performed  a prospective 
study  at  that  hospital  to  determine  whether 
patients  who  were  free  of  either  urgent  or  seri- 
ous complications  during  their  initial  four  days 
also  remained  free  of  late  urgent  complications.16 
The  results  of  that  study  are  presented  in  Table 
5.  The  patients  were  approximately  equally  dis- 
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TABLE  3 


Controlled  Trials  of  Progressively  Earlier 
Mobilization 


Year 

Study 

Days 

1967 

Groden7 

15  vs  21 

1971 

Harpur8 

8 vs  15 

1975 

Abraham9 

6 vs  1 3 

1979 

West10 

5 vs  10 

Controlled  Trials  of  Progressively  Earlier 


Hospital  Discharge 


Year 

Study 

Days 

1967 

Groden7 

22  vs  36 

1971 

Harpur8 

1 5 vs  28 

1973 

Hutter11 

14  vs  21 

1974 

Hayes115 

9 vs  16 

1978 

McNeer13 

7 vs  11 

1978 

Hill1 

Ovs  7 

tributed  among  groups  with  at  least  one  urgent 
complication  during  the  initial  four  days,  at  least 
one  of  the  prognostic  but  none  of  the  urgent 
complications  during  the  initial  four  days,  or 
none  of  either  type  of  complication  during  the 
period  of  time.  Forty-four  percent  of  the  pa- 
tients with  an  early  urgent  complication  also 
had  at  least  one  urgent  complication  after  day  4. 
Thirty-five  percent  of  these  patients  expired 
during  the  hospital  stay.  In  the  group  with  day 
1-4  prognostic  complications  only,  there  was  a 
16%  incidence  of  late  urgent  complications  and 
an  overall  10%  mortality  rate.  However,  only 
one  of  the  patients  who  had  neither  type  of  com- 
plication during  the  first  four  days  (2%)  had  a 
late  urgent  complication;  this  patient  expired. 


This  study,  therefore,  validated  the  minimal 
incidence  of  late  urgent  complications  in  the 
initially  uncomplicated  subgroup  which  had 
been  noted  within  the  Medical  Center  study  by 
corroborating  those  results  within  a community 
hospital  population.  This  study  also  showed  the 
importance  of  the  occurrence  of  any  one  of  the 
prognostic  complications  even  in  the  absence 
of  any  concurrent  urgent  complication  during 
the  initial  four  hospital  days.  When  only  one  of 
the  prognostic  complications  was  seen,  this  was 
almost  always  persistent  sinus  tachycardia.  Nei- 
ther the  sustained  atrial  tachyarrhythmias  nor 
sustained  hypotension  occurred  often  in  the 
absence  of  either  persistent  sinus  tachycardia  or 
occurrence  of  one  of  the  urgent  complications 
within  the  first  four  days. 

The  documentation  of  the  importance  of  the 
occurrence  of  sinus  tachycardia  during  the  first 
four  days  led  to  the  design  of  a retrospective 
study  in  the  Duke  Medical  Center  population 
to  determine  the  optimal  definition  of  per- 
sistent sinus  tachycardia  for  use  as  a de- 
scriptor prognostic  indicator.  All  of  the  pa- 
tients in  this  study  had  continuous  monitoring 
of  the  cardiac  rhythm  during  at  least  the  first 
three  days  of  hospitalization  for  acute  myo- 
cardial infarction.  The  monitor  was  attended  by 
a trained  technician  and  rhythm  strips  were  ob- 
tained at  least  every  two  hours.17  This  study 
revealed  this  definition  to  be  the  documentation 
of  a heart  rate  of  at  least  100/min  on  at  least 
two  determinations  occurring  at  least  two  hours 
apart  on  any  one  hospital  day. 

Table  6 presents  data  from  a variety  of  studies 
which  estimate  the  total  percentage  of  patients 


TABLE  4 

Complications  of  Acute  Myocardial  Infarction 


COMPLICATION 

1-Wk  SUBGROUP 
(33  Patients) 

"LATE"  SUBGROUP 
(34  Patients) 

Death 

3 Wk 

6 Mo 

3 Wk 

6 Mo 

Recurrent  infarction 

0 

0 

0 

0 

New  or  worse  angina 

0 

3 

0 

4 

New  or  worse  congestive 

0 

1 

0 

2 

heart  failure 

0 

1 

0 

3 
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TABLE  5 

RELATIONSHIP  BETWEEN  EARLY  AND  LATE  COMPLICATIONS 


COMPLICATIONS  LATE  ALL  URGENT 

(from  Day  4— Discharge)  DEATH 

hospitalized  with  acute  myocardial  infarcts 
who  might  be  eligible  for  early  hospital  dis- 
charge, based  upon  the  definitions  used  in  our 
studies. 13'1S’18>19  We  believe  40%  to  50%  of  all 
patients  hospitalized  with  acute  myocardial  in- 
farcts might  be  potential  candidates  for  hospital 
discharge  by  the  end  of  the  first  week  if  their 
home  conditions  are  compatible  with  subsequent 
recuperation.  Implementation  of  this  program 
requires  1)  that  the  patient  use  a bedside  chair 
and  a bedside  commode  during  day  one  as  soon 
as  the  acute  symptoms  are  relieved;  2)  careful 
observation  of  the  patients  on  the  coronary  care 
unit  during  days  1-4  to  note  the  presence  of  any 
of  the  urgent  or  prognostic  complications;  3)  a 
decision  by  the  physician  at  the  end  of  day  4 
whether  a plan  for  discharge  by  day  7 is  feasible 
based  on  consideration  of  the  overall  patient 
condition  and  home  situation;  4)  ambulation 
of  the  patient  during  days  5,  6 and  7 to  prepare 
for  function  in  the  home  during  the  further 
recuperation  period;  and  5)  work  by  the  nursing 
staff  to  prepare  both  the  patient  and  family  for 
discharge  at  the  end  of  one  week. 

Evidence  is  accumulating  that  approximately 
two  weeks  post  myocardial  infarct  an  evaluation 

TABLE  6 

Estimate  of  # Patients  Eligible  for  Early 
Hospital  Discharge 


Duke  Experience 

# Patients 

% 

1965-1974  (15) 

265 

of 

522 

51% 

1975-1977  (13) 
Groote  Schur  Experience 

67 

of 

158 

45% 

1973-1976  (18) 
Hawaii  Experience 

388 

of 

882 

44% 

1974-1978  (19) 

229 

of 

444 

50% 

COMPLICATIONS  EARLY  (Day  1-4) 
NONE  "PROGNOSTIC" 

"URGENT 

(61) 

(61) 

(55) 

2% 

16% 

44% 

2% 

10% 

35% 

should  be  performed  to  determine  if  residual 
critical  ischemia  exists  which  might  require 
either  more  aggressive  pharmacologic  manage- 
ment or  possible  operative  intervention.20  There- 
fore, patients  being  discharged  by  the  end  of  the 
first  week  should  return  for  outpatient  evalua- 
tion at  the  conclusion  of  one  week  of  home  care 
or  two  weeks  following  the  onset  of  their  acute 
infarct.  A decision  can  also  be  made  at  that 
time  about  enrollment  of  the  patient  in  a post- 
infarct rehabilitation  program  aimed  at  optimal 
return  to  the  level  of  preinfarct  function  and 
minimizing  of  risk  factors  of  a further  ischemic 
event. 

The  change  in  physician  philosophy  regard- 
ing optimal  length  of  hospital  stay  can  be  illus- 
trated by  two  quotations  from  the  writings  of 
Samuel  Levine  made  at  different  stages  in  his 
career.  In  1929,  Dr.  Levine  stated,  “The  patient 
with  acute  myocardial  infarction  should  spend 
at  least  six  weeks  and  preferably  eight  weeks 
or  more  absolutely  in  bed.”21  In  1952,  toward 
the  end  of  his  career,  he  stated,  “Prolonged  bed- 
rest saps  morale,  provokes  desperation,  unleashes 
anxiety,  ushers  in  hopelessness  with  respect  to 
resumption  of  normal  living.  The  bed  is  not  a 
resting  place  for  the  patient  with  cardiac  dis- 
ease.”6 In  his  change  of  opinion,  Dr.  Levine 
was  possibly  influenced  by  Dr.  William  Dock, 
who  had  stated  in  1944,  “So  far  as  I know,  no 
other  animal  lies  on  its  back  when  ill.”22 
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Letters  to  the  Editor 


RUSSIAN  ROULETTE:  THE  WOMAN'S  VERSION 

To  the  Editor: 

Federal  law  requires  all  prescribed  birth  con- 
trol devices  to  come  with  detailed  clinical  data 
about  their  safety  and  effectiveness,  but  no  such 
law  exists  for  over-the-counter  birth  control  de- 
vices. While  their  packages  do  carry  disclaimers 
acknowledging  that  the  products  are  not  fool- 
proof, the  actual  statistical  rates  of  effectiveness 
or,  indeed,  ineffectiveness  are  not  included.  In- 
stead, the  typical  OTC  label  says  simply  that, 
“While  no  contraceptive  method  is  100%  effec- 
tive, if  used  according  to  directions,  this  affords 
highly  effective  protection  against  pregnancy.” 
Advertising  slogans  tend  to  be  more  flamboyant 
and  misleading.  Thus,  one  representative  ad 
reads,  “Compared  to  the  pill  and  IUDs,  Koromex 
contraceptive  jellies,  cream,  and  foam  are  like 
a calm  after  the  storm.”  OTC  manufacturers 
even  capitalize  on  widespread  fear  of  the  side 
effects  of  the  pill  by  billing  their  products  as 
comparable  yet  safer  birth  control.  Such  claims 
are,  however,  far  from  candid,  considering  that 
OTCs  work  only  about  half  the  time  while  the 
pill  is  99.5%  effective;  the  IUD,  97%;  and  the 
diaphragm,  80-88%  when  properly  used. 

In  fact,  these  foams,  jellies,  creams,  and  sup- 
positories only  prevent  pregnancy  between  30 
and  60%  of  the  time— and  then  only  when  their 
often  time-consuming  and  complex  instructions 
are  followed  to  the  letter.  Nevertheless,  seri- 


ously deceptive  advertising  and  mislabeling  of 
OTCs  lead  many  of  their  users  to  believe  that 
these  relatively  ineffective  contraceptives  serve 
their  purpose  as  well  as  do  the  pill,  the  IUD, 
and  the  diaphragm.  They  do  not. 

During  my  11  years  as  director  of  a major 
women’s  health  center,  I have  seen  literally 
thousands  of  abortion  patients  who  became 
pregnant  while  using  OTCs.  I consequently 
raised  the  need  for  their  proper  labeling  back 
in  1979.  In  1980,  at  least  partly  because  of  my 
efforts  and  the  support  which  I received,  the 
Food  and  Drug  Administration  issued  a report 
which  stated  that  the  labeling  of  OTCs  is  both 
inadequate  and  misleading  and  recommended 
that  their  advertising  be  regulated.  Despite  that 
report,  however,  the  situation  has  not  improved. 
Not  only  has  the  FDA  not  acted  to  ensure  ac- 
curate labeling,  but  the  Federal  Trade  Com- 
mission has  also  abandoned  a proposal  to  regu- 
late the  advertising  of  nonprescription  drugs, 
including  OTCs. 

No  one  except  their  manufacturers  benefits 
from  the  deceptive  promotion  of  OTCs.  Physi- 
cians in  particular  should  make  sure  their  wo- 
men patients  know  the  truth  about  the  reliability 
of  these  contraceptive  substances. 

Merle  Hoffman 

Ms.  Hoffman,  a social  psychologist,  is  the  founder  and  execu- 
tive director  of  Choices;  President  of  the  National  Liberty  Com- 
mittee; and  co-founder  of  both  the  National  Association  of  Abor- 
tion Facilities  and  the  National  Abortion  Federation. 


TO  ALL  MEMBERS  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE : 

The  SOCIETY  ART  EXHIBIT  has  become  a welcome  fixture  of  our  Annual  Meeting.  To 
those  of  you  who  have  never  exhibited,  or  have  not  exhibited  recently,  we  welcome  and 
encourage  you  to  join  us  this  year. 

Once  again  the  display  will  be  in  the  Hotel  duPont.  We  hope  to  expand  the  number  of 
works  shown,  but  urge  you  to  let  us  have  your  very  best,  since  space  will  still  be  at  a 
premium 

Your  Art  Committee  must  begin  planning  now.  If  you  intend  to  exhibit,  please  contact 
the  Society  office,  658-7596. 
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Deaths 

FRANCIS  PETER  ROVITTI,  M.D. 

Francis  Peter  Rovitti  died  March  11,  1982. 
During  August  1975,  he  experienced  a slight 
transient  cerebrovascular  accident.  Recovering 
completely,  he  resumed  his  family  practice.  In 
May  1977,  a second  accident  resulted  in  partial 
but  severe  paralysis,  necessitating  retirement 
from  his  practice.  It  was  a third  cerebrovascular 
accident  in  early  March  that  resulted  in  his 
death. 

Bom  over  his  father’s  pharmacy  at  Seventh 
and  Washington  Streets  in  Wilmington  on  Sep- 
tember 26,  1911,  Frank  spent  all  of  his  youth 
exposed  to  a medical  environment.  His  father, 
P.  A.  M.  Rovitti,  M.D.,  was  a registered  pharma- 
cist who  later  obtained  his  medical  degree.  The 
elder  Rovitti  practiced  medicine  for  50  years, 
serving  over  varying  intervals  as  County  Phy- 
sician, Police  Surgeon,  and  New  Castle  County 
Coroner’s  Physician. 

Frank  was  always  a scholar.  He  attended 
Ursuline  Academy  and  Salesianum  High  School, 
graduating  from  the  latter  in  1930  near  the  top 
of  his  class.  His  premedical  education  was  ob- 
tained at  Georgetown  University,  and  in  June 
1938,  he  received  his  M.D.  degree  from  George- 
town University  Medical  School,  graduating  cum 
laude  and  tenth  in  his  class.  He  served  a one- 
year  internship  at  the  old  Delaware  Hospital 
and  entered  family  practice  in  1939.  He  main- 
tained a life-long  interest  in  the  diagnosis  and 


treatment  of  diabetes  mellitus,  not  only  through 
postgraduate  training,  but  also  by  giving  so 
many  years  of  service  in  the  hospital  clinics 
throughout  the  City  of  Wilmington. 

Frank  joined  the  U.S.  Army  Medical  Corps 
in  June  1942,  and  in  November  1943,  he  was 
sent  to  serve  in  the  Pacific.  He  participated  in 
four  invasions:  New  Guinea,  New  Britain,  Leyte, 
and  Luzon.  Later  he  served  with  the  Sixth  and 
Eighth  Armies  as  a member  of  the  29th  Evacua- 
tion Hospital.  His  unit  received  several  cita- 
tions for  outstanding  service  in  combat.  Major 
Rovitti  was  discharged  in  January  1946  and  re- 
sumed his  family  practice  in  Wilmington. 

His  family  remembers  his  loyality,  his  wit,  and 
appreciation  of  good  humor.  Patients  recall  his 
relaxed  manner,  reassuring  patience,  empathy, 
and  never-failing  availability.  And,  always,  his 
wit  and  smile.  Frank  was  a competent  physi- 
cian who  cared.  But  if  the  patients  lost  a caring 
physician,  some  of  us  lost  an  almost  life-long 
friend.  Indeed,  it  is  as  the  Psalmist  wrote:  “It 
was  thou,  a man  mine  equal,  my  guide,  and 
mine  acquaintance;  We  took  sweet  counsel  to- 
gether and  walked  unto  the  house  of  God  in 
company”  (Psalm  55:13-14). 

Surviving  are  his  wife,  Helen,  two  stepsons, 
one  stepdaughter,  and  seven  step-grandchildren. 
He  is  also  survived  by  a sister,  Abigail  McGrory 
of  Wilmington. 
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SUCCESSFUL  THERAPY  WITH  RIFAMPIN— 
FLAVOBACTERIUM  MENINGOSEPTICUM  MENINGITIS 
DEVELOPING  WHILE  ON  ERYTHROMYCIN  THERAPY 

Dean  L.  Winslow,  M.D. 
George  A.  Pankey,  M.D. 


Abstract 

Flavobacteria  occasionally  produce  neonatal 
meningitis  associated  with  high  mortality.  Treat- 
ment is  hampered  by  the  organism’s  universal 
resistance  to  chloramphenicol  and  most  /2-lac- 
tam, aminoglycoside,  and  tetracycline  antibio- 
tics. Standard  therapeutic  regimens  have  not 
been  established.  We  report  a case  of  menin- 
gitis due  to  Flavobacterium  meningosepticum 
which  probably  developed  while  the  patient  was 
on  erythromycin  therapy.  The  child  was  suc- 
cessfully treated  with  systemic  rifampin.  In 
vitro  study  of  serial  cerebrospinal  fluid  (CSF) 
isolates  showed  acquisition  of  increased  resist- 
ance to  multiple  antibodies  in  vivo.  Unrelia- 
bility of  Bauer-Kirby  susceptibility  testing  and 
necessity  for  determination  of  broth-dilution 
minimal  inhibitory  concentration  (MICs)  and 
minimal  bactericidal  concentration  (MBCs)  as 
guides  to  therapy  of  flavobacteria  infections  are 
emphasized. 

Introduction 

Flavobacterium  meningosepticum  has  fre- 
quently been  reported  as  a cause  of  neonatal 
meningitis.1'5  The  organism  generally  shows  in 
vitro  resistance  to  all  commonly  used  beta-lac- 
tam antibiotics,  aminoglycosides,  chlorampheni- 
col and  tetracyclines.6,7  Mortality  associated 

Dr.  Winslow,  formerly  a Fellow  in  the  Section  of  Infectious 
Diseases  at  Ochsner  Foundation  Hospital,  is  a member  of  the 
Infectious  Disease  Research  Laboratory  at  the  Wilmington  Medi- 
cal Center. 

Dr.  Pankey  is  Head,  Section  of  Infectious  Diseases,  Depart- 
ment of  Medicine,  Ochsner  Foundation  Hospital,  New  Orleans, 
Louisiana. 


with  infections  caused  by  this  organism  is 
high3-5,8  and  standard  therapeutic  regimens  have 
not  been  established.  Erythromycin  adminis- 
tered both  parenterally  and  by  direct  instillation 
into  the  cerebrospinal  fluid  has  been  recom- 
mended on  the  basis  of  isolated  case  reports,8,9 
but  failures  with  this  regimen  have  also  been 
reported.8,10  Recent  reports  show  rifampin  to 
have  good  activity  in  vitro  against  Flavobac- 
terium meningosepticum ,6,7  several  patients  were 
successfully  treated  with  combined  parenteral 
and  intraventricular  rifampin.10,11  In  this  re- 
port, we  describe  a patient  who  probably  ac- 
quired infection  caused  by  Flavobacterium  while 
receiving  erythromycin  for  an  unrelated  infec- 
tion and  was  successfully  treated  with  systemi- 
cally  administered  rifampin. 

Case  Report 

A six-week-old  white  female  infant  was  ad- 
mitted to  Ochsner  Foundation  Hospital  on  July 
10,  1980.  The  child,  the  product  of  a normal 
gestation,  labor,  and  delivery,  was  well  until 
three  weeks  of  age  when  she  was  exposed  to 
an  older  sibling  who  had  pertussis  confirmed  by 
a direct  fluorescent  antibody  test.  Two  days 
later,  the  infant  developed  coryza  and  cough. 
She  was  seen  by  a local  pediatrician,  who  pre- 
scribed oral  ampicillin  and  an  antihistamine-ex- 
pectorant combination.  Her  condition  deterior- 
ated, and  approximately  seven  days  later  she 
was  admitted  to  a community  hospital  with  clini- 
cal respiratory  distress,  tachycardia,  and  cya- 
nosis. Chest  x-ray  showed  right  middle  and 
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right  upper  lobe  infiltrates.  The  white  blood 
cell  count  was  104,000,  with  47%  polymorpho- 
nuclear leukocytes,  9%  band  forms,,  4%  metamye- 
locytes, 3%  myelocytes,  2%  blasts,  28%  lympho- 
cytes, 6%  monocytes,  and  1%  eosinophils.  Blood 
cultures  were  negative.  Intravenous  ampicillin, 
theophyllin,  mist,  and  oxygen  were  adminis- 
tered. The  child  was  transferred  to  Ochsner 
Foundation  Hospital  after  an  episode  of  apnea. 

On  admission,  the  baby  was  in  marked  respi- 
ratory distress  with  tachypnea  and  intercostal 
retraction.  Bilateral  rales  were  noted.  The 
chest  x-ray  showed  bilateral  infiltrates.  The 
white  blood  cell  count  was  126,800,  with  52% 
polymorphonuclear  leukocytes,  3%  metamyelo- 
cytes, and  1%  myelocytes.  As  the  patient  was 
thought  to  have  pertussis,  erythromycin  50  mg/ 
kg  per  day  was  given  in  three  divided  doses 
per  nasogastric  tube.  Gentamicin  2.5  mg/kg 
was  given  every  eight  hours  by  intramuscular 
injection.  For  the  next  three  days  the  child’s 
temperature  was  as  high  as  102° F,  although  the 
chest  x-ray  showed  clearing  of  the  infiltrates. 
After  several  apneic  episodes,  an  endotracheal 
tube  and  an  arterial  catheter  were  inserted. 
At  least  five  separate  seizures  occurred.  A com- 
puterized tomographic  examination  of  the  head 
was  performed  with  normal  results.  Cerebro- 
spinal fluid  obtained  by  lumbar  puncture  showed 
723  white  cells/mm3  with  44%  polymorphonu- 
clear leukocytes  and  56%  lymphocytes;  the  glu- 
cose was  56  mg/dl  and  protein,  126  mg/dl. 
Gram-negative  rods  were  seen  when  the  fluid 
was  Gram-stained;  Flavohacterium  meningosep- 
ticum  grew  from  cultures  of  cerebrospinal  fluid 
and  blood.  Chloramphenicol  100  mg/kg  per 
day  was  given  intravenously  in  four  divided 
doses  and  phenytoin  and  phenobarbital  were 
administered.  The  patient’s  fever  abated.  Lum- 
bar puncture  was  repeated  24  hours  later;  Fla- 
vobacterium  grew  from  the  cerebrospinal  fluid. 

Blood  cultures  on  the  sixth  hospital  day  were 
still  positive  for  this  organism.  On  the  seventh 
hospital  day,  the  cerebrospinal  glucose  was  10 
mg/dl,  protein  272  mg/dl;  CSF  white  cell  count 
was  772  cells/mm3  with  62%  polymorphonuclear 
cells  and  38%  lymphocytes.  Organisms  were 
still  seen  on  cerebrospinal  fluid  Gram-stain  and 
Flavohacterium  was  again  isolated. 


On  the  eighth  hospital  day,  infectious  disease 
consultation  was  obtained;  rifampin  10  mg/kg 
every  12  hours  per  nasogastric  tube  was  started. 
When  the  CSF  culture  was  repeated  24  hours 
later,  it  was  sterile;  the  cerebrospinal  fluid  glu- 
cose was  44  mg/dl  and  the  protein,  147  mg/dl. 
The  CSF  white  cell  count  had  reduced  to  48 
cells/mm3  with  5%  polymorphonuclear  cells  and 
95%  lymphocytes.  The  child  was  given  a total 
10-day  course  of  rifampin;  she  improved  steadily 
during  the  remainder  of  her  hospital  course. 
During  the  child’s  hospitalization,  our  epidem- 
iologic search  failed  to  reveal  the  source  of  the 
organism.  The  baby’s  pediatrician  was  con- 
tacted for  follow-up  and  stated  that  the  child 
was  developmentally  normal  at  12  months  of 
age. 

Methods  and  Results  of  In  Vitro  Studies 

Serial  cerebrospinal  fluid  isolates  obtained  on 
the  fourth,  fifth,  and  seventh  hospital  days  were 
studied  by  standard  Bauer-Kirby  agar  disc  dif- 
fusion and  by  a broth  micro-dilution  system 
which  determined  MICs  and  MBCs. 12(13  Cation- 
supplemented  Mueller-Hinton  broth  was  used 
for  quantitative  broth  dilution  susceptibility 
testing.  Ninety-six  well  microtiter  plates  were 
prepared,  each  well  containing  100  /J  of  anti- 
biotic in  broth.  Several  colonies  of  organisms  to 
be  tested  were  inoculated  into  broth;  log-phase 
cultures  were  adjusted  to  a McFarland  1 stand- 
ard. This  was  diluted  1:10  in  broth;  1.5  /xl  of 
the  1:10  dilution  was  inoculated  into  wells  of  a 
microtiter  plate  (Dynatech  Laboratories,  Alex- 
andria, Virginia),  using  a replicator  inoculator 
resulting  in  a final  inoculum  size  of  approxi- 
mately 4.5  x 105  colony-forming  units  per  ml. 
After  overnight  incubation  at  35°C,  MICs  were 
determined  by  visual  inspection.  A 0.001  ml 
calibrate  loop  inserted  into  each  well  that 
showed  no  visible  growth  was  agitated.  This 
was  subcultured  onto  antibiotic-free  sheep  blood 
agar  plates,  and  the  MBC  was  defined  as  con- 
centration of  antibiotic  that  yielded  no  more 
than  one  colony  on  subculture  (approximately 
99.8%  killing). 

The  results  of  antimicrobial  susceptibility 
tests  are  shown  in  Table  1.  All  isolates  dis- 
played significant  resistance  to  chlorampheni- 
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TABLE  1 

IN  VITRO  SUSCEPTIBILITY  OF  SERIAL  FLAVOBACTERIUM  MENINGOSEPTICUM  ISOLATES 


7/14 

7/15 

7/17 

ANTIBIOTIC 

MIC* 

MBC* 

DZD** 

MIC 

MBC 

DZD 

MIC 

MBC 

DZD 

Ampicillin 

> 64 

> 64 

0 

> 64 

> 64 

0 

> 64 

> 64 

0 

Ticarcillin 

>256 

>256 

9 

>256 

>256 

9 

>256 

>256 

9 

Cephalothin 

> 32 

> 32 

0 

> 32 

> 32 

0 

> 32 

> 32 

0 

Cefoperazone 

32 

32 

ND*** 

32 

32 

ND 

32 

32 

ND 

Vancomycin 

> 16 

> 16 

18 

> 16 

> 16 

18 

> 16 

> 16 

18 

Erythromycin 

4 

16 

21 

4 

16 

20 

> 16 

> 16 

8 

Rosaramicin 

8 

8 

ND 

8 

8 

ND 

16 

> 32 

ND 

Clindamycin 

0.5 

8 

18 

0.5 

8 

18 

2 

> 16 

14 

Chloramphenicol 

> 32 

> 32 

11 

> 32 

> 32 

11 

> 32 

> 32 

0 

Tetracycline 

> 32 

> 32 

8 

> 32 

> 32 

8 

> 32 

> 32 

8 

Doxycycline 

4 

32 

16 

4 

32 

16 

16 

> 32 

9 

TMP/SMZ 

8/125 

ND 

22 

8/152 

ND 

22 

>16/304 

>16/304 

9 

Kanamycin 

500 

ND 

0 

500 

ND 

0 

500 

ND 

0 

Gentamicin 

500 

ND 

9 

500 

ND 

9 

500 

ND 

9 

Tobramycin 

500 

ND 

0 

>500 

>500 

14 

>500 

>500 

0 

Amikacin 

125 

ND 

14 

125 

ND 

14 

125 

ND 

14 

Rifampin 

0.5 

1 

ND 

0.5 

1 

ND 

0.5 

1 

HD 

*Expressed  in  fig/ml 
**Disk  zone  diameter  in  mm 
***Not  determined 


col,  aminoglycosides,  and  beta-lactam  antibiotics. 
Of  note  are  the  discrepancies  between  Bauer- 
Kirby  and  broth  dilution  susceptibility  tests  for 
erythromycin  and  vancomycin.  While  the  pa- 
tient was  on  erythromycin  therapy,  the  serial 
isolates  of  Flavohacterium  demonstrated  the  ac- 
quisition of  increased  resistance  to  erythromycin 
as  well  as  to  rosaramicin,  clindamycin,  doxycy- 
cline,  and  trimethoprim-sulfamethoxazole,  al- 
though the  patient  did  not  receive  any  of  these 
latter  agents.  Dr.  Richard  O’Callaghan  (Louisi- 
ana State  University  School  of  Medicine,  New 
Orleans,  Louisiana)  kindly  performed  agarose 
gel  electrophoresis  on  cleared  lysates  prepared 
from  all  of  these  isolates;  no  extra-chromosomal 
DNA  could  be  demonstrated.  Isolates  were  ex- 
amined for  the  presence  of  beta-lactamase  pro- 
duction by  a chromogenic  cephalosporin  meth- 
od;14 all  were  positive. 


Discussion 

Flavobacteria  are  nonfermentive  Gram-nega- 
tive rods  which  are  common  in  the  hospital  en- 
vironment.2,15 They  have  assumed  some  im- 
portance as  nosocomial  pathogens.1*5,8  In  par- 
ticular, neonatal  meningitis  caused  by  flavobac- 
teria is  a severe  and  often  fatal  infection.  This 
high  mortality  is  probably  related  to  the  high 
level  of  in  vitro  and  in  vivo  resistance  of  the 
organism  to  most  available  antimicrobial 
agents3,5 

Case  reports  have  advocated  various  antimi- 
crobial agents  for  the  treatment  of  Flavobac- 
terium  infections.  Standard  therapy  of  Gram- 
negative bacillary  meningitis  has  often  included 
chloramphenicol  in  combination  with  aminogly- 
cosides. However,  this  regimen  has  been  uni- 
formly unsuccessful  in  eradicating  infection  duo 
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to  Flavobacterium  meningosepticum. . Although 
there  have  been  many  treatment  failures  with 
erythromycin,3'5-8’10  and  resistance  to  erythro- 
mycin has  been  noted  to  develop  during  ther- 
apy,3-8 some  authors  have  advocated  intravenous 
and  intraventricular  erythromycin,  often  in  com- 
bination with  vancomycin.8-9  Initial  enthusiasm 
for  this  regimen  may  have  been  based  on  results 
of  Bauer-Kirby  susceptibility  testing  in  which 
large  zones  of  inhibition  around  erythromycin 
and  vancomycin  discs  were  seen.3  Other  investi- 
gators have  also  noted  discrepancies  between 
results  of  disc  diffusion  and  broth  or  agar  dilution 
susceptibility  testing  as  well  as  variable  sus- 
ceptibilty  of  this  organism  to  vancomycin  and 
erythromycin.7  Cefoperazone  has  been  shown 
to  inhibit  91%  of  Flavobacterium  isolates  at 
<64/xg/ml;16  however,  we  believe  that  cerebro- 
spinal fluid  levels  of  32-64  g/ml  would  be  diffi- 
cult to  achieve.  In  contrast,  the  organism  is 
generally  inhibited  and  often  killed  by  low  con- 
centrations of  rifampin.6-7’11  At  least  four  cases 
of  meningitis  caused  by  Flavobacterium  menin- 
gosepticum which  are  previously  reported  in  the 
literature  have  been  successfully  treated  with 
combined  intravenous  and  intraventricular  rif- 
ampin.10’11 

Rifampin  is  a unique  antibiotic  with  a broad 
range  of  activity  against  a variety  of  Gram-posi- 
tive and  Gram-negative  bacteria,  mycobacteria, 
fungi,  and  viruses.17,19  It  achieves  high  levels  in 
the  central  nervous  system20  and  has  the  addi- 
tional advantage  of  being  able  to  penetrate 
phagocytes  and  kill  intraleukocytic  bacteria.21 

In  general,  the  use  of  bactericidal  antibiotics 
is  desirable  and  often  necessary  in  the  treatment 
of  meningitis  because  of  the  inefficient  opsoniza- 
tion that  occurs  within  the  cerebrospinal 
fluid.22'24  It  is  important  to  distinguish  the  dif- 
ferential bactericidal  activity  of  antimicrobial 
agents  against  different  species  because  this  ap- 
pears to  influence  the  clinical  outcome  of  treat- 
ment of  meningitis.25  For  example,  chloram- 
phenicol is  bactericidal  at  achievable  cerebro- 
spinal fluid  concentrations  against  Streptococcus 
pneumoniae , Neisseria  meningitis,  and  Haemo- 
philus influenzae,  and  is  generally  efficacious  in 
the  treatment  of  meningitis  caused  by  these 
pathogens.  In  contrast,  chloramphenicol  is  gen- 


erally bacteriostatic  against  enteric  Gram-nega- 
tive rods  and  staphylococci  and  is  often  unsuc- 
cessful in  the  treatment  of  meningitis  due  to 
these  pathogens.  Although  pathogens  occasion- 
ally develop  resistance  to  rifampin  on  therapy, 
it  is  often  bactericidal  against  mycobacteria, 
Gram-negative  rods,  and  staphylococci.  It  is 
uniformly  bacteriostatic  in  activity  against  Lis- 
teria monocytogenes.26  Flavobacteria  are  often 
killed  by  concentrations  of  rifampin  that  can  be 
achieved  in  the  central  nervous  system  with 
systemic  administration.6'11 

Our  case  demonstrates  that  rifampin  adminis- 
tered systemically  without  direct  instillation  into 
the  cerebrospinal  fluid  can  be  successfully  used 
to  treat  meningitis  caused  by  Flavobacterium 
when  the  MBC  corresponds  to  levels  of  rifampin 
that  can  be  achieved  in  the  central  nervous 
system.  If  careful  in  vitro  broth  dilution  MICs 
and  MBCs  can  be  done,  and  if  they  support  the 
susceptibility  of  an  isolate  to  rifampin,  it  may 
be  preferable  to  try  systemic  administration  of 
rifampin  before  one  institutes  intraventricular 
therapy  because  of  the  increased  possibility  of 
complications  when  intraventricular  therapy  is 
used.27  Although  rifampin  is  occasionally  asso- 
ciated with  hepatotoxicity,  this  drug  has  been 
administered  to  neonates  in  doses  as  high  as  40 
mg/kg/day  without  ill  effects.10’11 
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FROM  THE  FIRST  SYMPOSIUM  OF  THE  DELAWARE  VALLEY 
CARDIOVASCULAR  RESEARCH  GROUP 
UNIVERSITY  OF  DELAWARE,  MARCH  1982 


CARDIOVASCULAR  IMPLICATIONS  OF 
CONVERTING  ENZYME  INHIBITION 

Peter  H.  Vlasses,  Phajrm.D. 

Division  of  Clinical  Pharmacology 
Department  of  Medicine 
Jefferson  Medical  College 

The  renin-angiotensin-aldosterone  system  ap- 
pears to  play  an  important  role  in  the  patho- 
genesis of  various  forms  of  hypertension  and 
congestive  heart  failure.  In  this  system,  the 
step  of  greatest  physiologic  significance  is  the 
transformation  of  angiotensin  I,  by  angiotensin 
converting  enzyme  (ACE),  to  angiotensin  II, 
a potent  vasoconstrictor  and  a stimulus  for  the 
adrenocortical  release  of  the  mineralocorticoid 
aldosterone.  Orally  active  ACE  inhibitors  have 
been  developed  which  cause  a marked  decrease 
in  peripheral  vascular  resistance.  It  is  unclear 
whether  this  decrease  is  due  solely  to  decreased 
angiotensin  II  formation,  as  increased  brady- 
kinin  and/or  prostaglandin  activities  as  well  as 
decreased  sympathetic  tone  have  been  postu- 
lated to  play  a role.  Captopril,  the  initial  ACE 
inhibitor,  has  proven  effective  in  the  chronic 
treatment  of  previously  resistant  cases  of  hyper- 
tension and  congestive  heart  failure.  Though 
also  effective  in  milder  forms  of  hypertension, 
the  use  of  captopril  has  been  limited  by  side 
effects  including  skin  rash,  loss  of  taste,  pro- 
teinuria, and  leukopenia.  These  side  effects 
may  be  in  part  related  to  the  sulfhydryl  moiety 
of  captopril’s  chemical  structure.  Newer  ACE 
inhibitors  such  as  enalapril  maleate  lack  a 
sulfhydryl  moiety  and  may  offer  a better  bene- 
fit- to-risk  ratio.  Further  experience  will  de- 
termine the  ultimate  role  of  ACE  inhibitors  in 
the  treatment  of  cardiovascular  disease. 

The  symposium  was  co-sponsored  by  the  American  Heart  Asso- 
ciation of  Delaware,  Delaware  Institute  of  Medical  Education  and 
Research,  Jefferson  Medical  College,  the  University  of  Delaware, 
and  the  Wilmington  Medical  Center. 


PATHOPHYSIOLOGY  OF  ACUTE  PULMONARY 
EDEMA 

Marlys  H.  Gee,  Ph.D. 

Andrew  M.  Havill 
Sandra  Z.  Perkowski 
John  T.  Flynn 
Department  of  Physiology 
Jefferson  Medical  College 

In  seven  surgically  prepared  anesthetized 
sheep,  we  measured  lung  lymph  flow,  lymph: 
plasma  protein  concentration  ratio,  pulmonary 
artery  and  wedge  pressures,  and  circulating 
leukocytes  (WBC).  After  a two-hour  period 
during  which  baseline  measurements  were  made, 
we  began  a three-hour  infusion  (1.9  ml/min)  of 
activated  complement  which  causes  WBC  to 
sequester  in  the  pulmonary  circulation.  Dur- 
ing the  infusion  when  WBC  decreased  50%,  the 
flow  of  protein-rich  lung  lymph  increased  to 
twice  the  baseline  level  with  no  sustained 
change  in  pulmonary  vascular  pressures.  These 
data  show  that  pulmonary  leukostasis  produces 
an  increase  in  protein  permeability  in  lung  capil- 
laries. This  increase  in  lung  vascular  permea- 
bility was  maintained  through  a two-hour  period 
after  the  infusion  was  stopped.  We  conclude 
that  pulmonary  leukostasis  results  in  injury  to 
the  pulmonary  capillaries.  Our  data  suggest 
that  leukocyte  aggregation  and  release  reactions 
may  contribute  significantly  to  clinical  pulmon- 
ary dysfunction  from  a variety  of  insults. 

& mg  % 

ANGIOTENSIN  II  AND  CATECHOLAMINES  IN 

ISOLATED  AORTAE  OF  NON-MAMMALIAN 
MODELS 

Gregory  A.  Stephens,  Ph.D. 

School  of  Life  and  Health  Sciences 
University  of  Delaware 

In  animals  from  elasmobranchs  through  mam- 
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mals,  angiotensin  infusion  produces  a pressor 
response.  This  pressor  action  of  angiotensin 
appears  to  have  evolved  from  a totally  cathecho- 
lamine-dependent  response  in  elasmobranchs  to 
a largely  direct  vascular  effect  of  angiotensin 
in  mammals.  The  biochemistry  of  the  angio- 
tensin molecule  and  the  angiotensin  receptors 
has  also  evolved  somewhat  so  that  there  are 
slight  structural  differences  between  different 
vertebrate  classes.  In  an  effort  to  better  under- 
stand the  evolution  of  the  renin  angiotensin 
system  we  examined  the  pharmacological  char- 
acteristics of  the  system  and  the  role  of  catecho- 
lamines in  the  angiotensin  pressor  response  in 
the  turtle,  Pseudemys,  scripta  elegans.  Studies 
were  conducted  in  conscious  animals  and  with 
isolated  aortic  strips.  In  conscious  turtles  intra- 
venous angiotensin  I (AI)  or  II  (All)  produced 
dose-dependent  vasopressor  responses  which 
were  significantly  reduced  by  simultaneous  in- 
fusion of  the  competitive  mammalian  angioten- 
sin analogues  [Sar1,  Ala8]  All  or  [Sar1,  lie8]  AIL 
The  efficacy  of  these  blockers  in  the  turtle  sug- 
gests that  turtle  All  and  All  receptors  are  quite 
similar  to  those  in  mammals.  Unlike  the  re- 
sponse in  mammals,  a-adrenergic  blockade  with 
phentolamine  or  phenoxybenzamine  significantly 
decreased  the  vasopressor  action  of  AI  and  AIL 
This  finding  suggests  that  the  pressor  response  to 
angiotensin  in  the  turtle  is  partially  due  to  cate- 
cholamines as  suggested  for  other  nonmammal- 
ian vertebrates.  Using  circumferential  strips 
from  the  left  aortic  arch,  both  All  and  norepine- 
phrine (NE)  produced  dose-dependent  contrac- 
tions. These  preliminary  results  suggest  the 
existence  of  both  All  and  NE  receptors  in  the 
turtle  aorta,  but  studies  with  angiotensin  and 
adrenergic  blocking  agents  need  to  be  done  to 
confirm  this  suggestion.  (Supported  by  Ameri- 
can Heart  Association  of  Delaware  and  NIH 
Biomedical  Research  Support  Program.) 

VS  % 

THALLIUM  IMAGING  IN  THE  CORONARY 

CARE  UNIT 

Arthur  W.  Colbourn,  M.D. 

Acute  myocardial  infarction  is  a heterogene- 
ous disease,  ranging  from  the  necrosis  of  a few 


myocardial  cells  to  formation  of  massive  aneury- 
smal scarring.  Patients  presenting  with  myo- 
cardial infarction  can  be  categorized  into  high 
and  low  risk  groups  depending  upon  infarction 
size,  extent  of  underlying  coronary  artery  dis- 
ease, and  degree  of  left  ventricular  dysfunction. 

Clinical  classification  based  on  the  severity 
of  left  ventricular  failure  has  been  widely  used 
as  a means  of  identifying  these  high  risk  pa- 
tients. Patients  presenting  in  pulmonary  edema 
or  cardiogenic  shock  (Killip  Class  III-IV)  are 
recognized  to  have  a high  in-hospital  mortality, 
varying  betwen  30  and  90%.  The  majority  of 
deaths,  however,  occur  in  so-called  “low  risk” 
patients  who  present  without  evidence  of  signifi- 
cant left  ventricular  failure  (Killip  Class  I-II). 
It  is  apparent  that  a “high-risk”  subset  must  ex- 
ist within  this  hemodynamically  stable  group. 
The  importance  of  identifying  these  patients  is 
obvious.  Presently  used  clinical  criteria  have 
proven  unsatisfactory  in  this  regard,  and  the 
sensitivity  and  specificity  of  invasive  hemody- 
namic indices  have  been  questioned. 

Thallium  201  is  a radionuclide  which  is 
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handled  similarly  to  potassium.  It  is  taken  up 
actively  by  metabolizing  cells  and  distributed 
within  the  myocardium  according  to  blood  flow 
and  muscle  mass.  Reduced  thallium  uptake 
by  a segment  of  myocardium  may  reflect  any 
cause  for  decreased  perfusion:  areas  of  acute  in- 
farction, regions  of  myocardial  scarring  due  to 
old  infarction,  periinfarction  ischemia,  “isch- 
emia-at-a-distance,”  and  tight  coronary  stenosis 
causing  transient  resting  defects.  When  the 
resulting  compromise  of  left  ventricular  muscle 
mass  approaches  40%,  a high  short  term  mor- 
tality is  predictable.  The  extent  of  reduced 
myocardial  perfusion  as  reflected  by  thallium 
imaging  would  therefore  be  anticipated  to  cor- 
relate closely  with  short  and  long  term  prognosis. 
This  premise  has  been  supported  by  results  from 
Johns  Hopkins  (Silverman,  Becker,  and  Bulkley, 
Circulation,  May,  1980). 

Our  study  will  correlate  the  relative  percent 
of  compromised  left  ventricular  muscle  mass 
with:  1)  in-hospital  mortality,  2)  six  month  and 
12  month  mortality,  and  3)  the  development  of 
congestive  heart  failure.  Patients  presenting  to 
the  CCU  who  are  hemodynamically  stable  will 
be  imaged  within  16  hours  of  onset  of  chest  pain. 
Images  will  be  qualitatively  evaluated  according 
to  the  method  of  Silverman.  In  addition  to  the 
thallium  scan,  a thallium-exercise  test  will  be 
performed  at  six  weeks  to  three  months  post- 
discharge.  Our  data  to  date  is  quite  prelimi- 
nary. Sixteen  patients  with  confirmed  acute  in- 
farction have  been  imaged.  Six  of  these  patients 
had  “high  risk”  thallium  scans,  with  one  subse- 
quent in-hospital  death  in  this  subgroup.  Long 
term  follow-up  data  is  not  available  yet. 

Our  hope  is  that  early  identification  of  these 
high  risk  patients  presenting  with  acute  myo- 
cardial infarction  will  allow  more  rational  use 
of  hospital  resources  and  more  selectively  di- 
rected therapy.  Those  patients  identified  as  low 
risk  would  be  candidates  for  early  ambulation 
and  discharge  at  seven  to  nine  days  following 
admission.  Those  patients  identified  as  high 
risk  would  likely  benefit  from  more  gradual 
ambulation,  longer  term  rhythm  monitoring, 
more  aggressive  therapy,  and  more  aggressive 
diagnostic  evaluation  in  the  early  postmyocardial 
infarction  period. 


CARDIOVASCULAR  CONTROl  IN  THE  GENUS 
MARMOTA  MODEL  FOR  BARORECEPTOR 
ADAPTATIONS 

Virginia  M.  Miller,  Ph.D. 

D.  E.  Allen 
W.  L.  Miller,  Ph.D. 

F.  E.  South,  Ph.D. 

School  of  Life  and  Health  Sciences 
University  of  Delaware 

Animals  capable  of  hibernation  regulate  blood 
pressure  and  heart  rate  over  a wider  range  than 
nonhibernating  mammals,  thus  suggesting  a 
differential  sensitivity  of  pressoreceptors,  cen- 
tral control  mechanisms  and/or  effectors  asso- 
ciated with  cardiovascular  reflexes.  Three  ex- 
perimental designs  ( chronically  catheterized  con- 
scious animals,  acute  isolated  carotid  sinus  and 
isolated  vascular  smooth  muscle  preparations) 
have  been  utilized  to  characterize  the  barore- 
ceptor  and  effector  responsiveness  in  the  marmot 
and  woodchuck  (M.  flaviventris  and  M.  monax , 
respectively).  In  the  chronically  catheterized 
conscious  animal,  a reflex  decrease  in  heart  rate 
in  response  to  norepinephrine  or  phenylephrine 
was  not  observed  in  about  25%  of  the  experi- 
ments. However,  when  a baroreflex  to  phenyle- 
phrine was  observed,  the  unit  change  in  heart 
rate  per  change  in  blood  pressure  was  less  than 
that  reported  for  other  mammals.  The  set  point 
and  sensitivity  for  the  blood  pressure  component 
of  the  baroreflex  were  found  to  be  less  than 
values  reported  in  comparable  experiments  in 
either  the  dog  or  the  cat.  In  marmots  observed 
to  have  undergone  torpor  (a  spontaneous,  regu- 
lated decrease  in  body  temperature),  these  op- 
erational characteristics  of  the  baroreflex  are 
further  reduced.  The  data  were  also  examined 
for  additional  seasonal  variations.  A lower  rest- 
ing heart  rate  was  observed  in  winter,  but  no 
difference  was  apparent  in  resting  mean  arterial 
pressure.  Larger  doses  of  norepinephrine  were 
needed  in  winter  to  produce  a given  change  in 
blood  pressure.  However,  the  relative  sensi- 
tivity to  norepinephrine  of  isolated  aortic  strips 
from  winter  and  summer  woodchucks  does  not 
differ  (ED50  = 1 X 107M),  but  the  ratio  ac- 
tive/total tension  at  a given  dose  of  norepine- 
phrine is  less  in  winter  vs.  summer  woodchucks. 
These  data  indicate  that  adaptations  of  physio- 
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logical  mechanisms  involved  with  cardiovascular 
control  occur  in  animals  capable  of  hibernation 
and  may  be  representative  of  the  extent  to  which 
these  same  mechanisms  can  adapt  in  other  mam- 
malian species.  (Supported  by  the  American 
Heart  Association  of  Delaware  and  NIH  Bio- 
medical Research  Program.) 

& % % 

VESICULAR  TRANSPORT  IN  CAPILLARIES 

Roger  C.  Wagner,  Ph.D. 

School  of  Life  and  Health  Sciences 
University  of  Delaware 

Large  molecular  weight  solutes  traverse 
the  walls  of  blood  capillaries  in  response  to  both 
convective  (hydrostatic  pressure)  and  dissipa- 


tive (diffusion)  forces.  Open  channels  or  pores 
through  the  capillary  wall  such  as  fenestrae  or 
interendothelial  clefts  provide  hydraulically- 
conductive  pathways  through  which  solutes  may 
move  in  response  to  these  forces.  Yet  evidence 
suggests  that  in  continuous  capillaries  which 
are  devoid  of  fenestrae  and  endothelial  discon- 
tinuities, tight  junctions  form  an  occlusive  seal 
between  the  endothelial  cells  and  no  patent 
morphological  pores  to  carry  large  solutes  are 
evident.  Discrete,  totally  internalized  mem- 
brane-bound vesicles  are  abundant  in  the  cyto- 
plasm of  these  capillary  walls,  however,  and 
they  are  capable  of  carrying  large  electron  dense 
proteins  across  capillary  walls  by  a shuttle  trans- 
port mechanism.  This  involves  endocytic  inges- 
tion at  one  capillary  face,  transport  by  “diffusion 
in  quanta”  across  the  cytoplasm,  and  deposition 
at  the  opposite  face  by  exocytosis.  This  con- 
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stitutes  a discontinuous  type  of  “pore”  which  is 
not  hydraulically  conductive  yet  capable  of 
transporting  material  down  a concentration 
gradient.  We  have  isolated  capillaries  from 
various  tissues  and  quantitated  both  the  uptake 
and  release  of  fluorescent  and  radiolabeled 
solutes  by  their  endothelial  vesicles.  The  processes 
involved  do  not  rely  on  cellular  metabolic  fac- 
tors and  the  capillary  wall  appears  capable  of 
recognizing  subtle  macromolecular  character- 
istics and  either  ingests  or  excludes  particular 
solutes  on  that  basis.  The  presence  of  carbohy- 
drate moieties  ( glycosylation ) is  a prerequisite 
for  the  ingestion  of  proteins  by  the  capillary 
walls  and  the  vesicles  will  even  exclude  a 
smaller  molecule  over  a larger  one  if  it  is  not 
glycosylated.  Other  selective  determinants  may 
also  be  at  work  in  this  type  of  transport,  and 
capillary  beds  may  be  specifically  adapted  to 
serve  the  needs  of  different  tissues  by  regulating 
the  movement  of  metabolites  from  the  blood  to 
the  interstitial  spaces. 

% % 

IMMUNOGENETICS  OF  SERUM  LIPOPROTEINS: 
VLDL,  LDL,  AND  HDL 

David  Usher,  Ph.D. 

School  of  Life  and  Health  Sciences 
University  of  Delaware 

Although  the  biology  and  biochemistry  of  the 
apo-protein  constituents  of  the  major  classes  of 
serum  lipoproteins  has  been  well  studied,  the 


understanding  of  the  genetics  of  these  proteins 
has  been  limited  to  the  few  aberrant  lipopro- 
teins that  exist.  Information  about  the  various 
genes  encoding  the  apo-proteins  can,  however, 
be  determined  either  by  producing  alloantisera 
against  individual  classes  of  lipoprotein  or  by 
isolating  hybridomas  that  secrete  monoclonal 
antibodies  against  the  purified  apo-proteins.  We 
have  used  both  these  methods  in  our  laboratory 
to  study  the  genes  that  encode  the  apo  B pro- 
tein in  rabbits  and  to  define  a whole  range  of 
apo-lipoprotein  genes  in  mice.  The  results  of 
our  studies  in  rabbits  are  particularly  interesting. 
By  generating  specific  alloantisera,  we  have  been 
able  to  define  a minimum  of  two  and  most  likely 
three  genes  that  encode  the  apo  B protein.  This 
indicates  either  the  apo  B protein  is  composed 
of  two  or  three  polypeptides  or  that  the  apo  B 
protein  exists  in  two  or  three  polymorphic  forms 
(ie,  isotypes).  That  isotypes  of  the  apo  B pro- 
tein exist  has  also  been  suggested  by  our  study 
of  isolated  monoclonal  antibodies  that  recognize 
the  apo  B protein.  One  monoclonal  antibody 
recognizes  VLDL  and  LDL  but  not  chylomi- 
crons. This  is  surprising,  since  all  three  classes 
contain  the  apo  B protein.  The  results  suggest 
that  the  apo  B protein  produced  by  the  intestines 
(ie,  that  apo  B found  in  chylomicrons,  the  lipo- 
protein responsible  for  dietary  lipid  transport) 
is  different  from  the  one  produced  by  the  liver 
(ie,  that  apo  B found  in  VLDL  and  LDL,  the 
lipoproteins  responsible  for  the  transport  of 
endogenously  synthesized  lipids). 


Del  Med  Jrl,  Oct  1982— Vol  54,  No  10 


589 


Abstracts 


SIGNIFICANCE  OF  PROSTAGLANDINS  AND 
THROMBOXANES  IN  MYOCARDIAL  ISCHEMIA 

Allan  M.  Lefer,  Ph.D. 

Jefferson  Medical  College 

Thromboxane  A2  (TA2)  is  formed  from  PGH2 
in  platelets  or  blood  vessels  during  circulatory 
shock  (eg,  endotoxic,  traumatic),  acute  myo- 
cardial ischemia,  and  arachidonate-induced  sud- 
den death.  Plasma  values  of  thromboxane  B2, 
a metabolite  of  TA2,  increase  3 to  12-fold  in 
these  disorders.  Some  of  the  pathophysiologic 
actions  of  TA2  are  labilization  of  lysosomal 
membranes,  induction  of  platelet  aggregation,  and 
severe  coronary  vasoconstriction.  These  ac- 
tions either  act  to  exacerbate  the  already  precari- 
ous hemodynamic  state  or  directly  compromise 
circulatory  homeostatis  by  inducing  thrombosis 
or  vasospasm.  The  intravenous  injection  of  car- 
bocyclic  thromboxane  A2  ( CTA2 ) , a TA2  agonist 
in  blood  vessels,  decreases  coronary  and  splanch- 
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nic  blood  flow,  exacerbates  myocardial  ischemia 
and  can  produce  sudden  cardiopulmonary  death. 
These  effects  can  be  ameliorated  or  prevented  by 
pinane  thromboxane  A2  (PTA2),  a specific  throm- 
boxane receptor  antagonist.  PTA2  protects 
against  traumatic  shock  in  rats,  acute  myocardial 
ischemia  in  cats,  and  sudden  death  in  rabbits. 
Moreover,  thromboxane  synthetase  inhibitors, 
including  imidazole  and  UK-37,248,  offer  sig- 
nificant protection  in  acute  myocardial  ischemia 
and  sudden  death.  Finally,  infusion  of  prosta- 
cyclin (PGI2)  can  counteract  the  effects  of 
thromboxanes  by  its  prominent  vasodilator,  cyto- 
protective,  and  anti-aggregatory  actions.  There- 
fore, inhibition  of  thromboxane  synthesis  or  an- 
tagonism of  thromboxane  action,  or  administra- 
tion of  PGI2  are  important  therapeutic  modali- 
ties, particularly  in  acute  life-threatening  circu- 
latory disorders.  These  effects  are  of  great  po- 
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tential  significance  in  the  therapeutics  of  myo- 
cardial ischemia. 


II  « (g 

POTENTIAL  USES  OF  CALCIUM  ENTRY 
BLOCKERS  IN  MEDICINE 

C.  Paul  Bianchi,  Ph.D. 

Department  of  Pharmacology 
Jefferson  Medical  College 

The  entry  or  release  of  calcium  in  cells  regu- 
lates muscle  contraction  in  cardiac  and  smooth 
muscle  and  the  shape  change  of  cells.  The 
entry  of  calcium  through  slow  channels  acts 


as  a current  carrier  for  regulating  pacemaker 
cells  in  the  sinus  node  and  conduction  through 
the  A-V  node.  The  voltage  dependent  slow 
calcium  channels  present  in  depolarized  cells 
are  thought  to  be  the  major  factor  in  causing 
oscillations  of  membrane  potential  in  rapidly 
firing  ectopic  pacemakers. 

Calcium  entry  blockers,  such  as  verapramil, 
diltiazem,  and  nifedipine,  are  useful  in  protect- 
ing the  ventricles  against  supraventricular  tachy- 
cardia, in  treating  variant  angina,  and  in  pro- 
tecting the  cerebral  vascular  bed  against  vaso- 
spasm following  ischemia. 

The  use  of  calcium  entry  blockers  to  protect 
both  the  endothelial  cells  and  smooth  muscles 
of  the  vascular  bed  against  the  pathological 
changes  accompanying  ischemia  or  hypoxia  is 
one  of  the  more  recent  proposals  that  is  under 
investigation. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


RHEUMATIC  AND  METABOLIC  BONE  DISEASES 
IN  THE  ELDERLY,  by  David  F.  Giansiracusa,  M.D., 
and  Fred  G.  Kantrowitz,  M.D.,  D.  C.  Heath  and 
Company,  Lexington,  Massachusetts,  1982.  210 
pp.  Illus.  Price  $23.95. 

As  family  physicians,  internists,  and  subspe- 
cialists in  rheumatic  diseases,  we  are  increas- 
ingly being  faced  with  a larger  body  of  healthy 
senior  citizens  who  are  developing  rheumatic 
disorders.  In  a certain  sense,  this  is  a natural 
end  result  of  a society  whose  health  establish- 
ment provides  increasingly  better  care  to  its 
members.  People  live  longer  and  are  given  the 
opportunity  to  develop  illness  at  a later  stage 
in  life.  This  volume  is  an  attempt  to  come  to 
grips  with  this  fact  of  life  as  it  pertains  to  the 
musculoskeletal  system. 

The  book  is  divided  into  two  sections.  The 
first  and  larger  section  deals  with  most  common 
rheumatic  diseases.  The  emphasis  is  on  review- 
ing the  manifestations  and  management  of  the 
more  common  rheumatic  syndromes  as  they  tend 
to  present  in  the  elderly.  No  one  topic  is  covered 
in  great  depth.  There  are  chapters  on  rheuma- 
toid arthritis,  lupus  and  drug-induced  lupus-like 
syndromes,  Sjogren’s  syndrome,  and  Raynaud’s 
phenomenon.  The  spondylo-arthropathies,  gout, 
pseudo-gout,  osteoarthritis,  and  amyloidosis  all 
are  covered  in  short,  concise  chapters.  Poly- 
myalgia rheumatica  and  giant  cell  arteritis  are 
covered.  There  is  no  mention  of  any  of  the 
other  vasculitic  syndromes.  Of  special  interest 
are  chapters  which  review  the  relationship  be- 
tween malignancies  and  rheumatic  diseases,  soft 
tissue  rheumatism  which  commonly  presents  in 
the  older  age  population,  the  evaluation  of  labo- 
ratory tests  used  to  evaluate  rheumatic  com- 
plaints in  the  elderly,  and  a final  chapter  review- 
ing the  medications  used  in  the  management  of 
rheumatic  diseases  in  older  people.  Finally,  the 


book  begins  with  a brief  review  on  the  senes- 
cence of  the  body’s  immune  system. 

The  second  and  smaller  portion  of  the  book 
deals  with  metabolic  bone  disease.  There  are 
chapters  on  osteoporosis,  osteomalacia,  and 
Paget’s  disease  of  the  bone,  as  well  as  an  introduc- 
tory chapter  in  which  the  normal  physiology  of 
bone  as  it  is  affected  by  aging  is  reviewed.  I 
found  these  particular  chapters  quite  useful  as  a 
concise  summary  of  these  particular  problems.  I 
was  particularly  interested  in  the  chapter  cover- 
ing osteomalacia  in  the  elderly  population,  as  this 
may  be  a more  frequent  problem  than  is  other- 
wise realized  and  contributes  significantly  to 
musculoskeletal  morbidity  in  the  older  age  group. 

In  general,  I found  the  volume  to  be  a useful 
one,  largely  because  it  does  not  extend  outside 
its  original  purpose.  Each  chapter  is  fairly  brief, 
concise,  and  reviews  a particular  rheumatologic 
problem  in  the  context  of  the  older  patient.  It 
restricts  itself  to  conditions  that  are  most  com- 
mon in  the  geriatric  population.  I would  recom- 
mend it  to  those  physicians  whose  practice  in- 
cludes a substantial  number  of  geriatric  patients. 

James  H.  Newman,  M.D. 

«S  MS  MS 

CECIL'S  TEXTBOOK  OF  MEDICINE,  16th  Edition, 
edited  by  James  B.  Wyngaarden,  M.D.,  and 
Lloyd  H.  Smith,  Jr.,  M.D.,  W.  B.  Saunders  Com- 
pany, Philadelphia,  1982.  2354  pp.  Illus.  Price 
$65.00. 

This  is  the  16th  edition  of  one  of  the  great 
standards  of  medical  reference.  The  new  edi- 
tors, Dr.  Wyngaarden  of  Duke  University  and 
Dr.  Smith  of  the  University  of  California  at  San 
Francisco,  have  done  a superb  job.  Although 
massive,  the  text  is  thoroughly  readable. 
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The  introduction  is  philosophical,  as  witness, 
“The  boundaries  of  medicine  blend  into  physi- 
ology, sociology,  economics,  and  even  into  cult- 
ural heritage  . . . medicine  must  be  concerned 
not  only  with  an  abnormal  molecule,  but  also 
with  an  abnormal  childhood.” 

The  text  has  been  extensively  rewritten  since 
the  1979  15th  edition.  One  third  of  the  20  chap- 
ters have  new  authors,  and  there  has  been  an 
impressive  emphasis  on  pathophysiology  without 
losing  sight  of  clinical  relevance.  The  editors 
have  accomplished  their  goal  of  compiling  “.  . . 
an  authoritative  clinical  guidance  and  a seasoned 
scientific  basis  for  the  pursuit  of  medicine.” 

Each  chapter  is  a basic  text  for  its  subject 
matter  and  is  followed  by  a bibliography  which 
for  the  first  time  gives  one  or  two  sentence  sum- 
maries of  the  contents  of  the  cited  source  ma- 
terial. A dependable  reference  for  both  student 
and  practicing  clinician,  this  book  ties  together 
the  science  and  the  art  of  medicine.  The  new 
editors  have  lived  up  to  the  standard  of  excel- 
lence of  their  predecessors,  Drs.  Cecil,  Loeb, 
Beason,  and  McDermott. 

David  Platt,  M.D. 
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DYNAMIC  DIFFERENTIAL  DIAGNOSIS  by  R.  Doug- 
las Collins,  M.D.,  J.  B.  Lippincott  Compay,  Phila- 
delphia, 1981.  552  pp.  Illus.  Price  $36.50. 

This  book  was  written  under  the  premise  that 
differential  diagnosis  can  be  approached  through 
correlating  the  signs  and  symptoms  with  a work- 
ing knowledge  of  basic  medical  sciences.  In 
this  sense,  it  is  an  appropriate  aid  for  the  medical 
student  undergoing  the  painful  transition  from 
total  immersion  in  basic  sciences  to  early  clini- 
cal work.  Rather  than  memorizing  extensive 
lists  of  differential  diagnoses,  the  author  pro- 
poses a method  involving  basic  anatomic  and 
physiologic  analyses  combined  with  a few  sim- 
ple mnemonic  devices.  He  also  encourages 
experienced  physicians  to  use  this  approach 
rather  than  considering  only  the  most  common 
diagnoses  for  a given  symptom. 


The  book  is  divided  into  multiple  small  sec- 
tions, each  considering  the  differential  diagnosis 
of  a single  sign  or  symptom.  Almost  every  prob- 
lem encountered  in  daily  practice  is  discussed. 
The  discussions  are  extensively  illustrated  with 
anatomic  drawings  and  tables.  The  appendix 
lists  the  laboratory  workup  of  common  symp- 
toms with  the  more  common  and  least  expensive 
tests  being  listed  before  the  esoteric  and  more 
expensive  examinations.  The  discussions  of  each 
sign  and  symptom  tend  to  be  superficial  but 
serve  to  point  the  reader  toward  further  reading. 
Treatment  is  not  mentioned  at  all. 

The  practicing  physician  may  find  this  book 
useful  to  develop  a more  extensive  differential 
diagnosis  when  the  more  common  possibilities 
do  not  seem  to  fit  a given  patient.  As  already 
mentioned,  medical  students  should  find  this 
approach  more  useful  than  some  of  the  other, 
more  comprehensive  texts  on  differential  diag- 
nosis such  as  that  of  Harvey  and  Bordley.  Any 
method  which  downplays  the  need  for  extensive 
memorization  is  certainly  welcome. 

Lawrence  M.  Markman,  M.D. 
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HANDBOOK  FOR  PRESCRIBING  MEDICATIONS 
DURING  PREGNANCY,  by  Richard  L.  Berkowitz, 
M.D.,  Donald  R.  Coustan,  M.D.,  and  Tara  K. 
Mochizuki,  Pharm.D.,  Little,  Brown  and  Com- 
pany, Boston,  1981.  257  pp.  Price  $11.95.  Pa- 
perback. 

This  handbook  provides  a quick  desk-top 
reference  for  the  use  of  drugs  in  pregnant  pa- 
tients. Each  entry  includes  indications,  recom- 
mendations, and  references.  For  those  drugs 
which  may  be  used  during  pregnancy,  the  usual 
dosage,  adverse  effects,  mechanism  of  action, 
absorption,  and  biotransformation  are  also  de- 
scribed. The  discussion  assumes  little  specific 
pharmacologic  knowledge  on  the  part  of  the 
reader.  For  example,  under  hydroxyzine,  one 
learns  how  to  administer  a test  dose  for  the 
acutely  hypertensive  pre-eclamptic  patient,  how 
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to  monitor  patients  on  the  oral  medication,  and 
what  to  do  if  the  treatment  fails. 

More  than  a “cookbook,”  the  pathophysiology 
of  each  drug’s  effects  is  explained,  and  the  rea- 
sons for  choosing  one  drug  rather  than  another 
are  outlined.  Adverse  effects  for  patients  are 
described  giving  dose  ranges  where  they  are 
more  likely  to  occur  and  percentage  incidence 
when  it  is  known.  The  sources  of  information 
about  fetal  effects  are  clearly  discussed,  and  the 
authors  assess  what  the  studies  mean.  There 
are  several  references  following  each  entry. 

This  text  is  useful  for  all  practicing  physicians 
who  may  treat  pregnant  patients.  It  covers 
frequently  prescribed  medications  as  well  as 
topical  and  over-the-counter  preparations.  This 
could  have  been  a superficial  therapeutic  manual 
with  indiscriminate  lists  of  side  effects  such  as 
one  sees  in  the  PDR.  Instead,  it  is  a surprisingly 
comprehensve,  informative,  and  useful  quick 
reference  compiled  through  the  cooperative  ef- 
forts of  obstetricians,  perinatologists,  and  phar- 
macists at  Yale  University  and  the  University 
of  California  at  San  Francisco. 

Marguerite  D.  Thew,  M.D. 

& MS  MS 

PRINCIPLES  OF  IMMUNOLOGICAL  DIAGNOSIS 
IN  MEDICINE,  by  Felix  Milgrim,  M.D.,  C.  John 
Aheyounis,  Ph.D.  and  Kyoichi  Kano,  M.D.,  Lea 
and  Febiger,  Philadelphia,  1981.  520  pp.  Illus. 
Price  $39.50. 

This  textbook  attempts  to  provide  the  prac- 
titioner with  a reference  source  to  aid  in  the 
diagnostic  use  of  immunologic  laboratory  tests. 
As  the  authors  point  out  in  their  introduction, 
the  book  is  neither  an  immunology  textbook 
nor  a laboratory  textbook  on  immunologic  pro- 
cedures, but  rather  an  attempt  to  bridge  the  gap 
between  these  two  areas.  Procedures  them- 
selves are  not  stressed,  but  interpretation  of 
laboratory  tests  is  discussed  in  some  detail. 
Following  an  initial  section  outlining  basic  im- 
munological principles  developed  over  the  past 
half  century,  there  is  a rather  long  series  of 
chapters  dealing  with  the  sero-diagnosis  of  bac- 


terial, fungal,  chlamydial,  viral,  and  parasitic 
disease.  The  remainder  of  the  text  deals  pri- 
marily with  immunologic  disorders.  I had  an 
occasion  to  look  up  several  topics  during  my 
review  of  the  book  and  found  it  quite  useful. 
For  example,  there  is  a chapter  dealing  with 
auto-immune  thyroiditis  in  which  there  was  a 
fairly  brief  and  enlightening  discussion  of  the 
use  and  interpretation  of  serologic  studies  in  aid- 
ing this  particular  diagnosis.  I reviewed  a 
chapter  on  immune  complex  disease  in  which 
there  is  a fairly  good  discussion  of  the  useful- 
ness and  interpretation  of  immune  complex  as- 
says. 

I am  not  sure  that  this  would  be  an  appropri- 
ate selection  for  physicians  interested  in  obtain- 
ing an  all-purpose  immunology  reference  for 
their  library.  I believe  it  would  be  useful  for  an 
immuno-pathology  laboratory  as  a good  review 
of  the  application  of  serologic  testing  in  clinical 
medicine.  It  is  also  useful  for  the  infectious 
disease  consultant  or  the  physician  with  a large 
number  of  patients  in  his  or  her  practice  suf- 
fering from  inflammatory  or  auto-immune  dis- 
eases. It  is  definitely  not  a review,  however,  of 
this  type  of  illness,  but  rather  a review  of  the 
interpretation  of  serologic  tests  used  in  these 
diseases. 

James  H.  Newman,  M.D. 
% s* 

CURRENT  THERAPY  1982,  edited  by  Howard  F. 
Conn,  M.D.,  W.  B.  Saunders  Company,  Philadel- 
phia, 1982.  1016  pp.  Illus.  Price  $38.00. 

This  book  is  the  34th  in  an  annual  series  of 
publications.  More  than  91%  of  the  285  articles 
written  for  this  edition  were  written  by  authors 
who  did  not  write  for  the  previous  edition  (al- 
though I am  sure  they  read  the  chapters  they 
were  replacing). 

This  text  is  intended  as  an  up-to-date,  concise, 
collection  of  review  articles  in  the  general  medi- 
cine field.  It  is  relatively  up-to-date  (they  say 
nifedipine  is  still  investigational),  and  the  au- 
thors appear  to  realize  they  are  writing  for  a 
textbook  and  avoid  discussing  fads  or  unproven 
trends  in  medicine.  It  is  concise,  and  the  reader 
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must  realize  that  only  limited  detail  can  be  in- 
cluded in  1000  pages  of  average-size  type.  The 
reader  must  also  be  aware  that  the  book  is 
really  about  a year  behind,  and  important  ad- 
vances like  nifedipine  should  not  be  avoided 
until  Current  Therapy  1983. 

Several  articles  had  handy  charts;  Treatment 
of  Brain  Tumors,  Gastrointestinal  Syndromes, 
Anti  tuberculosis  Drugs,  Pediatric  Cardiac  Emer- 
gency Drugs,  Exercise  Program  for  Thoracic 
Outlet  Syndrome,  Drug  Therapy  for  Helminth 
Infections,  and  Common  Poisons  and  Therapy 
and  Antidotes. 

I was  also  pleased  by  the  use  of  illustrations 


in  a first  edition  textbook.  I wish,  however,  that 
the  CT  scans  were  labeled  better  (right  vs.  left) 
and  more  numerous. 

I do  question  a few  medical  points:  the  short 
(less  than  one  week)  use  of  oral  steroids  in 
pityriasis  rosea,  and  the  very  aggressive  treat- 
ment of  Bell’s  Palsy  (admission  for  10  days  or 
more,  IV  dextran  and  pentoxifylline,  and  high 
dose  steroids). 

Conn’s  Current  Therapy  is  worth  owning.  Use 
it  as  a reference  to  double  check  information  in 
a less  familiar  area. 

John  E.  Hocutt,  Jr.,  M.D. 
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Referrals  Requested 
for  Breast  Cancer 
Studies 


Dr.  R.  O.  Y.  Warren 
Memorial  Seminar 


Evaluation  of 
Endocrine 
Disorders  in 
Pediatrician's 
Office 


1983  Young 
Investigators' 
Awards 


The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  with  breast 
cancer  for  studies  conducted  by  the  National  Cancer  Institute,  Medicine  Branch, 
Medical  Breast  Cancer  Section  at  the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland.  Patients  with  all  stages  of  breast  cancer  are  po- 
tentially acceptable  if  they  have  no  other  serious  medical  illness  and  have  not 
been  treated  for  any  other  malignancy  except  cured  basal  cell  carcinoma  of  the 
skin.  Physicians  interested  in  further  details  or  in  having  their  patients  consid- 
ered for  admission  may  write  or  telephone:  Attending  Physician,  Medicine 
Branch,  NCI,  NIH,  Building  10,  Room  12N226,  Bethesda,  Maryland  20205. 


The  Delaware  Chapter  of  the  American  Academy  of  Pediatrics  is  sponsoring 
the  DR.  ROBERT  O.  Y.  WARREN  MEMORIAL  SEMINAR  on  Friday,  Novem- 
ber 5,  1982,  at  the  Delaware  Academy  of  Medicine.  The  program  will  focus  on 
pediatric  emergencies.  Brief  case  histories  of  patients  suffering  medical  or  sur- 
gical emergencies  will  be  presented  and  used  as  a basis  for  an  open  discussion. 
Participants  will  qualify  for  six  hours  of  credit  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  AMA.  There  is  a $10  non-refundable  fee  (house 
staff  and  students  are  exempt).  To  register,  contact:  The  Delaware  Academy 
of  Medicine,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806;  (302  ) 658- 
3166. 


The  John  Hopkins  Medical  Institutions  will  offer  a course  entitled  THE 
EVALUATION  OF  ENDOCRINE  DISORDERS  IN  THE  PEDIATRICIAN’S 
OFFICE,  to  be  held  in  the  Turner  Auditorium,  The  Johns  Hopkins  Medical 
Institutions,  720  Rutland  Avenue,  Baltimore,  Maryland,  on  November  15-18, 
1982.  The  program  is  oriented  toward  the  general  pediatrician  who  is  interested 
in  reviewing  the  effects  of  endocrine  disorders  on  somatic  growth  and  psycho- 
logical development.  This  course  has  been  approved  for  32  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  of  the  AMA  Prep  credits 
are  available.  Registration  fee:  $375.  Contact:  Program  Coordinator,  Office  of 
Continuing  Education,  720  Rutland  Avenue,  Turner  22,  Baltimore,  Maryland 
21205;  (301)  955-6046. 


Applications  for  the  1983  YOUNG  INVESTIGATORS’  AWARDS  must  be  sub- 
mitted to  the  American  College  of  Cardiology  by  November  1,  1982.  The  pro- 
gram is  open  to  any  physician  or  scientist  who  is  presently  in  a residency  or 
fellowship  training  program  or  who  has  been  in  such  a program  within  the  past 
three  years,  and  to  medical  students  and  Ph.D.  candidates.  For  information, 
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Digital 
Radiography 
1983  Symposium 


Cancer  Invasion 
and  Metastasis 


Tutorials  in 
Interventional 
Radiology 
and  DSA 


J.  D.  Woodruff 
Symposium  on 
Gynecologic 
Oncology 


contact:  American  College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda, 
Maryland  20814;  (301)  897-5400. 


The  DIGITAL  RADIOGRAPHY  1983  NATIONAL  SYMPOSIUM  will  be  held 
January  31-February  4,  1983,  at  the  Diplomat  Resort  and  Country  Club,  Holly- 
wood, Florida.  As  an  organization  accredited  to  provide  continuing  medical 
education  by  the  AM  A,  the  University  of  South  Florida  certifies  that  this  offering 
meets  the  criteria  for  28  hours  of  AMA  Category  I CME  credits,  provided  it  is 
used  and  completed  as  designed.  Contact:  Educational  Symposia,  P.O.  Box 
17241,  Tampa,  Florida  33682;  (813  ) 971-6000,  ext.  1112. 


CANCER  INVASION  AND  METASTASIS  is  the  topic  of  the  36th  Annual  Sym- 
posium on  Fundamental  Cancer  Research  to  be  held  in  Houston  at  the  Shamrock 
Hilton  Hotel,  March  1-4,  1983.  The  symposium  will  consider  recent  develop- 
ments in  the  biology  of  tumor  metastasis  formation  and  investigate  the  possible 
contributions  of  these  developments  to  cancer  treatment.  Contact:  Office  of 
Conference  Services,  Box  18,  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Avenue,  Houston,  Texas  77030;  (713)  792-2222 


The  Johns  Hopkins  University  School  of  Medicine,  Department  of  Radiology, 
is  sponsoring  TUTORIALS  IN  INTERVENTIONAL  RADIOLOGY  AND  DSA, 
April  28-30,  1983,  in  Baltimore.  This  course  is  designed  to  give  on-line  demon- 
strations of  techniques  in  biliary  stenting,  embolotherapy,  and  transluminal  angio- 
plasty. AMA  Category  I credits  will  be  available;  application  for  other  ap- 
propriate credits  has  been  submitted.  Registration  fee:  $275  for  physicians; 
$150  for  residents,  nurses,  and  technologists.  Contact:  Carlita  M.  Kearney, 
Program  Coordinator,  Office  of  Continuing  Medical  Education,  720  Rutland 
Avenue,  Room  19  Turner,  Baltimore,  Maryland  21205;  (301)  955-3168. 


The  Johns  Hopkins  Medical  Institutions  will  sponsor  the  J.  D.  WOODRUFF 
SYMPOSIUM  ON  GYNECOLOGIC  ONCOLOGY  on  March  24-26,  1983.  The 
program  will  be  held  at  the  Cross  Keys  Inn,  5100  Falls  Road,  Baltimore,  Mary- 
land. The  symposium  is  an  update  on  the  biology  of  cancer  for  the  gynecologist, 
gynecologic  oncologist,  resident  in  obstetrics  and  gynecology,  and  the  radiation 
therapist.  Participants  in  the  program  will  qualify  for  AMA  Category  I credits 
and  ACOG  cognates.  Registration  fee:  $300  ($150  for  residents)  for  the  full 
course;  $90  ($45  for  residents)  for  the  Saturday  Review  only.  Contact:  Susan 
Bavaro,  Office  of  Continuing  Education,  Turner  22,  720  Rutland  Avenue,  Balti- 
more, Maryland  21205,  (301)  955-6046. 
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REPORT  OF  THE  PRESIDENT 


The  year  that  I have  served  as  President  of 
the  Medical  Society  of  Delaware  has  been  one 
of  the  most  rewarding  years  of  my  life.  It  has 
been  a demanding  and  sometimes  almost  over- 
whelming task  that  has  given  me  new  insight 
into  the  workings  of  the  Society.  When  I as- 
sumed the  Presidency,  I was  aware  that  there 
were  problems  facing  the  Society.  I did  not  ex- 
pect that  there  would  be  easy  solutions  to  these 
problems,  but  I accepted  the  responsibility  and 
the  challenge— and  a challenge  it  has  been. 

Some  of  the  problems  have  been  successfully 
concluded,  thanks  to  the  efforts  of  many  individ- 
uals—my  fellow  officers,  committee  members, 
Society7  members,  our  extremely  capable  Execu- 
tive Director  and  her  staff.  Some  of  the  prob- 
lems have  not  been  successfully  resolved,  and 
still  others  are  pending. 

One  of  the  major  concerns  of  the  Society  for 
the  past  several  years  has  been  the  matter  of 
malpractice  liability  insurance.  It  was  a prob- 
lem when  I took  office,  and  it  is  a problem  again 
this  year.  Aetna  has  been  the  Society’s  spon- 
sored carrier  for  the  past  several  years.  Last 
year  two  additional  companies,  ICA  and  PHICO, 
offered  to  provide  coverage  for  Delaware  physi- 
cians. The  Society  continued  to  sponsor  Aetna 


because  of  the  service  given  in  the  past,  but 
Aetna  informed  the  Society  recently  that  policies 
written  for  the  next  year  will  cost  on  the  aver- 
age 45%  more  than  the  current  year.  However, 
PHICO  has  offered  to  be  the  Society’s  carrier 
with  rates  averaging  about  10-15%  higher  than 
this  year’s  Aetna  rates.  The  Society’s  Board  of 
Trustees  has  just  approved  the  recommendation 
of  the  Liability  Insurance  Committee  that  nego- 
tiations be  pursued  with  PHICO.  We  continue 
to  work  on  a long-range  plan  to  find  a solution 
to  the  continuing  problem  of  malpractice  cover- 
age. 

The  problem  of  ancillary  and  paramedical 
personnel  who  represent  to  the  public  that  they 
offer  the  same  services  as  physicians  has  made 
the  Committee  on  Paramedical  and  Ancillary 
Professionals  one  of  the  most  active  in  the  So- 
ciety this  year. 

The  definition  of  the  role  of  chiropractors  is 
one  which  has  been  challenged  by  the  Board  of 
Medical  Practice.  The  Board  of  Chiropractic 
was  notified  by  the  Board  of  Medical  Practice, 
through  its  legal  representative  from  the  Attor- 
ney General’s  Office,  that  the  Board  of  Chiro- 
practic’s Rule  17,  which  defines  the  practice  of 
Chiropractic  to  include  the  “diagnosis,  treatment 


Del  Med  Jrl,  Nov  1982— Vol  54,  No  11 


613 


President's  Page 


and  prevention  of  disease,”  is  in  violation  of  the 
Medical  Practices  Act  and  should  be  deleted. 

The  new  Nurse  Practice  Act  proposed  by  the 
Delaware  Board  of  Nursing,  which  would,  in 
effect,  allow  nurses  to  practice  medicine,  has 
demanded  much  time  and  effort  from  many  of 
our  members.  Legislation  with  amendments 
which  were  introduced  by  the  State  Society  to 
preserve  the  integrity  of  medical  practice  and 
also  to  preclude  the  loss  of  employment  by 
many  non-nursing  personnel  working  under  the 
supervision  of  physicians,  especially  in  the  office 
setting,  was  passed  in  the  House.  Because  these 
amendments  were  not  acceptable  to  the  nurses, 
the  legislation  was  withdrawn  in  the  Senate  at 
the  nurses’  request.  Therefore,  no  action  was 
taken  this  year  on  a new  Nurse  Practice  Act. 
However,  those  who  wish  to  amend  the  Nurse 
Practice  Act  have  not  given  up  but  are  already 
preparing  for  the  next  session  of  the  General 
Assembly  when  they  hope  to  get  legislation  of 
their  choosing  passed.  Our  Committee  is  also 
working  on  strategies  for  a better  plan  to  con- 
vince the  public,  the  legislators,  and  nurses  as 
well  as  physicians  that  the  proposals  of  the 
nurses  would  indeed  allow  nurses  to  practice 
medicine  without  proper  medical  training. 

Also  at  issue  at  the  present  time  is  the  value 
of  “second  opinion”  programs.  Whether  or  not 
there  is  real  merit  to  their  claim  that  care  is 
improved  and  health  care  costs  cut  has  yet  to 
be  determined.  Pilot  programs  being  considered 
in  conjunction  with  health  insurance  carriers 
will  hopefully  provide  answers  as  to  the  effects 
of  second  opinion  programs  on  health  care  and 
costs. 

Blue  Cross  and  Blue  Shield  of  Delaware  has, 
as  you  know,  formed  an  HMO  in  Delaware 
which  is  scheduled  to  open  soon.  The  Medical 
Society  of  Delaware  has  expressed  concerns 
about  how  successful  the  HMO  of  Delaware  will 
be  in  improving  health  care  and  containing 
costs. 

Our  relationship  with  Blue  Cross  and  Blue 
Shield  of  Delaware  was  improved  as  a result  of 
presentations  by  officers  of  Blue  Cross  and  Blue 
Shield  at  county  medical  society  meetings.  Blue 
Cross  and  Blue  Shield’s  positions  on  several 
issues  were  clarified  and  we  were  able  to  ex- 


press our  concerns  regarding  what  had  been 
perceived  as  a lack  of  responsiveness. 

Opening  up  channels  of  communication  with 
the  key  people  in  Camp  Hill,  Pennsylvania, 
where  Medicare  Part  B claims  are  processed, 
has  also  resulted  in  a more  satisfactory  relation- 
ship for  the  members  of  our  Society. 

The  problems  raised  as  a result  of  the  recent 
Supreme  Court  decision  in  the  Maricopa  County 
Medical  Society  case  have  affected  the  Society’s 
ability  to  function  through  its  Medical  Review 
Committee  on  matters  of  fees.  We  are  now 
considering  modifying  the  bylaws  of  our  Society 
to  conform  with  this  high  court  ruling. 

The  Medical  Society  of  Delaware  has  par- 
ticipated in  the  AMA’s  opposition  to  FTC  in- 
trusion into  the  medical  profession.  The  result 
of  the  Supreme  Court’s  tie  vote  on  an  FTC 
complaint  against  the  AMA  is  that  the  issue  of 
the  FTC’s  authority  in  regulating  the  professions 
must  be  resolved  by  the  Congress.  The  leader- 
ship of  the  Medical  Society  of  Delaware  lost  no 
time  in  contacting  and  expressing  our  views  to 
our  Delaware  Congressional  delegation  urging 
their  support  for  bills  which  would  eliminate 
FTC  jurisdiction  over  the  professions.  We  are 
not  asking  exemption  from  the  antitrust  laws. 
We  are  asking  that  claims  of  improper  conduct 
by  professional  groups  be  tried  in  courts  with 
impartial  judges  rather  than  administrative  hear- 
ings before  salaried  employees  of  the  agency 
making  the  charges.  We  are  asking  that  the 
FTC  be  required  to  respect  duly  enacted  state 
laws,  and  we  are  asking  that  the  Congress  clarify 
that  it  never  empowered  the  FTC  to  regulate 
not-for-profit  professional  organizations.  Con- 
gress has  delayed  its  vote,  in  its  rush  to  recess 
for  local  election  campaigns,  and  will  take  up 
the  issue  again  in  the  session  starting  November 
29,  1982. 

It  has  been  my  privilege  to  lead  the  Society 
for  the  past  year.  The  work  of  the  Society  has 
required  dedication  and  commitment  from  many, 
their  cooperation  is  acknowledged  and  appreci- 
ated. I hope  that  your  continued  support  will 
be  given  to  the  incoming  President,  Dr.  Ignatius 
J.  Tikellis,  who  has  already  devoted  much  time 
and  effort  to  the  Society.  Your  cooperation  is 
necessary  if  the  Society  is  to  continue  to  be  a 


614 


Del  Med  Jrl,  Nov  1982— Vol  54,  No  11 


President’s  Page 


vital,  effective  organization.  Organized  medicine 
will  continue  to  be  confronted  with  obstacles 
that  cannot  be  overcome  by  individuals.  Work- 
ing together,  mobilizing  the  resources  we  possess 
as  a group,  gives  us  strength  and  clout  we  cannot 
achieve  alone. 

The  highest  quality  medical  care  with  equal 
access  at  reasonable  cost  can  be  a reality  if  we 
obtain  the  cooperation  of  all  participants— the 
Federal  government  and  the  private  sector,  pro- 
viders and  recipients.  If  we  work  together  in 
our  communities,  our  hospitals,  our  local  and 
national  organizations,  we  can  reach  our  goal. 

I am  proud  to  have  been  a part  of  the  accom- 
plishments of  the  Society  this  past  year,  and  I 
humbly  thank  you  all  for  giving  me  that  oppor- 
tunity. 

Rafael  A.  Zaragoza,  M.D. 
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Introduction 

The  Marfan  syndrome  is  an  uncommon  her- 
itable disorder  of  connective  tissue  metabolism 
with  multisystem  involvement.  Although  the 
exact  incidence  of  the  condition  is  not  known, 
the  prevalence  of  classic  Marfan  syndrome  is 
four  to  six  per  100,000  people.1  There  are,  how- 
ever, many  mild  cases  (formes  frustes)  which 
escape  detection  and  thus  the  actual  prevalence 
is  probably  somewhat  higher. 

The  cardiovascular  aspects  of  the  disease 
usually  lead  to  a greatly  reduced  life  expectancy. 
In  Murdoch’s  series,  the  average  age  at  death 
for  the  72  deceased  patients  was  32  years.2  Dis- 
secting aneurysms  have  been  observed  with 
greater  frequency  in  Marfan  patients  than  in 
any  other  disease. 

In  1958,  Husebye,  et  al,  reviewed  the  literature 
of  Marfan  syndrome  in  pregnancy.3  They  un- 
covered 52  cases  of  dissecting  aortic  aneurysm 
occurring  during  pregnancy,  three  of  which  were 
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associated  with  the  Marfan  syndrome.  Since 
then,  few  reports  of  Marfan  syndrome  and  preg- 
nancy have  appeared  in  the  literature. 

In  this  paper  we  present  a case  report  of  Mar- 
fan syndrome  in  pregnancy  which  ended  in  sud- 
den death  of  the  mother;  a liveborn  female  infant 
was  salvaged  by  cesarean  section. 

Case  Presentation 

The  patient  was  a 20-year-old  primigravid 
white  female  at  35  weeks  gestation  who  was 
admitted  because  of  chest  pain.  She  had  been 
diagnosed  as  having  Marfan  syndrome  on  the 
basis  of  her  tall  stature,  high  arched  palate,  hy- 
perextension of  the  fingers,  arachnodactyly,  and 
an  enlarged  aortic  root,  measuring  4.5  cms  and 
a cardiothoracic  ratio  of  13/26.5.  Her  first  pre- 
natal visit  was  at  the  13th  week  of  gestation. 
The  course  of  her  pregnancy  before  her  admis- 
sion was  unremarkable,  including  six  office  visits, 
the  last  one  being  nine  days  before  her  admis- 
sion. 

The  patient’s  mother  had  died  at  the  age  of 
24  of  acute  aortic  rupture  secondary  to  Marfan 
syndrome. 

Physical  examination  revealed  a young  white 
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female  in  acute  distress,  restless,  and  writhing 
in  pain.  Her  blood  pressure  was  120/78  in  the 
right  arm  and  150/80  in  the  left.  Carotid  pulses 
were  2+  bilaterally  without  bruits.  The  lungs 
were  clear  to  auscultation.  Cardiac  examination 
revealed  a grade  II/VI  systolic  ejection  murmur 
with  no  diastolic  murmur.  The  abdomen  was 
soft  and  the  uterus  was  enlarged  to  the  size  of 
a 34-week  gestation.  Peripheral  pulses  were 
present  and  equal  in  both  arms  and  legs.  The 
EKG  was  interpreted  as  normal  with  no  ischemic 
changes.  Chest  x-ray  showed  widening  of  the 
ascending  aorta. 

The  impression  was  that  the  patient  was  hav- 
ing an  acute  aortic  dissection  secondary  to  the 
Marfan  syndrome.  She  was  transferred  immedi- 
ately to  the  intensive  care  unit,  and  a trimeth- 
aphan  camsylate  (Arfonad,  Roche)  drip  was 
started  to  lower  the  systolic  pressure  to  90-100 
mmHg  range.  Propranolol  therapy  was  also 
begun.  Lowering  blood  pressure  substantially 
decreased  her  chest  pain.  Frequent  bedside 
examinations  revealed  no  changes  in  her  periph- 
eral pulses. 

Arrangements  were  made  to  transport  the 
patient  to  a university  hospital  where  an  aorto- 
gram  and  possible  corrective  surgery  could  be 
undertaken.  At  the  time  of  transport,  she  was 
pain-free,  pulses  were  equal,  systolic  pressure 
was  90,  and  no  diastolic  sound  was  heard. 

While  being  placed  in  the  helicopter  for  trans- 
port, she  suddenly  developed  massive  neck  vein 
distension,  severe  chest  pain,  and  had  a gener- 
alized seizure.  It  was  concluded  that  the  pa- 
tient had  suffered  an  acute  dissection  into  the 
pericardium  and  that  attempts  should  be  quickly 
made  to  save  the  fetus.  Closed  chest  cardiac 
massage  and  mouth  to  mouth  resuscitation  were 
performed  while  enroute  back  to  the  hospital. 
A classical  cesarean  section  was  performed  with 
delivery  of  a viable  female  infant  who  had 
Apgar  scores  of  4/9.  A thoracotomy  on  the 
mother  was  performed  simultaneously.  The 
pericardium  contained  800  ml  of  clotted  blood. 
Cardiac  massage  was  continued  together  with 
other  supportive  measures  but  no  spontaneous 
cardiac  activity  occurred  and  the  patient  was 
pronounced  dead. 


Discussion 

Marfan  syndrome,  an  autosomal  dominantly 
inherited  connective  tissue  disorder,  is  rarely  as- 
sociated with  pregnancy.  The  disease  was  first 
described  by  Marfan  in  1896.  It  was  not  until 
1942  that  Baer,  Taussig,  Oppenheimer,  Etter, 
and  Glover  noticed  the  association  of  aortic  dila- 
tation, aneurysm,  and  cystic  medial  necrosis.5 

The  basic  connective  tissue  defect  in  the  Mar- 
fan syndrome  is  still  controversial.  Histopath- 
ology  of  the  aorta  shows  neither  necrosis  nor 
cysts  as  described  by  Erdheim,  but  rather  sep- 
aration and  fragmentation  of  elastic  fibers  with 
pools  of  basophilic  staining.6  More  recent  re- 
ports also  suggest  that  these  changes  are  non- 
specific.7 

The  clinical  symptoms  of  the  syndrome  are 
related  to  musculoskeletal,  ocular,  and  cardio- 
vascular disorders.  The  cardinal  manifestations 
include  lax  and  redundant  ligaments  causing 
“loose  joints,”  long  thin  extremities,  high  arched 
palate,  ectopic  lentis,  and  heart  defects  including 
aortic  dilatation  with  resultant  aortic  regurgita- 
tion and  aortic  dissection. 

There  apparently  is  a predisposition  to  dis- 
secting aortic  aneurysm  during  pregnancy.  Soh- 
nitker  and  Bayer  reviewed  49  cases  of  dissect- 
ing aneurysms  in  females  below  the  age  of  40 
years;  24  were  during  pregnancy.8  Similarly, 
Mandel,  et  al,  reported  that  51%  of  aortic  an- 
eurysms in  women  under  40  occurred  in  patients 
who  were  pregnant.9  Schnitker  and  Bayer  and 
Hirst,  et  al,  collectively  reviewed  36  oases  of 
aortic  dissections  in  pregnancy,  correlating  ges- 
tational age  at  the  time  of  dissection.8-10  Three 
dissections  occurred  in  the  first  trimester;  seven, 
in  the  second  trimester;  20,  in  the  third;  two, 
during  labor;  and  four  occurred  postpartum. 

The  reason  for  the  predisposition  to  aortic  dis- 
section during  pregnancy  is  not  known.  It  has 
been  suggested  that  the  hormonal  changes  of 
pregnancy  affect  the  connective  tissue  of  the 
aortic  wall.  Danforth,  et  al,  studied  the  effect 
of  pregnancy  on  the  aorta  in  pregnant  rabbits 
and  controls  fed  Enovid.11  Similar  vessel  altera- 
tions were  found  in  both  groups,  but  one  can 
only  speculate  whether  or  not  these  animal 
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models  can  be  extrapolated  to  humans.  Also, 
since  most  dissections  occurred  in  the  third  tri- 
mester, it  may  well  be  that  the  marked  physio- 
logic changes  of  pregnancy,  ie,  hypervolemia, 
increased  cardiac  output,  and  stroke  volume  en- 
hance the  development  of  abnormal  metabolic 
changes  in  the  vessel  walls  of  Marfan  syndrome 
patients. 

Cardiac  complications,  particularly  aortic  dila- 
tation, dissection,  and  rupture,  and  involvement 
of  the  aortic  and  mitral  valves,  lead  to  greatly 
reduced  life  expectancies  in  the  Marfan  syn- 
drome. Because  pregnancy  seems  to  predispose 
to  such  catastrophic  events,  the  management  of 
pregnant  Marfan  patients  can  be  very  difficult 
and  controversial.  Some  authorities  recommend 
therapeutic  abortion,  especially  in  a gravida 
who  is  in  her  third  or  fourth  decade  of  life,  in 
the  hypertensive  patient,  and  in  women  who 
develop  preeclampsia. 1213  If  pregnancy  is  to  be 
undertaken,  it  should  be  done  prior  to  the  de- 
velopment of  cardiovascular  disability,  and  at 
an  early  age.15  Even  then,  the  prognosis  is 
guarded,  as  both  Mandel  and  Schnitker  reported 
on  an  aortic  dissection  rate  of  approximately 
50%.8,9  This  is  in  marked  contrast  to  a study  by 
Pyeritz  at  Johns  Hopkins  Hospital  who  followed 
26  Marfan  pregnant  patients  for  106  pregnancies; 
there  was  only  one  maternal  death  in  the  series 
and  that  was  oaused  by  endocarditis.14,15  None 
of  the  other  women  were  known  to  have  aortic 
regurgitation  or  marked  aortic  dilatation  at  the 
time  of  pregnancy.  It  was  concluded  that  risk 
of  maternal  death  is  low  in  Marfan  women  who 
have  minimal  cardiovascular  disease  and  the  risk 
of  spontaneous  abortion  may  be  increased  in 
the  syndrome. 

Certainly,  those  patients  who  decide  to  con- 
tinue with  pregnancy  should  receive  intensive 
high  risk  obstetrical  care  in  conjunction  with  a 
cardiologist.  One  dimensional  eohocardiograph- 
ic  evaluation  of  the  heart  is  mandatory  in  evalu- 
ating these  patients.  Most  authorities  recom- 
mend against  pregnancy  if  there  is  echocardio- 
graphic  evidence  of  aortic  dilatation.14,15  In 
fact,  McDonald  suggests  that  strong  considera- 
tion be  given  to  prophylactic  surgical  repair  in 
these  patients,  even  though  asymptomatic,  if  the 
aortic  root  diameter  is  greater  than  5.5  cm.16,18 


The  procedure  of  choice  includes  implantation 
of  a composite  graft  consisting  of  a prosthetic 
valve  sewn  into  a woven  conduit. 

The  use  of  propranolol  to  retard  aortic  dila- 
tation by  its  negative  inotropic  action  remains 
controversial.  In  turkeys,  induced  aortic  dissec- 
tion can  be  prevented  by  the  administration  of 
propranolol.17  However,  initial  trials  of  prop- 
ranolol therapy  in  a small  group  of  Marfan  syn- 
drome patients  were  not  encouraging.18  Most 
either  required  surgery  or  went  on  to  die  sud- 
denly, possibly  from  preexisting  aortic  dilata- 
tion. The  fetal  effects  from  propranolol  ther- 
apy must  also  be  considered.  Intrauterine  growth 
retardation,  fetal  depression,  and  postnatal  hy- 
poglycemia and  bradycardia  were  observed  by 
Gladstone.19  In  contrast,  Tcherdakoff,  et  al, 
followed  nine  women  with  hypertension  treated 
during  pregnancy  with  propranolol  and  found 
birth  weights  and  Apgar  scores  to  be  normal.20 
In  light  of  the  controversial  fetal  effect  of  the 
drug  and  its  unproven  benefit  on  the  disease 
process,  propranolol  therapy  should  probably  be 
avoided  until  further  studies  have  been  con- 
ducted. 

It  does  not  appear  that  cesarean  section  is  of 
any  benefit  in  preventing  sudden  death  in  the 
Marfan  patient.1,12,13  Sedation  in  the  first  stage 
of  labor  and  shortening  of  the  second  stage  of 
labor  do  seem  prudent.  No  tests  are  available 
yet  for  the  prenatal  diagnosis  of  the  Marfan  syn- 
drome. 

Pregnancy  associated  with  the  Marfan  syndrome 
has  rarely  been  reported.  The  cardiovascular 
complications  associated  with  the  syndrome  have 
been  reported  to  lead  to  a greatly  reduced  life 
expectancy.  Recent  observations  have  disputed 
the  poor  maternal  and  obstetrical  outcomes  clas- 
sically associated  in  the  Marfan  patient. 

In  this  paper,  a patient  with  the  Marfan  syn- 
drome is  presented  whose  pregnancy  ended  in 
sudden  maternal  death  from  aortic  dissection. 
A review  of  the  literature  is  presented  and  some 
guidelines  concerning  prenatal  care. 
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PURSUIT  OF  EXCELLENCE  IN  HEALTH 
CARE  SYSTEMS 

Our  nation  prides  itself  in  our  outstanding 
health  care  standards.  Much  credit  for  estab- 
lishing and  maintaining  hospital  standards  is  at- 
tributable to  the  Joint  Committee  on  Accredita- 
tion (JCAH)  which  was  founded  as  a volun- 
tary organization  by  the  American  College  of 
Surgeons  in  1918.  In  a recent  publication  ( Bull 
A.C.S.  1981;  67:1),  C.  Rollins  Hanlon,  M.D., 
Director  of  the  American  College  of  Surgeons, 
discusses  some  of  the  problems  related  to  the 
expanding  role  of  the  JCAH.  He  noted  that  this 
“voluntary”  program  now  publishes  over  200 
pages  of  specifications  and  guidelines.  Con- 
comitantly, the  JCAH  has  not  only  developed  its 
own  bureaucracy,  but  attracted  the  attention 
of  government  agencies  which  seek  to  utilize  the 
JCAH  standards  for  purposes  for  which  they 
were  not  intended.  It  is  not  surprising  that 
bureaucrats  and  bureaucracies  tend  to  attract 
and  perpetuate  each  other. 

A society  concerned  with  escalating  costs  of 
medical  care  must  be  concerned  not  only  with 
maintenance  of  high  standards,  but  costs  in- 
volved. It  should  be  obvious  even  to  the  uniniti- 
ated that  involvement  of  increasing  numbers 
of  bureaucracies  in  our  medical  care  system  is 
extremely  costly.  Do  benefits  justify  costs? 

A bureaucracy  operates  upon  the  assumption 
that  rules  and  regulations  to  cover  substantially 
almost  all  eventualities  can  be  formulated  and 
that  a system  can  be  devised  which  will  function 
uniformly  for  people  with  various  backgrounds 
and  abilities.  Priorities  are  rarely  established 
and  few  decisions  are  left  to  judgment.  Bureau- 
cracies deal  increasingly  with  lists  of  criteria 
which  include  many  minutiae  and  rarely  decrease 


in  size  as  new  fields  of  endeavor  are  acquired 
by  absorption.  The  very  cookbook  nature  of 
bureaucratic  regulations  tends  to  discourage 
innovation  and  initiative.  Emphasis  on  con- 
formity attracts  the  unimaginative  and  discour- 
ages the  creative.  It  is  not  coincidence  that  after 
codification  of  laws  was  achieved  in  Imperial 
China,  little  further  progress  was  made  in  their 
civilization. 

If  we  are  to  minimize  bureaucracy  in  the  field 
of  health  care,  what  are  our  alternatives?  Per- 
haps the  answer  lies  in  our  past.  Our  present 
greatness  was  achieved  primarily  through  volun- 
tary efforts  of  dedicated  people  with  high  ideals, 
with  little  help  from  government.  Perhaps  we 
should  again  place  our  faith  in  people  instead 
of  regulations. 

Why  not  dedicate  our  energies  to  choosing 
and  training  competent  administrators,  leaving 
details  to  their  judgment? 

David  V.  Pecora,  M.D. 
% % % 


FEMINIZING  OB-GYN:  KUDOS  AND  CAVEATS 

Insofar  as  the  feminist  movement  has  focused 
attention  on  the  need  for  physicians  in  general, 
and  ob-gyns  in  particular,  to  treat  their  patients 
with  respect  and  compassion  rather  than  conde- 
scension, its  activism  has  been  well-directed.  In- 
deed, one  may  wonder  whether  the  recent  up- 
surge of  women  physicians  entering  this  male 
bastion  is  in  part  a reflection  of  the  Zeitgeist. 

Consider  the  statistics.  The  American  College 
of  Obstetricians  and  Gynecologists  (ACOG)  re- 
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ports  that  the  percentage  of  women  in  the  na- 
tion’s 600-plus  ob-gyn  residencies  increased  from 
12%  in  1968  to  16%  in  1975  to  31%  in  1981.  In 
some  residency  programs  the  female-male  ratio 
is  nearly  50-50. 

The  women’s  health  movement  is  to  be  par- 
tially credited  with  these  trends.  For  increasing 
numbers  of  American  women  are  seeking  female 
replacements  for  their  ob-gyns,  who  constitute 
(wrongly)  the  primary-care  physician  for  the 
vast  majority.  A recent  study  by  AMA’s  Ad 
Hoc  Committee  on  Women  discovered  that  25% 
of  patients  now  prefer  a woman  ob-gyn.  Yet, 
only  9.7%  of  board-certified  ob-gyn  specialists 
are  women.  Clearly,  it’s  a seller’s  market  for 
females  pursuing  this  specialty.  And  male 
members  of  ACOG  in  the  face  of  patient  pressure 
are  busily  recruiting  women  into  their  group 
practices. 

Yet,  there  are  some  indications  that  the  femi- 
nist movement  may  have  precious  little  to  do 
with  women  entering  this  field.  A more  cogent 
reason  may  be  that  ob-gyn  has  traditionally 
been  perceived  as  a basically  “happy”  specialty 
dealing  with  predominantly  young  and  apprecia- 
tive patients  and  with  situations  of  low  morbidity 
and  mortality.  Furthermore,  some  of  the  female 
ob-gyns  themselves  are  criticizing  many  of  the 
feminists’  demands  for  change  as  flagrantly  bad 
medicine. 

As  an  anesthesiologist,  I am  totally  dedicated 
to  fine  medical  care.  I think  some  of  the  current 
feminist  cause-celebres,  such  as  home  birth- 
ings,  are  poor  medicine.  It  is  vastly  more  im- 
portant to  be  able  to  treat  emergencies,  with- 


out demeaning  patients,  than  to  acquiesce  to  the 
demands  of  the  ill-informed.  When  I hear  some 
of  my  well-intentioned  feminist  friends  rhapso- 
dize over  the  joys  of  home  birthing,  I can  see 
in  my  mind’s  eye  all  the  babies  I have  witnessed 
saved  by  fetal  monitoring,  rapid  cesarean  sec- 
tion, and  neonatal  resuscitation  performed  by 
highly  skilled  specialists  in  a well-equipped  hos- 
pital setting— babies  who  might  have  been  born 
at  home  of  “low-risk”  mothers.  And  what  about 
the  ineffable  horror  of  unexpected  exsanguina- 
tion?  Although  my  years  in  medicine  have  been 
few,  I have  seen  the  lives  of  scores  of  young, 
productive  women  saved  by  appropriate  inva- 
sive intervention  available  only  in  the  techno- 
logically advanced  setting  of  the  modem  hos- 
pital. 

Furthermore,  as  a woman  I think  it  unfair  and 
specious  for  midwifery  apologists  to  imply  that 
women  are  de  facto  more  caring  than  men.  No 
one  sex,  any  more  than  any  one  ethnic  or  reli- 
gious group,  has  a monopoly  on  the  traits  of 
compassion,  patience,  competence,  sensitivity, 
and  humility. 

While  one  can  applaud  some  feminist-cata- 
lyzed changes— the  introduction  of  fathers  into 
the  delivery  room,  the  options  of  alternative 
methods  of  treating  breast  cancer,  questioning 
of  indications  for  hysterectomies,  and  fostering  of 
better  patient-doctor  interaction— I consider  the 
trend  toward  home  birthing  to  be  an  albatross 
around  the  neck  of  medicine. 

Ultimately,  with  time  and  more  thorough  edu- 
cation of  the  public,  we  may  all  work  together 
in  a rich  harmony  of  shared  enthusiasm,  experi- 
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ence,  and  concern  for  childbirth.  Let’s  hope  that 
history  will  judge  the  feminization  of  ob-gyn  a 
medical  success  and  not  merely  a political  or 
sexist  triumph.  Pyrrhic  victories  are  oxymoronic; 
we  don’t  need  them. 

Kathryn  E.  McGoldrick,  M.D. 

Dr.  McGoldrick  is  Editor-in-Chief  of  the  Journal  of  the  Ameri- 
can Medical  Women’s  Association.  This  editorial  originally  ap- 
peared in  JAMWA  1982;  37:114.  It  is  reprinted  here  with  per- 
mission. 

% & % 

THE  PHYSICIAN:  SERVING  THE  PATIENT 
OR  THE  SYSTEM? 

We  have  all  heard  tales  about  how  this  or 
that  health  care  system  is  good  or  bad.  The 
tale  is  usually  followed  by  an  important  excep- 
tion, such  as  “the  system  is  poor,  but  my  doctor 
is  good.”  There  is  no  health  care  system  that 
pleases  all,  nor  will  there  ever  be.  The  market- 
place varies  within  the  political  climate,  and  a 


framework  is  produced  that  tries  to  serve  the 
common  good.  To  do  what  is  best  for  society 
as  a whole  sometimes  masquerades  as  being 
best  for  each  individual.  This  leads  us  to  many 
irreconcilable  differences.  A system  that  sacri- 
fices individual  needs  to  more  global  needs  can- 
not honestly  and  consistently  be  represented  as 
best  serving  my  needs  or  yours. 

In  such  a climate,  we  try  to  serve  a patient 
whose  individual  needs  must  be  paramount.  Yet 
our  services  must  be  tempered  by  the  law,  the 
government,  third  party  payers,  hospital  facili- 
ties, and  indeed  the  whole  social  fabric.  We 
commit  ourselves  to  offering  the  best  diagnostic 
and  therapeutic  options  for  an  individual  pa- 
tient regardless  of  time  or  cost.  Then  we  must 
modify  our  suggestions  based  on  some  larger 
perspective.  The  thread  is  lost  in  the  tapestry. 
Are  we  fooling  ourselves?  Are  we  fooling  our 
patients?  Or  are  we  all  being  fooled? 

We  act  with  different  goals  depending  upon 
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circumstances.  Military  and  civilian  psychia- 
trists do  not  have  the  same  criteria  for  success. 
Is  it  possible  that  our  criteria  will  vary  depend- 
ing upon  whose  employ  we  are  in?  We  must 
act  as  an  advocate  for  our  patients.  We  must 
sometimes  do  so  by  way  of  being  an  adversary 
to  the  established  system.  We  must  treat  each 
patient  as  our  favorite  in  a system  where  favori- 
tism is  frowned  upon.  Not  in  a vacuum  of 
course,  and  not  when  it  will  result  in  harm  to 
others,  but  certainly  to  the  point  of  testing  the 
system  to  its  limit  to  serve  the  patient’s  needs. 

There  is  not  one  system  so  far  and  away 
above  all  others  that  all  others  should  cease. 
Freedom  of  choice  is  a fine  idea,  but  let  it  be 
made  clear  that  a commitment  to  one  or  another 
health  care  system  is  not  necessarily  a commit- 
ment to  better  health  care  for  every  individual. 

That  one  individual  will  still  depend  upon 
other  individuals  for  proper  care.  The  health 
care  system  serves  the  people.  We  as  physicians 
serve  the  patient. 

Stephen  H.  Franklin,  M.D. 
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Deaths 


HERMAN  ROSENBLUM,  M.D. 


Dr.  Herman  Rosenblum,  Director  Emeritus  of 
Pediatrics  at  The  Wilmington  Medical  Center, 
died  at  the  age  of  63  on  September  28,  1982  of 
long-standing  kidney  disease. 

When  The  Wilmington  General  Hospital 
merged  years  ago  with  the  other  Medical  Cen- 
ter Hospitals,  he  became  coordinator  of  the 
Pediatric  Departments  and  in  1967  the  Direc- 
tor of  Pediatrics,  a post  he  held  for  15  years 
until  his  retirement  in  July  1982.  Guiding  the 
department  with  competence  and  professional 
skill,  he  was  responsible  for  initiating  many  in- 
novations that  improved  the  quality  of  pedi- 
atric care. 

A graduate  of  the  University  of  Tennessee 
Medical  School  in  1944,  he  remained  there  to 
teach  bacteriology  and  pathology.  Later,  he 
served  pediatric  residencies  at  the  Alfred  I. 
du  Pont  Institute  and  at  the  Children’s  Hospital 
in  Boston,  Massachusetts. 


Consultant  and  Clinical  Microbiologist  at  the 
Alfred  I.  du  Pont  Institute,  he  was  also  Clini- 
cal Professor  of  the  Thomas  Jefferson  Univer- 
sity Medical  College.  Dr.  Rosenblum  can  also 
be  credited  with  developing  the  Cystic  Fibrosis 
Clinic  at  The  Wilmington  Medical  Center. 

Those  who  knew  him  best  found  him  to  be  a 
knowledgeable  physician  with  compassion  and 
gentleness  and  a total  dedication  to  the  health 
of  children  and  the  education  of  physicians  to 
care  for  them. 

Surviving  are  his  wife,  Mitzi,  and  a daughter, 
Ellen  Rubesin. 

Memorial  gifts  in  his  memory  are  being  ac- 
cepted by  the  Department  of  Pediatrics  at  The 
Wilmington  Medical  Center. 

Charles  M.  Bancroft,  M.D. 


David  Clayton  Carrad 

Attorney  at  Law 
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SEXUAL  ABUSE  OF  CHILDREN 


Ruth  P.  Zager,  M.D. 


As  pediatricians  and  other  primary  care  phy- 
sicians have  become  increasingly  involved  in  the 
care  of  children  who  have  been  sexually  abused 
or  have  been  victims  of  incest,  the  physician 
may  be  in  the  uneasy  position  of  diagnosing, 
treating,  and  advising  on  all  the  aspects  of  the 
care  of  these  children.1  The  medical  part  is  the 
easiest;  included  should  be  a complete  physical 
examination,  appropriate  cultures,  serologic  tests 
for  venereal  disease,  and  evidence  collection.2 
All  physical  trauma  and  venereal  disease  must 
be  treated,  and  measures  taken  to  prevent  preg- 
nancy. 

Some  hospitals  have  “rape  kits”  in  their  emer- 
gency rooms;  similar  ones  can  be  kept  in  the 
physician’s  office.  The  legal  aspeot  of  sexual 
abuse  may  be  the  most  frustrating,  and  it  be- 
hooves the  physician  to  know  the  specific  laws 
in  the  jurisdiction  in  which  s/he  practices,  not 
only  for  legal  definitions  of  abuse,  rape,  and 
incest  (which  may  not  be  the  same  as  the  com- 
monly used  clinical  ones),  but  for  what  is  re- 
quired to  be  reported  to  which  authorities.3'5 

Dr.  Zager  is  Clinical  Associate  Professor  of  Pediatrics  and 
Clinical  Associate  Professor  of  Psychiatry  and  Human  Behavior 
at  Jefferson  Medical  College,  Philadelphia. 

This  paper  is  an  adaptation  of  Dr.  Zager’s  presentation  to  the 
Department  of  Pediatrics  at  The  Wilmington  Medical  Center. 


The  psychological  effects  are  the  most  serious 
and  long-lasting,  so  careful  attention  must  be 
directed  to  the  child’s  psychological  status  at  the 
time  of  the  emergency  room  visit  and  at  follow- 
up.6 All  these  children  should  be  seen  again 
for  repeat  physical  exam  as  indicated,  for  treat- 
ment if  cultures  are  positive,  and  for  review  of 
their  psychological  status.  The  use  of  a ques- 
tionnaire designed  to  elicit  specific  behavorial 
responses  of  the  child  has  been  found  to  be  very 
helpful  at  the  first  and  subsequent  visits.7  We 
have  not  found  any  “suggestibility”  in  this  re- 
gard — our  questionnaire  inquires  about  those 
symptoms  which  are  most  commonly  seen;  in  our 
experience,  youngsters  do  not  acknowledge 
symptoms  simply  because  we  ask  about  them. 

In  order  to  assess  the  child’s  psychological  re- 
sponse to  the  sexual  abuse  and/or  incest,  sev- 
eral significant  factors  must  be  considered.  These 
will  be  identified  and  illustrated  with  clinical 
examples. 

I.  Age  of  the  Child  and  Developmental  Stage 

at  Time  Abuse  Occurred 

In  pre-schoolers  (under  five  years  of  age),  the 
effects  may  be  nonspecific  and  more  related 
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to  the  child’s  separation  from  the  parents  and 
to  the  necessary  medical  procedures  ( eg,  needles, 
cultures)  which  may  be  more  frightening  to  the 
child  than  the  abuse  per  se.  The  child’s  symptoms 
may  be  regressive;  eg,  a return  to  more  infantile 
behavior  such  as  wetting  and  soiling,  clinging 
to  the  parent,  thumb-sucking. 

Example:  A 3 V2 -year-old  girl  was  assaulted 
by  a teenage  boy  known  to  the  child.  The 
first  night  after  the  assault,  the  child  was  upset, 
would  not  sleep  alone,  awoke  during  the  night 
and  cried.  She  also  kept  touching  her  geni- 
talia and  crying  as  if  in  pain.  Three  weeks 
later,  the  child  was  still  clinging  to  her  mother 
and  did  not  want  to  go  outside  to  play  any- 
more. She  was  afraid  of  all  strangers,  of 
leaving  the  house,  of  being  on  the  street  alone, 
and  of  the  dark.  She  was  acting  “like  a baby,” 
had  difficulty  separating  from  her  mother,  was 
very  distractible,  and  generally  behaved  more 
immaturely  than  she  had  before  the  assault. 

When  there  has  been  repeated  molestation 
and  sexual  stimulation,  the  child  may  exhibit 
precocious  preoccupation  with  sexual  activities 
or  sexually  based  curiosity. 

Example:  A SV2 -year-old  boy,  probably  re- 
peatedly molested  by  his  father,  was  noticed 
to  be  compulsively  masturbating  and  exposing 
himself  in  public.  When  he  was  removed 
from  contact  with  the  father  and  the  mother 
obtained  legal  custody,  the  behavior  stopped 
without  any  specific  treatment. 

It  should  be  remembered  that  the  child  under 
five  years  of  age  may  not  really  understand  in 
adult  terms  all  of  what  has  happened  to  him/her. 
The  child’s  time  sense  is  different,  names  used 
for  anatomic  terms  vary,  and  it  is  sometimes 
hard  to  obtain  a full  and  accurate  version  (in 
adult  terms)  from  the  child  as  to  exactly  what 
happened.  A child  of  any  age  is  probably  rather 
reluctant  to  tell  of  any  molestation  or  abuse  of 
a sexual  nature,  especially  if  the  child  has  been 
warned  not  to  tell,  which  frequently  is  the  case. 
If  a trial  is  involved,  this  may  be  seen  as  puni- 
tive by  the  child,  particularly  if  a parent  has 
been  the  abuser  or  molester. 

The  child  from  5 to  11  years  old  is  usually 
trusting  and  obedient  to  authority  figures;  the 


child  who  is  assaulted  during  this  phase  may  feel 
betrayed,  fearful,  guilty,  and  ashamed.  Many 
children  are  playing  in  their  neighborhoods  on 
their  own;  if  the  attack  occurs  then,  it  may  in- 
terfere with  the  usual  development  of  the  child. 
Children  are  also  aware  of  their  sexuality;  they 
know  that  their  genitalia  have  been  involved 
and  that  the  assault  is  not  merely  aggressive. 

Example:  A 9-year-old  boy  was  sent  to  the 
store  at  approximately  3 o’clock  in  the  after- 
noon. The  child  had  suffered  from  a seizure 
disorder  and  manifested  some  behavior  prob- 
lems which  his  parents  had  not  attended  to 
before  the  abuse.  He  was  missing  until  the 
following  morning  when  it  was  determined  that 
he  had  been  assaulted  by  a 13-year-old  boy 
whom  he  knew.  The  incident  was  painful; 
the  assailant  put  his  penis  into  the  boy’s 
rectum;  the  viotim  wanted  the  assailant  to 
stop,  but  the  assailant  threatened  him,  and 
the  victim  was  still  fearful  about  this.  Fol- 
lowing the  assault,  the  boy  has  had  headaches, 
abdominal  pain,  pain  on  defecation,  feelings 
of  anxiety  and  of  being  threatened.  He  has 
been  teased  by  his  classmates,  especially  since 
he  had  been  similarly  abused  by  a nephew 
three  months  before  the  latest  incident. 

Children  older  than  11  years  or  after  onset  of 
puberty  go  through  a particularly  difficult  time 
because  the  child  is  already  wrestling  with  feel- 
ings of  sexuality  and  developing  an  identity  as 
a future  adult  male  or  female.  These  children 
know  full  well  that  the  assault  was  more  than 
merely  an  aggressive  act;  they  feel  particularly 
guilty  and  ashamed  and  often  want  it  concealed 
from  others.  Unfortunately,  sometimes  in  cer- 
tain neighborhoods  girls  who  have  been  victims 
are  teased  and  ridiculed  by  their  peers,  espe- 
cially males  who  may  make  offensive  and  ob- 
scene remarks,  suggestions,  and  threats. 

II.  Circumstances  of  the  Abuse 

Location:  Abuses  frequently  occur  while  the 
child  has  been  following  a usual  routine.  Often 
children  are  assaulted  going  to  or  returning  from 
school  or  in  school.  Sometimes  the  child  has 
been  on  an  errand.  Most  devastating  are  those 
abuses  which  occur  in  the  child’s  own  home. 
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Example:  At  about  9:00  a.m.  while  walking 
to  school,  a 10-year-old  girl  was  followed  by 
a man  who  “pulled  me  under  some  steps  right 
outside  the  school  building.”  He  tore  her 
clothes  off,  pulled  down  his  pants,  and  “put 
his  thing  inside  me.”  He  did  not  say  anything 
to  her  nor  did  he  beat  her.  When  he  let  her 
go,  she  went  into  the  school  to  the  principal’s 
office.  Three  weeks  later,  she  was  still  afraid 
of  the  dark,  of  being  alone,  leaving  the  house, 
or  walking  on  the  street  alone.  She  feared 
physical  damage  of  any  kind,  was  having 
nightmares  and  crying  in  her  sleep.  She  was 
“acting  like  a baby,”  — withdrawn,  having 
difficulty  separating  from  her  parents,  sucking 
her  thumb.  She  had  refused  to  return  to 
school  and  did  not  plan  to  do  so,  although 
there  were  six  more  weeks  in  the  school  year. 
She  will  change  schools  next  year  because  of 
this  incident.  She  does  not  want  to  talk  about 
the  incident,  as  she  wants  to  forget  it  and 
thinks  that  talking  about  it  will  not  help  her 
to  forget  it.  Unfortunately,  not  talking  about 
it  has  not  helped  her  to  forget  it. 

Duration/ Frequency:  How  long  did  the  abuse 
last?  How  trapped  was  the  child?  Was  it  an 
“accidental  happenstance,”  or  had  it  happened 
before?  Abuse  as  a regular  occurrence  is  es- 
pecially significant  in  cases  of  incest. 

Example.  A 13-year-old  boy,  six  feet  tall  and 
weighing  190  pounds,  was  engaged  by  a man 
in  his  neighborhood  to  help  the  man  do  some 
heavy  work,  for  which  the  man  offered  to  pay 
him.  During  the  course  of  this,  the  boy  was 
caught  by  surprise  and  overpowered  by  the  man 
who  then  raped  him  rectally.  Following  the  as- 
sault, the  man  gave  the  boy  money  and  warned 
him  not  to  tell  of  the  assault.  The  boy’s 
rectum  hurt  him  for  several  days  and  he  was 
angry  about  the  assault.  He  was  particularly 
angry  that  he  had  been  taken  by  surprise,  that 
he  had  felt  helpless,  and  that  he  had  been 
afraid  to  escape.  Prior  to  the  assault,  he  had 
considered  himself  independent  and  able  to 
take  care  of  himself.  His  mother  had  become 
much  more  overprotective  of  him  since  the 
assault  and  the  boy  was  also  angry  and  sad 
about  that.  He  had  been  very  afraid  of  the 
initial  court  hearing  and  was  even  more  afraid 


of  the  forthcoming  trial.  He  had  experienced 
marked  diminution  in  his  self-esteem. 

Nature  of  the  Abuse:  The  extent  of  injuries, 
amount  of  force/violence  used,  and  the  presence 
of  associated  injuries  is  important.  Was  the 
child  conscious  throughout?  Did  the  abuse, 
molestation,  and/or  fondling  include  vaginal 
and/or  anal  penetration,  oral  sex,  or  a combina- 
tion thereof? 

Example:  In  the  morning  when  walking  to 
school,  a 14-year-old  girl  was  brutally  raped 
and  beaten  on  the  head.  The  physical  injuries 
healed  quickly,  but  the  girl,  who  had  never 
been  sexually  active  before  the  assault,  was 
obsessed  for  months  thereafter  because  she 
could  not  remember  what  the  assailant  looked 
like  and  whether  she  had  resisted  him.  Under 
hypnosis,  it  was  revealed  that  she  had  been 
struck  on  the  head  and  rendered  unconscious 
first,  then  her  assailant  raped  her.  Following 
this  revelation,  she  experienced  marked  relief. 

Perpetrator  (s):  The  identity  and  number  of 
assailants  is  important.  Abuse  by  a stranger  is 
probably  less  troublesome  psychologically  for 
the  child  to  deal  with  afterwards  than  if  the 
abuser  was  known  to  the  child.  In  the  latter 
case,  the  child  may  have  had  a prior  trusting 
relationship  to  the  abuser  so  the  child  feels  even 
angrier  thereafter.  Sexual  abuse  by  a relative 
or  equivalent,  ie,  incest,  is  hardest  for  the  child 
to  deal  with  afterward.8  It  isolates  and  alienates 
the  child;  often  the  child  is  additionally  held 
responsible  for  the  subsequent  break-up  of  the 
family.  The  child  is  often  removed  from  the 
home,  thereby  “losing”  both  parents  and  any 
family  support.  The  perpetrator  in  an  incest 
relationship  may  also  have  been  an  important 
nurturant  figure  to  the  child.  The  child  usually 
knows  that  the  molestation  or  abuse  is  not  right 
and  so  the  child  feels  guilty  and  uneasy.  Yet 
the  incestuous  relationship  sometimes  may  be 
the  only  caring  type  of  relationship  the  child 
has  had.  The  child  feels  angry  and  betrayed 
because  the  mother  has  not  protected  the  child 
and  the  male  perpetrator  has  taken  advantage 
of  his  position  in  the  home.  The  child  is  also 
trapped  because  the  ohild  cannot  get  away. 
With  the  varying  life  styles  current  nowadays, 
the  mother’s  boyfriend(s)  should  be  included 
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in  the  category  of  incest-type  sexual  abuse.  With 
the  changing  of  relationships  and  boyfriends 
quickly,  it  is  not  unusual  for  a child  to  be  re- 
peatedly victimized  by  different  maternal  boy- 
friends.8 The  child  may  be  afraid  to  tell  anyone 
about  the  abuse  because  then  s/he  is  often  not 
believed,  may  be  afraid  of  revenge  or  reprisal, 
or  may  feel  guilty  and  ashamed. 

Example:  A 9-year-old  girl,  the  younger  of 
two  sisters,  was  involved  in  an  ongoing  in- 
cestuous relationship  with  their  mother’s  boy- 
friend who  lived  in  the  house  with  them. 
This  child  felt  betrayed.  She  did  not  like  it 
but  was  not  angry  with  her  mother;  she  was 
angry  with  her  12-year-old  sister  because, 
“She  should  have  said  it  when  it  happened 
first  to  her,  but  she  didn’t.  I told  my  mother 
and  she  cried.”  Regarding  the  mother’s  boy- 
friend: “I  still  love  him.  I just  wish  he  could 
go  back  to  being  our  father.  He  was  our 
father  since  I was  2-years-old.”  This  child 
was  extremely  frightened  and  agitated  when 
seen  for  examination.  A physical  examina- 
tion was  almost  impossible,  but  was  performed, 
and  subsequently  her  vaginal  culture  was 
positive  for  gonococci.  Later  this  child  was 
assaulted  in  her  maternal  grandmother’s  house 
by  an  uncle  she  disliked,  although  her  grand- 
mother and  her  mother  were  in  the  house  at 
the  time.  She  was  very  angry  with  this  uncle 
and  wanted  to  kill  him,  because  when  the 
case  came  to  court,  “He  said  I was  a liar.” 
This  child  wants  to  be  allowed  to  be  more 
babyish  and  to  be  taken  care  of. 

Her  12-year-old  sister,  about  to  enter  sixth 
grade,  described  the  incest  as  starting  when 

“We  were  all  together  lying  on  the  bed 
watching  TV,  including  my  mother.  He  started 
to  feel  me  up.  I’m  sorry  I didn’t  stop  it  then; 
my  mother  is  innocent.”  This  child  also  began 
acting  babyish  and  had  loss  of  appetite  and 
weight. 

III.  Reaction  of  Family  Members 

Anger:  The  child  may  be  held  responsible  for 
the  abuse,  particularly  in  cases  of  incest  where 
the  child  is  then  also  considered  responsible  for 
breaking-up  the  family.  Siblings  may  be  angry 
at  the  victim  for  disclosing  the  incident,  espe- 


cially when  incest  is  involved  and  the  family 
is  disrupted  thereafter.  Anger  may  divert  pa- 
rental energy  into  going  after  the  assailant  rather 
than  being  supportive  to  the  child.  Parental 
anger  at  the  assailant  may  be  so  severe  that  the 
child  becomes  even  more  frightened.  Some- 
times the  parents  may  act  as  victims  them- 
selves.9 

Disbelief:  Disbelief  occurs  especially  in  incest 
cases  where  the  mother  particularly  does  not 
want  to  believe  the  child,  and  may  persuade 
the  child  to  retract  the  story,  a not  uncommon 
occurrence  when  the  case  is  supposed  to  come 
to  court.  In  rape  cases,  the  child  is  usually  threat- 
ened and  warned  not  to  tell  about  the  abuse, 
and  many  children,  especially  the  younger  ones, 
are  very  fearful  about  disclosing  the  abuse. 
Finally,  when  they  do  tell,  they  are  either  not 
believed  or  else  are  chided  for  not  having  told 
sooner. 

Blame:  The  child’s  abuse  may  stir  up  guilt 
feelings  in  family  members,  and  so  the  child 
is  again  blamed  for  the  entire  episode.  The 
family  may  move  to  a different  neighborhood 
after  the  assault,  so  the  child  is  then  blamed 
for  the  family’s  move  as  well.  When  there  has 
been  a history  of  previous  abuse/assault  in  the 
parent  or  other  family  members,  their  feelings 
are  stirred  up  so  that  often  these  individuals 
cannot  adequately  support  or  comfort  the  child.3 
The  child’s  assault/abuse  may  disrupt  the  status 
quo  of  the  family  which  thereafter  will  remain 
in  a state  of  turmoil.  There  may  have  been 
other  problems  going  on  in  the  family  at  the 
same  time,  such  as  parental  marital  discord  or 
financial  problems  which  the  child’s  abuse  ex- 
acerbates. 

Pre-abuse  Status  of  Child  and  Family:  School 
status  and  adjustment  should  be  ascertained. 
A well-adjusted  family  and  an  otherwise  well- 
adjusted  child  will  have  the  best  outcome;  the 
child  with  prior  problems  usually  has  more 
difficulty  coping  with  the  abuse.  For  the  chronic 
problem  family,  the  assault  may  constitute  one 
more  trauma  to  an  already  overburdened  child. 
The  family  in  crisis,  in  which  other  acute  problems 
are  occurring  at  the  time  of  the  assault,  will  have 
great  difficulty  in  dealing  with  the  aftermath  of 
the  child’s  assault. 
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Having  delineated  some  of  the  factors  which 
must  be  considered  in  assessing  individually  the 
impact  of  the  abuse  on  the  child,  some  re- 
sponses have  been  seen  which  are  common  to 
most  of  the  children  who  have  been  sexually 
abused. 

Rage  and  Anger:  Tremendous  anger  at  what 
has  happened  to  him/her  and  at  his/her  feelings 
of  helplessness  frequently  follows.  Once  the  child 
feels  comfortable  enough  with  the  examiner  and 
is  not  fearful  of  some  judgmental  comment  by 
the  examiner,  almost  every  child  will  say  about 
the  assailant,  “I’d  like  to  kill  him.” 

Guilt:  Children  feel  particularly  guilty  about 
the  sexual  aspects  of  the  abuse.  Not  uncom- 
monly they  say,  “I’m  sorry  for  what  I did  to  my 
family.”  Especially  in  cases  of  incest,  they  will 
say,  “It  was  wrong,  it  was  bad,”  when  describ- 
ing what  happened. 

Shame:  Children  feel  degraded  by  what  has 
happened,  particularly  when  the  news  of  the 
assault  has  become  common  knowledge  in  their 
neighborhood  and  amongst  schoolmates. 

Repugnance  and  revulsion  is  generally  felt 
by  children,  especially  with  forced  oral  sex,  of 
which  they  usually  say,  “It  made  me  sick,  I 
wanted  to  vomit.” 

Pain:  Pain  usually  depends  on  violence  of  the 
episode,  especially  with  rectal  penetration. 

Fear:  A sense  of  not  feeling  safe  in  familiar 
places  is  ongoing.  Fear  of  being  alone,  of  going 
anywhere  alone,  of  the  dark  are  also  present. 
There  is  also  a fear  of  retaliation  by  the  assailant 
and  sometimes  fear  of  all  boys  and  men.  Gen- 
eralized anxiety  is  also  common. 

Example:  After  her  parents  had  been  divorced 
for  about  two  years,  a 4-year-old  girl  became 
involved  in  an  incestuous  relationship  with 
her  natural  father.  There  were  multiple  in- 
stances of  oral  sex  as  well  as  anal  penetration 
of  the  little  girl  by  her  father.  The  child 
usually  lived  with  her  mother,  stepfather,  and 
9-month-old  half-brother.  The  abuse  occurred 
when  the  child  was  visiting  her  father  who 
was  not  the  custodial  parent.  The  child  re- 
mained anxious  and  afraid  all  the  time  after 
the  abuse. 


If  the  abuser  is  tried,  the  court  appearance  in- 
tensifies the  child’s  fears  of  retaliation  by  the 
assailant  and  of  not  being  believed  in  court.  In 
the  American  judicial  system,  the  accused  must 
be  faced  by  his  accuser,  which  becomes  very 
threatening  for  child  victims.  Despite  reassur- 
ance, many  children  are  convinced  that  somehow 
the  assailant  will  get  to  them  and  hurt  them 
again,  in  the  courtroom  or  elsewhere. 

Betrayal : Especially  in  cases  of  incest  since  the 
child  had  usually  trusted  and  loved  the  abuser, 
s/he  feels  violated  and  betrayed.  There  is  also 
ambivalence  because  the  child  cannot  suddenly 
and  completely  disavow  someone  with  whom 
s/he  has  had  a loving  and  trusting  relationship. 

Sadness  and  Depression:  Children  feel  dam- 
aged, sometimes  feeling  as  if  they  have  lost  a 
part  of  themselves.  They  are  saddened  and 
depressed  over  having  been  rendered  helpless 
and  unable  to  stop  the  abuse. 

Somatic  Complaints:  Headaches,  abdominal 
pain,  dizziness,  decreased  appetite,  sleeplessness, 
repetitive  nightmares  and  dreams  of  the  assault, 
crying  spells,  and  enuresis  are  common  after- 
effects.10 

Behavioral  Difficulties:  Children  often  be- 
come withdrawn,  irritable,  or  aggressive;  some 
have  become  so  disruptive  they  have  been  la- 
belled “hyperactive.”  School  problems  are  com- 
mon; the  child’s  academic  performance  may 
sharply  drop. 

Self-esteem:  Self-esteem  usually  decreases. 

Denial:  Denial  is  frequently  used  to  an  inor- 
dinate extent  with  the  oft-expressed  hope  that 
if  the  abuse  is  not  talked  about,  it  will  soon  be 
forgotten;  this  is  especially  so  if  family  mem- 
bers are  having  difficulty  dealing  with  the  child’s 
abuse.  The  child  then  believes  that  the  family 
does  not  want  the  matter  discussed  and  so  loses 
a way  of  coping  with  the  abuse. 

Venereal  Disease  and/or  Pregnancy:  These 
produce  additional  psychological  problems  be- 
cause of  the  obvious  medical  consequences  as 
well  as  the  ethical  and  moral  issues. 

Example:  A 13-year-old  girl  was  involved  with 

her  stepfather  in  an  ongoing  incestuous  rela- 
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tionship  of  several  years  duration.  During  the 
last  year  of  the  relationship,  she  became 
pregnant,  finally  telling  her  mother  when  she 
was  about  seven  months  pregnant.  She  suf- 
fered from  recurrent  urinary  tract  infection 
during  much  of  the  pregnancy.  At  eight 
months  gestation,  after  a rather  complicated 
labor,  she  gave  birth  to  a premature  baby  via 
cesarean  section.  The  baby  was  given  up  for 
adoption  at  her  mothers  insistence  and  the 
stepfather  was  prosecuted.  The  girl  had  many 
feelings  about  these  events  and  could  not  ade- 
quately cope  with  them.  Six  months  post- 
partum, she  has  had  recurrent  urinary  tract 
infeotions  and  has  not  been  able  to  return  to 
school. 

Incest  is  a very  special  type  of  abuse  with  the 
longest  lasting  effects.  For  the  child  there  is  too 
much  stimulation— overstimulation— which  may 
overload  the  child  without  any  tension  relief 
for  the  child.3 * *  The  child  is  often  blamed  for 
the  incestuous  situation,  not  infrequently  being 
accused  of  having  seduced  the  adult  as  a way  of 
excusing  the  adult  behavior.  If  the  victim  is  a 
girl,  later  in  life  she  will  often  become  involved 
with  a man  who  will  abuse  her  and  become  in 
turn  the  sexual  abuser  of  her  children.  She  may 
also  become  promiscuous  and  may  tend  to  sexua- 
lize  all  her  relationships.11  Males  who  have  been 
sexually  abused  as  children  not  infrequently  be- 
come sexually  abusive  adults  to  their  own  chil- 
dren. 

Management  of  the  individual  child  who  is 
a victim  of  sexual  abuse  or  incest  must  be  geared 
to  the  psychological  status  of  the  child  and  the 
aftereffects  s/he  manifests.  But  the  following 
general  caveats  should  be  remembered: 

1.  Appropriate  but  empathetic  medical  care  is 
needed. 

2.  Almost  all  children  are  reluctant  at  best  and 
fearful  at  worst  about  telling  about  what 
happened  to  them.  Recognize  this  and  be 
supportive  and  helpful  in  listening  to  their 
story. 

3.  Sexual  abuse  is  not  the  same  as  a simple 

assault.  Children  are  aware  of  sexuality, 

consider  it  forbidden,  consider  sexual  abuse 


bad,  and  see  themselves  as  being  damaged 
because  of  the  abuse. 

4.  Legal  considerations  may  require  a phy- 
sician’s report;  the  physician  should  have 
adequately  collected  any  evidence  which 
may  be  needed  in  the  case.10  The  phy- 
sician may  need  to  support  the  family  if 
there  is  to  be  a trial,  and  no  physician 
should  discourage  a family  from  pressing 
charges  because  they  are  worried  that  the 
child’s  story  will  not  be  believed,  as  this 
increases  the  child’s  feelings  of  helplessness 
and  anger.  When  the  child  testifies,  his/ 
her  anxiety  increases;  clearing  the  court- 
room of  spectators  but  keeping  parents 
present  while  the  child  testifies  often  helps 
to  ameliorate  the  child’s  distress. 


5.  With  the  new  life  styles  of  many  parents, 
incest  often  has  a different  legal  meaning 
than  that  in  the  statute,  but  the  clinical 
meaning  of  incest  with  all  its  ramifications 
will  be  the  one  that  will  be  operative  for 
the  child.  When  for  all  practical  purposes 
incest  has  occurred,  the  child  responds  psy- 
chologically to  the  incest  regardless  of  legal 
definition. 

6.  Somatic  complaints  which  may  occur 
weeks  and  even  months  after  the  assault 
must  be  watched  for.  Rather  than  being 
treated  symptomatically,  the  child  should 
be  referred  for  psychiatric  evaluation. 

7.  The  oft-repeated  words,  “Forget  it,”  have 
not  been  demonstrated  to  be  helpful  for  the 
child  who  has  been  sexually  molested,  as- 
saulted, or  abused. 
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WELLNESS  AS  ILLUSION 


Howard  F.  Stein,  Ph.D. 


On  the  face  of  it,  nothing  could  appear  more 
innocuous  or  even  salubrious  than  the  “wellness” 
movement  which  has  arisen  in  the  United  States 
since  the  late  1970s.  Jogging,  exercising,  trim- 
ming down  one’s  weight,  and  renouncing  indul- 
gence in  those  popular  vices  so  dangerous  to 
health,  such  as  nicotine,  caffeine,  ethanol,  sodium 
salt,  animal  fats,  sucrose,  processed  food^— sure- 
ly these  improve  respiration,  cardiovascular  cir- 
culation, reduce  morbidity,  and  make  for  greater 
personal  satisfaction.  Professionals  in  public 
health  and  preventive  medicine  have  for  years 
been  promoting  life  style  change  as  a means 
of  lowering  both  morbidity  and  mortality.  Why, 
then,  should  not  “wellness”  be  welcomed  as  an 
idea  whose  time  has  come?  Why  should  the 
medical  profession  not  support  it  wholehearted- 
ly? 

How  one  evaluates  “wellness”  depends  wholly 
upon  where  one  looks,  which  is  also  to  say,  where 
one  wishes  to  look  or  not  to  look.  Much  of 

Dr.  Stein  is  Associate  Professor  in  the  Department  of  Family 
Medicine,  University  of  Oklahoma  Health  Sciences  Center,  Okla- 
homa City;  Editor  of  The  Journal  of  Psychoanalytic  Anthropology, 
and  Research  Associate  for  The  Institute  of  Psychohistory,  New 
York. 


what  has  been  written  lauding  “wellness”  dis- 
cusses either  narrowly  isolated  clinical  variables 
(eg,  blood  pressure,  serum  cholesterol,  etc.),  or 
discusses  uncritically  accepted  psychiatrically 
naive,  self-reporting  on  life  change  and  satisfac- 
tion from  many  (healers  and  healed  alike)  who 
ascribe  miraculous  reversals  in  their  life  direc- 
tion to  the  effects  of  “wellness.”  Curiously,  the 
medical  and  the  popular  literature  alike  omit 
discussion  of  the  unconscious  motivation  which 
prompts  sudden  and  dramatic  changes  in  self- 
image  and  body-image,  and  which  in  turn 
prompts  equally  drastic  changes  in  behavior.  In 
many  instances,  physicians,  for  unconscious  rea- 
sons of  their  own,  collude  with  their  patients’ 
motivations  instead  of  helping  their  patients  ex- 
amine them. 

What,  however,  is  the  problem?  Our  bodies 
are  never  merely  biological  organ  systems;  they 
are  also  meaning  systems  that  attach  to  the 
body  and  its  functions.  The  result  is  often  a 
spurious  biology,  because  meanings  do  not  de- 
rive from  the  body  but  from  fantasies  about  the 
body.  If  we  have  learned  nothing  else  from 
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Freud  s science,  we  have  learned  that  man  is  an 
inveterately  symbolic  animal,  one  who  uses  his 
body  for  symbolic  purposes.  One  cannot  dis- 
course on  the  body  and  its  uses  without  talking 
about  the  meaning  the  body  has  for  the  person 
who  inhabits  it. 

“Wellness”  is  first  a fantasy,  then  an  ideology 
about  the  human  body  which  its  practitioners 
then  mistake  for  human  biology.  While  I do  not 
impugn  the  efforts  of  a genuine  preventive  medi- 
cine which  carefully  endeavors  to  identify  pos- 
sible relationships  between  reversible  human  be- 
havior and  clinical  entities,  (ie,  disease),  I am 
questioning  the  subject  matter  of  “wellness.”  It 
is  in  its  fantasies  and  ideology  about  the  body 
that  “wellness”  belies  its  extra-medical  assump- 
tions. I shall  argue  that  “wellness”  is  pseudo- 
biology which  conscripts  the  facts  of  scientific 
human  biology  toward  ideological  ends:  it  rests 
upon  magical,  not  scientific,  thinking. 

In  recent  years,  the  social  metaphor  of  “health” 
has  come  to  dominate  public  discourse.  It  is, 
thus,  far  from  a uniquely  or  narrowly  medical 
concern.  For  example,  inflation  is  described  as 
a disease.  Nicholas  Smith  writes,  “Complex 
policy  decisions  are  always  set  in  social  and 
cultural  contexts  which,  more  often  than  not, 
make  objectivity  difficult  to  obtain.”1  Culture 
in  large  measure  consists  of  consensual  resistance 
to  objectivity  in  order  that  “policy”  may  be  acted 
out  with  impunity.  Health  policy  is  no  excep- 
tion. 

Time  magazine  devoted  its  cover  story  of  No- 
vember 2,  1981,  to  “The  Fitness  Craze:  America 
Shapes  Up.”2  In  a wide-ranging  account  of  the 
popular  culture  of  wellness,  J.  D.  Reed  percep- 
tively highlighted  the  recurrent  themes  of  time, 
aging,  and  anxiety  over  death  that  underlie  the 
narcissistic  pursuit  of  youthfulness  through  fit- 
ness. Reed  provided  ample  evidence  that  it  is 
through  radical  improvement  of  the  body  that 
the  reversal  of  time  is  to  be  magically  achieved. 
“Paring  it,  preening  it,  pumping  it  up,  and 
pounding  it  down,  the  body  national  is  being  re- 
juvenated with  a relentless  impatience,  slimmed 
with  a fanatic  dedication  . . . The  country  runs 
and  runs,  from  fear  of  death  and  pollution  and 
old  age  as  well  as  longing  for  health,  beauty, 
and  well-being.” 


“Wellness”  philosophy,  ideology,  and  health- 
ritual  are  not  self-contained  “medical”  solutions, 
but  are  part  of  a much  larger  striving  in  Ameri- 
can society,  a striving  for  a return  to  allegedly 
simpler,  more  natural,  more  traditional  styles  of 
living.  The  lures  and  poisons  of  secular,  urban 
modernism  are  repudiated;  the  alleged  whole- 
someness of  times  past  is  celebrated,  if  not  re- 
created. The  anti-intellectual  tone  of  wellness 
and  other  similar  “fundamentalist”  ideologies 
is  unmistakable.  Minimalist  philosophy  promises 
to  simplify  everything  into  an  idealized  world 
clearly  divided  into  either/or,  one  purged  of 
ambiguity,  ambivalence,  and  complexity. 
Through  nostalgia,  we  are  transported  from  the 
uncertain  present  to  the  reassuring  past. 

The  new  cultural  ideal  is  ascetic,  superseding 
an  indulgent  ethos.  The  new  age  stands  against 
everything  the  erstwhile  “Age  of  Aquarius”  rep- 
resented. It  is  a time  of  grim  moralism,  stem 
warnings,  dire  predictions.  In  economic,  politi- 
cal, religious,  and  medical  languages  alike,  we 
are  being  told  that  we  have  sinned. 

“Wellness”  commends  this  theme.  Compul- 
sive asceticism  has  replaced  the  erstwhile  com- 
pulsive and  equally  joyless  hedonism,  just  as 
obsessive  indulgence  had  supplanted  the  earlier 
obsessive  and  dour  puritanism.  As  we  collec- 
tively tighten  our  belts,  combatting  the  tempta- 
tions of  the  flesh,  we  ready  ourselves  to  convert 
the  intrapunitiveness  of  our  current  depression 
into  a readiness  to  fight  some  enemy.  Through 
vigorous  exercise  and  strict  dietary  control,  we 
become  pure  inside.  Evil  is  now  safely  pro- 
jected outward  from  the  body  onto  various 
health  hazards. 

Health-related  issues  have  come  to  assume  the 
ideological  burden  of  the  war  between  good  and 
evil.  The  psychological  battle  is  waged  in  the 
idiom  of  health.  A new  moral  stringency,  com- 
bined with  ancient  medical  authority,  promotes 
an  austerity  of  the  body  that  borders  on  a 
wished-for  prohibition.  Through  a series  of 
self-denials,  one  disciplines  and  thereby  strength- 
ens both  body  and  spirit.  Not  unexpectedly,  the 
targets  of  “wellness”  programs  tend  to  be  those 
behaviors  widely  practiced  but  long  associated 
with  sin:  drugs,  tobacco  smoking,  overeating 
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(gluttony),  consumption  of  alcohol,  drinking  of 
caffeine-containing  beverages,  spioing  foods  with 
salt,  and  sexual  license. 

Except  in  some  religious  groups,  one  rarely 
hears  these  behaviors  proscribed  or  condemned 
because  they  are  inherently  evil;  instead,  they 
are  pronounced  unhealthy.  However,  the  moral 
ardor  with  which  “health”  is  promoted  and  dis- 
ease is  prevented  gives  the  whole  show  away. 
Substitute  perdition  for  disease  and  salvation  for 
health  (or  “wellness”),  and  one  lays  bare  the 
old  morality  play,  replayed  in  the  idiom  of  medi- 
cine. We  are  admonished  and  instructed  to  re- 
store our  bodies  and  spirits  to  health  through 
vigorous  exercise  such  as  running  or  jogging  and 
through  various  abstinences.  If  we  adhere  to 
this  self-discipline,  we  will  purge  our  bodies  and 
minds  of  those  poisons  that  make  us  ill.  We  will 
thereby  become  clean  and  healthy,  ie,  “saved.” 
Lurking  beneath  it  all  is  the  dread  of  death:  per- 
haps through  enough  “wellness”  we  can  reverse 
our  own  mortality. 

“Wellness”  is  heir  to  the  latter  portion  of  the 
cycle  of  “sin”  and  “expiation.”  Its  corporeal  aus- 
terity enacts  a rarefied  form  of  punishment,  that 
of  moral  masochism.  It  is  a prescription  for 
privation  to  overcome  indulgence,  for  inhibition 
to  purge  one  of  excess,  for  renunciation  to  undo 
prior  greed,  for  discipline  to  shore  up  laxity.  It 
is  a symbolic  solution  to  rid  oneself  of  accumu- 
lated guilt.  Many  control  functions  on  various 
human  appetites  formerly  served  by  religion  are 
now  served  by  symbols  associated  with  health. 
In  “wellness,”  one  finds  the  old  religious  pro- 
scriptions in  the  medical  idiom,  thereby  making 
medicine  the  handmaiden  of  a new  moralism. 

“Wellness”  therapy  is  based  on  a medical 
assessment  that  avoids  the  psychodynamically 
significant.  Like  all  psychologically  primitive 
diagnostic  and  treatment  modalities,  “wellness” 
consists  of  the  ritual  replacement  of  a socially 
disapproved  or  idiosyncratic  symptom-defense 
with  a socially  approved  or  shared  symptom-  de- 
fense that  neither  resolves  the  underlying  con- 
flict nor  leads  to  improved  testing  and  accept- 
ance of  reality.3  Most  of  the  time  now  when 
we  talk  of  disease  we  talk  about  “it”  as  though 
disease  were  some  pernicious  and  alien  entity 
wholly  distinct  from  ourselves  (eg,  cancer).  We 


are  loathe  to  accept  the  radical  psychosomatic 
proposition  that  illness  depends  not  alone  on  the 
disease  agent,  but  on  the  state  of  the  human 
organism.  Diagnosis  of  all  types  is  heir  to  the 
splitting  of  bad-thing  from  good-self.  As  De- 
vereux  reminds  us,  to  diagnose  does  not  simply 
mean  “to  identify”  or  “to  label”;  it  means  “to 
tell  apart,”  “to  differentiate  from.”4  One  pro- 
jects his  own  badness  onto  the  body,  “noxious” 
substances,  persons,  or  groups  of  persons.  De- 
spite our  ideal  of  scientific  reasoning,  tacit  de- 
monology is  more  rule  than  exception.  The 
doctrine  of  “specific  etiology”  was  developed  in 
the  19th  Century  by  Pasteur  and  others  to  isolate 
microorganismic  pathogens  and  thereby  de my- 
thologize disease.  However,  widely  shared 
body-delusions  make  the  remythologization  of 
disease  quite  intellectually  palatable.  Conse- 
quently, “wellness”  therapy  is  a form  of  “exor- 
cism,” rationalized  in  terms  of  scientific  medical 
nomenclature  and  procedure. 

“Good  nutrition”  and  “exercise,”  whatever  they 
may  be  in  a strictly  medical  sense,  are  profound- 
ly cultural.  Education  of  the  body  has  long 
been  coupled  with  discipline  of  the  spirit  in 
America.  One  thinks,  for  instance,  of  the  YMCA 
and  YWCA  movements  and  the  Boy  Scouts  of 
America.  Physical  fitness  has  always  been  a 
moral  condition.  However,  exercise  and  nutri- 
tion are  now  cultural  vessels  that  carry  the  bur- 
den of  rescuing  the  corporeal  and  national  body 
from  decay  and  decline  and  restoring  it  to  po- 
tency and  purpose.  Cultural  material  is  here 
used  as  a symptom.3 

It  is  no  scientific  feat  to  monitor  pulse  rates, 
record  electrocardiograms,  or  perform  pulmon- 
ary function  tests,  and  thereby  demonstrate  that 
the  cardiovascular  and  respiratory  system  im- 
prove with  strenuous  exercise  such  as  running. 
Yet  we  exclude  the  context  of  behavior  if  we 
simply  laud  the  physical  signs  and  never  inquire 
into  the  meaning  of  the  activity  for  the  person 
undertaking  it.  Take  “running,”  easily  the  most 
popular  of  exercise  regimens.  I want  to  know 
what  a person  who  regularly  if  not  compulsively 
runs  is  running  for,  perhaps  running  from,  or 
running  to.  I want  to  know  the  personal  sig- 
nificance of  movement  itself,  and  not  simply 
commend  running  for  its  consequences.  Surely 
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running  or  jogging  as  a symbolic  form  or  symp- 
tom choice  can  hardly  be  accidental:  for  in  a 
society  which  prizes  personal  freedom  and  mo- 
bility, as  one  feels  increasingly  trapped  if  not 
paralyzed  in  life’s  options,  one  is  able  through 
running  to  keep  on  the  move,  sustained  only 
by  one’s  own  powers.  Running,  in  short,  may 
well  be  a personal  rite  in  which  one  attempts 
to  intensify  or  revitalize  one’s  personal  culture 
that  he  feels  to  be  in  decline.  Running  is  “cul- 
ture” before  it  is  “medicine.” 

There  is  some  historic  irony  to  the  faot  that 
processed  grain  dry  breakfast  cereals  are  being 
branded  by  would-be  health-food  naturalists  as 
noxious  substances,  as  the  result  of  capitalistic 
plots  close  to  the  Devil’s  own  work.  The  very 
cereals  today  identified  as  one  among  many 
culprits  in  our  dietary  fall  from  grace  were 
originally  introduced  as  a means  of  turning  the 
breakfaster  from  sin.  In  the  America  of  the  early 
1800s,  warm  breakfast  foods  such  as  ham  and 
eggs  or  oatmeal  were  associated  with  sexual 
arousal.  Such  social  reformers  as  Sylvester 
Graham,  James  Caleb  Jackson,  and  John  Harvey 
Kellog  (whose  younger  brother  Keith  founded 
the  dry  breakfast  cereal  industry  in  the  early 
20th  century)  endeavored  to  reduce  the  adult 
sexual  drive  and  curb  masturbation  in  children 
through  dietary  regulation.  Evidently  grounded 
in  humoral  medicine,  the  reformist  theory  held 
that  the  fires  of  erotic  arousal  would  be  con- 
trollable embers  if  only  people  would  eat  those 
foods  embodying  virtues  that  opposed  and  coun- 
teracted sexual  desire.  Thus,  what  nutritionists 
and  “wellness”  advocates  of  today  associate  with 
dietary  perdition  was  advanced  a century  or  so 
ago  as  dietary  salvation. 

What  is  more,  in  the  19th  century  as  now, 
obsession  with  “health  food”  was  not  an  isolated 
phenomenon.  Rather,  food  was  but  one  symbol 
within  and  a metaphor  of  a pervasive  temper- 
ance, reform,  and  utopian  movement:  the  Great 
Awakening.  That  movement,  as  ours,  included 
the  following  emphases  in  its  ethos:  personal 
self-improvement,  yearning  for  simplicity,  roman- 
ticism of  nature,  widespread  vegetarianism,  re- 
jection of  the  “harsh”  remedies  of  regnant  ortho- 
dox medicine,  baths  and  water  treatments  (eg, 
spas),  vigorous  exercise,  cleanliness  and  purifi- 


cation of  the  body,  forbidding  of  all  forms  of 
intemperateness  ( gourmandizing,  alcohol,  non- 
procreative  sex,  stimulants  such  as  coffee  and 
tobacco),  proper  diet,  and  fresh  air.  Religious, 
political,  and  health  reforms  were  interwoven.* 

Such  parallelism  leads  me  to  regard  as  intel- 
lectually feckless  any  discussion  of  diet  or  exer- 
cise that  does  not  also  take  into  account  the 
symbolic  meaning  of  the  food  or  physical  fitness 
regimen  under  consideration. 

For  instance,  how  profoundly  oral  is  the  fan- 
tasy that  underlies  “wellness”  ideology  is  sug- 
gested by  the  fact  that  the  oral  orifice  figures 
prominently  as  a battleground  and  gatekeeper 
for  the  exclusion  of  various  symbolic  poisons 
from  the  body.  Many  symbols,  fantasies,  and 
rituals  of  the  “wellness”  movement  seem  remark- 
ably like  those  of  patients  with  anorexia  nervosa: 
in  both,  mouth  and  body  are  instruments  and 
battlegrounds  of  magical  control.  Just  as  for  the 
infant  the  mouth  was  the  earliest  mode  of  regu- 
lating the  flow  from  outside  to  inside  the  body, 
likewise  in  regression  the  mouth  becomes  a bul- 
wark against  fantasized  intrusion  and  persecu- 
tion. The  cultural  cultivation  of  anorexia  ner- 
vosa is  no  less  a clinical  phenomenon  because 
it  has  become  something  of  a mass  value.6 

Diet  and  fitness  have  become  a new  basis  for 
invidious  social  comparison  and  social  ranking. 
The  moral  universe  increasingly  divides  into  “the 
fit”  and  “the  unfit.”  An  emerging  Social  Darwin- 
ist climate  comes  to  regard  the  less  fit  with 
haughty  contemptuousness.  One  who  has  not 
exercised  or  dieted,  one  who  continues  to  in- 
dulge in  baneful  vices  (smoking,  alcohol,  salt, 
etc.)  is  akin  to  one  who  in  the  religious  frame- 
work is  not  or  does  not  wish  to  be  “saved.” 

Among  “wellness”  advocates  one  observes  that 
same  ardor  and  reformist  zeal  one  finds  among 
rehabilitated  drug  addicts  and  alcoholics  whose 
proselytizing  against  their  erstwhile  wayward- 
ness prevents  their  own  backsliding.  Perhaps 
“healthy  people”  need  “unhealthy  people”  in  or- 
der to  sustain  their  sense  of  self-righteous  su- 
periority. Here,  however,  revulsion  is  couched 

*1  owe  this  parallelism  to  a lecture  by  Dr.  Todd  Savitt,  “Graham 
Crackers  and  Corn  Flakes,’’  Annual  History  of  Medicine  Lecture, 
University  of  Oklahoma  Health  Sciences  Center,  Oklahoma  City, 
Oklahoma,  April  IS,  1982. 


640 


Del  Med  Jrl,  Nov  1982— Vol  54,  No  11 


Wellness  as  Illusion— Stein 


in  clinical  language  that  allows  one  seemingly 
to  disavow  one’s  condemnation  even  as  he  enun- 
ciates it. 

“Wellness”  has  become  a social  opiate,  a 
pseudo-solution  which  by  diverting  our  atten- 
tion from  those  problems  that  vex  us,  sustains 
those  very  problems.  Obsessive  preoocupation 
with  health  is  one  among  many  contemporary 
expressions  of  a narcissistic  inward  turning  that 
follows  a sense  of  frightened  impotence  to  affect 
change  on  the  world.  One  feels  helpless  to  avert 
nuclear  war,  to  control  inflation,  or  to  ensure  that 
he  will  not  lose  his  job— but  one’s  body  remains 
in  one’s  control.  In  the  language  of  psychiatry, 
autoplastic  solutions  replace  alloplastic  ones. 
Coping  via  one’s  body  ( eg , dieting,  exercising, 
renouncing  alcohol,  etc.)  provides  a means  of 
coping  with  the  world. 

A principal  value  and  goal  of  “wellness”  pro- 
grams and  participants  is  that  of  self-control. 
One  seeks  to  exercise  control  over  himself  in 
order  to  shore  up  his  fragile,  uncertain,  and 
vulnerable  boundaries.  Not  by  accident  is 
“wellness”  ideology  sometimes  grandiose  in  its 
utopian  promise  to  change  the  very  quality  of 
a prospective  convert’s  life.  “Wellness”  is  often 
invested  with  redemptive  qualities  of  the  sacred, 
thus  leading  to  magical  expectations  of  rebirth. 

Whatever  else  “wellness”  is,  it  is  a profoundly 
personal,  even  private  solution  to  life’s  problems. 
One  seizes  responsibility  for  his  own  welfare  so 
as  to  need  to  rely  upon  as  few  others  as  possible. 
Each  comes  to  occupy  an  increasingly  encap- 
sulated and  obsession-ridden  world.  Disease 
comes  to  be  seen  as  failed  responsibility  to  main- 
tain the  self-isolating  sham  of  self-sufficiency. 
Contracting  disease  has  come  to  be  seen  by  many 
as  a sign  of  personal  moral  failure  to  maintain 
fitness. 

Promotion  of  “wellness”  ideology  not  only 
treats  complex  human  problems  simplistically 
(eg,  running  as  a cure  for  depression),  but  di- 
verts attention  from  pressing  social  concerns 
(eg,  poverty,  unemployment,  nuclear  war)  by 
the  self-preoccupation  of  each  person  with  his 
individual  well-being.7  “Wellness”  is  a self-de- 
ceptive displacement  into  medical  language  and 
action  of  widely  shared  unconscious  conflicts. 


No  longer  able  to  redeem  ourselves  exclusively 
in  the  supernaturally  derived  dualisms  of  religion 
(good/evil,  salvation/sin),  we  re-embody  the 
same  issues  in  dualisms  of  medicine  (health/ 
disease).  We  wage  our  unconscious  battles  with 
our  bodies.  “Wellness”  ideology  mistakes  and 
misplaces  its  subject:  for  the  referent  of  “well- 
ness” is  not  the  body,  but  body  narcissism.  As 
with  all  ritualistic  solutions  to  life’s  problems, 
“wellness”  not  only  compounds  the  problems  it 
purports  to  solve,  but  becomes  itself  the  disease 
from  which  we  must  find  a way  to  recover.8 
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A reputation  takes  years  to  build.  We've  been 
building  ours  as  a major  provider  of  profes- 
sional liability  for  over  50  years,  and  as  the 
Medical  Society  of  Delaware  sponsored  pro- 
gram since  1971.  Since  that  time  /Etna  has 
returned  savings  to  doctors  of  over  $800,000. 
These  substantial  savings  have  resulted  from 
working  closely  with  your  society  to  provide 
successful  risk  management  programs. 


Your  society  sponsored  program  continues  to 
offer  high  levels  of  coverage — $5,000,000  and 
higher,  as  well  as  a choice  of  coverage  forms — 
Claims-made  and  Occurrence. 

Our  local  offices  and  skilled  staff  provide  you 
with  our  claims  expertise. 

At  /Etna  we've  built  our  reputation  by  making 
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For  additional  information  contact  your  society 
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DIABETES:  A NEGLECTED  COMMON  DISEASE 

To  the  Editor: 

Diabetes  mellitus  is  a neglected  but  common 
disease.  Diabetes  affects  many  of  your  patients, 
approximately  34,000  in  Delaware.  The  Dela- 
ware Affiliate  of  the  American  Diabetes  Associa- 
tion attempts  to  improve  the  quality  of  life  of 
your  diabetic  patients.  It  provides  and  disperses 
accurate  information  about  diabetes,  presents 
public  meetings  in  the  fall  and  summer  to  dis- 
cuss recent  advances  in  diabetes  research,  of- 
fers support  groups  consisting  of  lay  and  pro- 
fessional members,  sends  diabetic  children  to 
a diabetic  camp,  sponsors  a weekly  free  Detec- 
tion program  in  15  sites  throughout  Delaware, 
and  provides  money  for  research  for  better  man- 
agement techniques  and  for  the  care  of  diabetics. 

In  order  to  continue  to  provide  these  vital 
services  the  Delaware  Affiliate  needs  the  support 
of  the  medical  community.  A contribution  in 
November,  Diabetes  Month,  would  be  greatly 
appreciated  by  your  diabetic  patients. 

Grafton  D.  Reeves,  M.D.,  President 
American  Diabetes  Association 
Delaware  Affiliate,  Inc. 

U?  U?  U£ 


DELAWARE:  RECYCLE  SITE  FOR  EYES 

Having  spent  a considerable  amount  of  time 
considering  ways  to  enlighten  the  community 
on  cornea  and  eye  donations,  I decided  that  I 
should  first  discuss  eye  donations  more  com- 
pletely with  the  physician  community. 

The  act  of  giving  an  eye  or  just  a cornea  pro- 
vides others  the  opportunity  to  see  again  and 
also  provides  a valuable  resource  for  research 
on  common  ocular  diseases  which  cause  blind- 
ness. The  donation  takes  nothing  away  from 
those  who  are  living  or  from  those  who  are 
deceased.  Rather,  it  provides  solace  to  the  dece- 


dent’s family  and  to  those  who  want  to  con- 
tribute to  others  who  lack  useful  vision. 

It  is  important  that  we  physicians  improve 
community  awareness  about  recycling  sight.  On 
my  patient  exam  form,  I ask  if  the  individual  is 
currently  an  eye  donor  and  whether  s/he  would 
consider  being  an  eye  donor  to  the  Medical  Eye 
Bank  of  Delaware.  Patients  who  have  had  eye 
problems  are  certainly  more  likely  to  understand 
the  need  for  eye  or  cornea  donations. 

I am  suggesting  that  each  member  of  the 
Medical  Society  of  Delaware  reflect  a few  min- 
utes on  whether  or  not  you  would  be  willing  to 
carry  Medical  Eye  Bank  of  Delaware  donor  ap- 
plication cards  in  your  office.  If  you  wish  to 
better  inform  the  public  about  the  need  and 
opportunity  for  giving  sight  to  others,  or  to  sign 
a donor  card  yourself,  please  either  call  me  at 

655- 3351,  the  Medical  Eye  Bank  of  Delaware  at 

656- 5078,  or  visit  the  Medical  Eye  Bank  exhibit 
at  the  annual  meeting  of  the  Medical  Society  of 
Delaware. 

Robert  Abel,  Jr.,  M.D. 

U?  U?  US 

MORE  PLAUDITS:  DR.  (AND  MRS.)  FRELICK 

To  the  Editor: 

I am  indeed  in  full  accord  with  the  plaudits 
to  Dr.  Robert  Frelick  expressed  by  John  Foulger, 
M.D.,  Ph.D.  ( Del  Med  J 1982;  54:341).  In- 
deed, more  could  easily  be  added  concerning 
the  outstanding  service  Bob  Frelick  has  given. 
His  dedication,  his  life  as  a seeker  of  the  truth, 
and  his  ability  to  inspire  those  around  him, 
whether  patient  or  peer.  How  fortunate  he 
knows  the  admiration  and  love  we  all  have  for 
him  as  a person,  a physician,  and  a friend. 

But,  if  he  deserves  a tip  of  the  hat,  then  we 
must  not  forget  that  honor  is  also  due  his  wife, 
Jane.  The  recently  expressed  “women  wear 
many  hats”  (Marguerite  D.  Thew,  M.D.,  Con- 
flicting Roles  in  Women,  A Woman  Doctor’s 
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View.”  Del  Med  J 1982;  54:267)  most  certainly 
applies  to  Jane.  There  is  no  need  here  to  elab- 
orate nor  elucidate,  but  a special  tip  of  the  hat 
to  this  wife  and  mother. 

And,  while  we  are  at  it:  a special  tip  of  the 
hat  to  all  those  women  who  played  a part  in 
helping  us  husbands  find  the  way.  If  we  are 
recipients  of  the  plaudits  of  the  crowds,  let  us 
not  forget  to  thank  the  mothers,  sisters,  teachers, 
the  nurses,  all  those  women  who  helped  us  so 
much. 

Perhaps,  under  all  the  smoke  screen  of  ERA, 
Nursing  Rights,  and  the  like,  that  is  what  our 
women  really  want:  a thoughtful,  sincere,  and 
courteous  appreciation.  Indeed,  as  Smith  Barney 
says:  They  do  it  the  old-fashioned  way,  they 
earn  it  (our  gratitude). 

Charles  M.  Bancroft,  M.D. 

MS  M£ 

AWARENESS  OF  THE  CHARGES  FOR 
COMMON  LAB  TESTS 

To  the  Editor: 

Ten  of  the  most  frequently  ordered  lab  tests 
at  The  Wilmington  Medical  Center  are:  1) 
CBC,  2)  SMA-12,  3)  SMA-6,  4)  blood  gases,  5) 
BUN,  6)  glucose,  7)  ESR,  8)  urinalysis,  9)  urine 
culture  and  sensitivity,  and  10)  cytology-PAP 


smear.  As  a student  project  while  on  my  Family 
Practice  rotation,  I asked  members  of  each  of 
the  three  levels  of  medical  experience  (students, 
residents,  attendings ) to  estimate  the  cost  of  each 
of  these  tests.  The  table  below  shows  my  results. 

As  the  analysis  shows,  attendings  and  residents 
are  both  equally  aware  of  the  cost  of  the  lab 
tests  they  most  frequently  order.  The  attendings 
were  correct  in  their  estimates  of  the  cost  of 
five  of  the  ten  lab  tests,  as  were  the  residents. 
However,  the  medical  students  were  consistently 
wrong  in  attempting  to  “guess”  the  correct  cost 
of  these  ten  lab  studies,  which  suggests  that  as 
medical  experience  is  built  through  the  years, 
doctors  gain  a greater  awareness  of  the  various 
charges,  not  only  for  laboratory  testing  but  for 
medical  services  as  a whole,  and  how  expensive 
these  charges  may  actually  be  for  the  patient. 

It  should  be  understood  by  all  medical  per- 
sonnel, including  students,  that  good  medical 
care  does  not  consist  only  of  being  a competent, 
compassionate,  and  comforting  doctor.  Aware- 
ness of  the  actual  costs  of  laboratory  testing 
and  medical  services  is  a kind  of  empathy  which 
will  ultimately  be  as  greatly  appreciated  by 
patients  as  refraining  from  placing  a cold  stetho- 
scope on  their  chests. 

Mary  Ann  Leal,  B.A. 

Ms.  Leal  is  a fourth-year  medical  student  at  Jefferson  Medical 
College,  Philadelphia. 


TABLE  1 


CHARGES  VS.  ESTIMATES  OF  MOST  FREQUENTLY  USED  LAB  TESTS 


Laboratory 

Actual 

Range  of  Estimates 

Mean  Estimate 

Standard  Deviation 

Test 

Charge 

Attending  Residents  Students 

Attendings 

Residents 

Students 

Attendings  Residents 

Students 

CBC 

$13.00 

$ 8-17 

$10-16 

$ 5-15 

$12.00 

$12.88 

$ 9.70 

3.5 

2.3 

3.1 

SMA-12 

20.50 

12-25 

15-30 

12-22 

17.25 

20.60 

17.25 

4.8 

5.2 

3.6 

SMA-6 

34.00 

12-28 

12-27 

14-24 

21.75 

20.15 

18.00 

5.25 

5.1 

3.3 

Blood  gases 

29.50 

15-60 

15-27 

10-30 

26.50 

21.00 

20.50 

4.6 

4.5 

6.23 

BUN 

7.00 

5-10 

2-10 

2-  8 

6.50 

6.50 

5.00 

1.93 

2.4 

1.9 

Glucose 

8.50 

5-10 

2-10 

2-10 

7.68 

6.25 

6.12 

1.5 

2.6 

2.35 

Sedimentation  Rate 

6.00 

5-10 

4-  8 

1-12 

6.25 

5.90 

6.75 

1.75 

1.23 

3.80 

Urinalysis 
Urine  Culture  and 

5.50 

4-10 

4-10 

5-12 

6.90 

6.00 

8.25 

1.9 

1.85 

2.5 

Sensitivity 

Cytology-PAP 

21.50 

12-40 

10-25 

12-20 

22.10 

18.00 

15.90 

8.7 

5.4 

2.6 

Smear 

10.00 

8-10 

8-15 

5-20 

9.40 

10.60 

12.40 

0.74 

2.1 

5.0 

Editor's  Note: 

(As  of  July  1,  1982,  the  above  charges  were  increased  by  about  12%.) 
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SONOGRAPHIC  FINDINGS  IN  ECTOPIC 
PREGNANCY 

To  the  Editor: 

I read  with  great  interest  the  excellent  ar- 
ticle “Ectopic  Pregnancy:  Diagnosis  and  Treat- 
ment” by  Dr.  Allen  H.  DeChemey,  in  the  June 
issue  of  the  Delaware  Medical  Journal.1  Al- 
though the  article  presents  a concise  synopsis 
of  the  diagnosis  and  management  of  eccyesis, 
it  does  leave  out  certain  important  aspects  con- 
cerning the  sonographic  findings.  With  the 
rising  incidence  of  ectopic  pregnancy  and  the 
serious  consequence  from  mis-diagnosis,  early 
detection  has  become  essential  for  proper  man- 
agement. As  in  all  of  medicine,  no  one  test  is 
supreme  and  the  value  of  any  study  depends  not 
only  on  the  accuracy  and  reliability  of  the  study 
but  also  on  its  specific  diagnostic  value.  For 
example,  ultrasound  alone  has  been  reported  to 
have  only  a 77  percent  accuracy  in  pre-operative 
diagnosis  of  ectopic  pregnancies,2  and  it  is  im- 
portant to  understand  why  the  accuracy  of  this 
solitary  study  remains  as  such.  Demonstration 
of  an  intrauterine  gestational  sac  with  a normal 
appearing  fetus  including  fetal  cardiac  echoes 
virtually  excludes  ectopic  pregnancy  although 
heterotopic  pregnancy  ( ie,  co-existent,  extra- 
uterine  and  intrauterine  gestations)  is  an  ac- 
knowledged but  rare  phenomenon,  occurring  in 
approximately  1-30,000  pregnancies.3  Most  com- 
monly the  ultrasonic  configuration  exhibited  in 
an  ectopic  pregnancy  is  a complex  adnexal  mass 
usually  adjacent  to  an  empty  uterus.  Visualiza- 
tion of  a viable  fetus  and  gestational  sac  out- 
side the  uterus  is  extremely  rare  although  when 
present  usually  makes  the  diagnosis  of  eccyesis 
unequivocal.  Less  sensitive  than  the  detection 
of  an  adnexal  mass  is  the  discovery  of  peritoneal 
fluid  which  often  accompanies  abnormal  gesta- 
tion.4 

More  recently,  the  ultrasonic  detection  of  in- 
trauterine fluid  collections  has  further  added  to 
the  confusion  in  the  diagnosis  of  early  intra- 
uterine pregnancy  versus  ectopic  gestation.  In 
ectopic  pregnancies  this  abnormal  intrauterine 
sonolucency  represents  the  small  decidual  cast 
found  in  the  endometrial  canal.  Recent  attempts 
have  been  more  to  differentiate  these  decidual 


casts  from  early  normal  gestation  sacs,  although 
a fetal  pole  should  be  demonstrated  within  the 
fluid  collection  before  a definitive  diagnosis  of 
intrauterine  pregnancy  can  be  made.5-6  It  is  thus 
important  that  obstetricians  be  aware  of  these 
sonographic  findings  in  ectopic  pregnancy  that 
may  often  mimic  those  of  a normal  intrauterine 
pregnancy. 

Because  of  the  difficulty  in  relying  entirely  on 
the  sonographic  findings,  the  addition  of  labor- 
atory confirmation  with  radioimmunoassay  for 
serum  human  chorionic  gonadotropin  (hCH) 
makes  the  diagnosis  of  eccyesis  almost  100  per- 
cent. Almost  half  of  the  patients  with  proven 
ectopic  pregnancies  have  had  negative  urinary 
slide  or  tubal  pregnancy  tests  at  the  time  they 
present  symptoms,  exemplifying  the  need  for 
a more  definitive  procedure.7  In  addition,  a 
more  accurate  interpretation  of  the  sonographic 
findings  from  patients  with  suspected  ectopic 
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gestation  can  be  made  by  referring  to  the  dis- 
criminatory hCG  zone.8  The  discriminatory 

hCG  zone  is  the  level  of  hCG  at  which  intra- 
uterine gestational  sac  can  be  sonographically 
demonstrated  within  the  uterus.  This  level  has 
been  found  to  be  6000  to  6500  mlU/ml,  but  it 
is  not  always  possible  to  obtain  serial  hCG  levels 
in  emergency  situations.  Nevertheless,  when 

the  absence  of  an  intrauterine  gestational  sac  is 
documented  and  the  hCG  zone  is  above  the  dis- 
criminatory zone  the  diagnosis  of  ectopic  preg- 
nancy can  be  made  with  considerable  accuracy. 

Steven  L.  Edell,  D.O. 
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Studies  Performed 

• Multistage  Treadmill  Exercise  Test  (Stress  test) 

• Thallium-201  Multistage  Treadmill  Exercise  Test 

• Gated  Studies  (In  conjunction  with  Delaware 
Nuclear  Medicine) 
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• 24  hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  - in  home  ECG’s  for  shut-ins 

• Scanning  service  for  Holter  Monitors  - We  provide 
Holter  monitors  to  physicians  as  well  as  scanning 
tapes  for  physicians  who  have  their  own  monitors. 

• Transtelephonic  Monitoring 
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Wilmington.  DE  19806 
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WIDE  RANGE  POCKET  5 RADIOS  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  RBC  SERVICES 

DIGITAL  DISPLAY  BEEPER  SERVICE 
Displays  phone  number  you  are  to  call. 

NEW  20  LINE  MOBILE  RADIO  SYSTEM 

Operation  similar  to  the  Multi -Button 
Business  Telephone — 20  lines  eliminates 
busy  situations. 

COMPUTER  MESSAGE  STORAGE  CENTER 

To  hear  your  message  over  the  telephone, 
simply  dial  your  assigned  computer  number, 
after  you  are  Beeped. 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
17-station  network  simultaneously. 


CALLFOR  A FREE  2 FOOT  215-879  0900 

609-964-7660 

MAP&DEMONSTRATION)302-656-2774 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO..  3600  Conshohocken  Ave..  Phila..  Pa.  19131 


Special  Report 


WHERE  THERE  IS  SMOKE  THERE  IS  FIRE 


O.  J.  Pollak,  M.D.,  Ph.D. 


Hardly  ever  has  there  been  such  consensus 
among  physicians  as  there  is  in  their  agreement 
that  cigarette  smoking  is  a major  and  prevent- 
able health  hazard.  Periodically,  there  are  out- 
cries about  the  adverse  effect  of  cigarette  smok- 
ing, with  emphasis  on  its  positive  correlation 
with  the  incidence  of  lung  cancer.  Such  out- 
cries are  echoed  by  lamentations  over  the  govern- 
ment’s inconsistency  professing  concern  with 
people’s  health  while  subsidizing  the  tobacco 
industry.  This  becomes  even  more  disturbing 
as  one  learns  that  subsidies  are  being  used  to 
purchase  imported  tobacco  rather  than  to  bene- 
fit the  tobacco  farmer. 

Equally  alarming  is  the  fact  that  the  authori- 
ties do  not  interfere  with  billboard  advertising 
and  full  page  advertisements  of  cigarettes  in 
daily  papers  and  weekly  magazines,  and  that  the 
government’s  total  antismoking  effort  boils  down 
to  a small  print  warning  on  cigarette  packages 
stating  that  the  surgeon  general  has  determined 
that  cigarette  smoking  is  dangerous  to  your  health. 
At  that,  there  is  a heated  debate  over  the  proper 
wording  of  such  warning. 

There  are  no  statistics  concerning  the  number 

Dr.  Poliak  is  Consulting  Pathologist,  Division  of  Public  Health 
Laboratory,  Department  of  Health  and  Social  Services;  and  Medi- 
cal Director,  Laboratory  Technicians  Program,  Delaware  Technical 
and  Community  College,  Georgetown,  Delaware. 


of  people  who  read  the  warning  lines,  or  who 
have  stopped  smoking  because  of  it,  or  whom 
the  warning  deterred  from  starting  to  smoke. 

In  January  1970,  I wrote  to  the  Food  and 
Drug  Administration  about  the  synergistic  throm- 
bogenic  effect  of  nicotine  and  estrogen,  match- 
ing the  cummulative  effect  of  nicotine  and  cho- 
lesterol with  regard  to  depressing  tissue  oxygen- 
ation.1’2’3 I could  have  rejoiced  when  eight  years 
later  the  Food  and  Drug  Administration  decided 
to  warn  women  taking  oral  contraceptives  not  to 
smoke,  but  I was  not  elated  for  I remembered 
a Latin  saying,  “ut  aliquid  fiere  videatur,”  which 
in  translation  means,  “to  create  the  impression 
that  something  decisive  is  being  done.”  The 
saying  fits  the  miniscule  labeling  in  a corner  of 
huge  advertisements  for  cigarettes,  on  packages 
of  cigarettes,  and  on  bottles  of  birth  control  pills. 
In  fact,  some  question  whether  the  government 
has  the  legal  right  or  obligation  to  restrict  a 
habit  which  does  not  cause  a communicable  dis- 
ease, although  not  denying  smoking  may  en- 
danger the  property,  health,  and  life  of  smokers 
and  nonsmokers. 

It  seems  that  it  is  left  to  physicians,  allied 
lem.  In  some  countries  (eg,  Czechoslovakia) 
one  of  multiple  possible  approaches  to  the  prob- 
health  professionals,  and  health  agencies  to  in- 


Del  Med  Jrl,  Nov  1982— Vol  54,  No  11 


651 


Special  Reports 


form  the  public  about  the  medical  hazards  of 
smoking,  and  to  educators  to  create  awareness 
of  the  nonmedical  hazards  of  smoking.  Surely, 
the  two  aspects  can  be  combined,  for  alternate 
and  more  effective  means  have  to  be  sought  and 
found  to  supplement  the  inadequate  labeling 
of  tobacco  products.  Some  hospitals  have  es- 
tablished Anti-smoking  Clinics.  The  American 
Cancer  Society  has  an  ongoing  program  of 
clinics,  consisting  of  a formal  lecture  by  a phy- 
sician and  informal  discussion  by  his  audience. 

By  participating  in  such  programs,  I have 
learned  that  the  public  is  more  receptive  to  the 
nonmedical  aspects  (Table  1)  than  the  medical 
consequences  of  smoking.  (Table  2)  Progres- 
sively, I devote  more  time  to  the  nonmedical 
features  realizing  that  it  matters  not  what  moti- 
vates a smoker  to  stop  or  a nonsmoker  not  to 
start  smoking,  as  long  as  curtailment  of  smoking 
is  achieved. 

Anti-smoking  clinics,  in  any  form,  represent 
one  of  multiple  possible  approaches  to  the  prob- 

TABLE  1 

NONMEDICAL  ASPECTS  OF  SMOKING 

A.  Esthetie  Aspects 

Discolored  teeth,  stained  fingertips,  bad 
breath 

Noxious  sights  and  smells:  full  ashtrays  (gar- 
bage-like), cigarette  butts  in  cups  and 
saucers 

Odor  of  stale  air  in  smoke  filled  room 

Irritating  to  eyes  of  nonsmokers 

B.  Fire  Hazards 

Smoking  in  bed  responsible  for  one  half  of 
home  fires 

Smoking  while  driving  responsible  for  one 
fourth  of  all  motor  vehicle  accidents:  cin- 
der in  driver's  eye,  fumbling  for  cigarettes, 
matches,  burning  ashes 

Careless  discarding  of  cigarettes  from  mov- 
ing cars  or  in  woods  responsible  for  most 
brush  and  forest  fires 

C.  Burns 

Clothes,  table  cloth,  napkins,  carpeting,  fur- 
niture, upholstery,  seat  covers  in  cars 


TABLE  2 

MEDICAL  ASPECTS  OF  SMOKING 

A.  Vascular  Disease 
Nicotine  as  risk  factor: 

Angiospasm 

Buerger's  Disease— Thrombangiitis  obliterans 
Thromboembolism 

Arterial  and  venous  thrombosis;  especially  in 
persons  with  elevated  plasma  cholesterol 
and/or  estrogen  levels  (due  to  contracep- 
tive use)— added  risk 

B.  Respiratory  Tract  Pathology 
Particulate  matter  factor: 

Pharyngitis,  laryngitis,  bronchitis 
Emphysema 

Leukoplakia 

Epithelial  hyperplasia,  metaplasia,  dysplasia, 
neoplasia 

C.  Combinations 


lem.  In  some  countries  (eg,  Czechoslovakia) 
the  law  requires  drivers  of  motor  vehicles  to 
keep  both  hands  on  the  steering  wheel.  It  keeps 
drivers  from  smoking  and  drinking,  reducing 
accidents  and  fires.  This  can  be  enforced  as  any 
other  traffic  regulation.  Smoking  in  elevators, 
in  hotel  rooms,  old  age  homes,  and  rest  homes 
oan  be  outlawed.  Life  insurance  companies  can 
regulate  premiums,  penalizing  smokers  as  pre- 
senting a higher  risk  for  cardiovascular  and 
respiratory  diseases  than  nonsmokers.  Similarly, 
fire  insurance  premiums  for  home  owners  and 
tenants  who  smoke  should  be  higher  than  for 
nonsmokers.  Suoh  measures  could  result  in 
fewer  fires,  also  in  fewer  lung  cancers.  Granted 
that  verifying  statements  and  monitoring  pledges 
of  nonsmoking  present  difficulties,  nevertheless, 
nonpayment  by  insurance  companies  of  damages 
to  property  or  life  in  instances  in  which  a smoker 
had  been  insured  as  nonsmoker  would,  in  time, 
have  an  impact. 
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PAEDIATRIC  ANAESTHESIA:  TRENDS  IN  CURRENT 
PRACTICE,  by  G.  Jackson  Rees  and  T.  Cecil  Gray, 

Butterworths,  London,  1981.  188  pp.  Illus.  Price 
$39.95. 

Paediatric  Anaesthesia,  by  G.  Jackson  Rees 
and  T.  Cecil  Gray,  is  one  of  the  newer  British 
texts  on  the  subject.  The  book  covers  a broad 
range  of  topics  in  a relatively  brief  number  of 
pages.  The  result  is  that  some  areas  are  dis- 
cussed well  but  others  receive  only  limited  treat- 
ment. 

The  book  begins  by  considering  the  psycho- 
logical aspects  of  a child’s  reaction  to  anesthesia. 
This  is  a topic  which  has  received  little  atten- 
tion in  the  past,  and  is  only  now  being  dealt 
with  more  seriously. 

The  chapter  on  physiology  is  interesting,  but 
brief,  while  the  one  on  respiratory  measure- 
ments presents  stimulating  information  in  an 
area  where  measurements  are  difficult  to  obtain. 
Neuromuscular  blocking  agents  are  succinctly 
reviewed,  although  the  book  does  not  address 
the  continuing  controversy  in  this  area. 

The  section  on  anesthetic  agents  is  rather 
limited  and  superficial,  and  the  following  one 
on  apparatus  in  anesthesia  is  also  disappointing. 
For  example,  the  Bains  Circuit,  a piece  of  ap- 
paratus which  is  extensively  used  in  this  coun- 
try, is  only  mentioned  in  passing. 

Chapters  on  premedication  and  the  induction 
of  anesthesia  are  pertinent  but  short.  The  chap- 
ter on  anesthesia  for  cardiac  surgery  is  also  well 
written  but  again  covers  this  vast  topic  in  a very 
brief  fashion. 

The  chapters  dealing  with  IPPB  and  the  care 
of  the  patient  with  a tracheostomy  both  provide 
general  overviews  of  their  respective  topics.  A 
final  chapter  on  intravenous  fluid  therapy  pre- 


sents a good  physiological  background  to  this 
area,  as  well  as  an  introduction  to  parenteral 
nutrition. 

The  book  has  a number  of  strengths  and  weak- 
nesses. The  print  is  large,  and  there  are  good 
illustrations  throughout.  There  are  some  errors 
in  the  text  though,  such  as  the  one  on  page  66 
in  which  the  dose  of  Thiopentone  (Thiopental) 
is  listed  as  0.4  mg/kg1  rather  than  4.0  mg/ 
kg1,  or  when  the  writer  talks  about  the  fetal 
circulation  as  having  a “massive  left  to  right 
shunt”  on  page  22.  The  topic  of  malignant  hy- 
perthermia is  discussed  in  four  abbreviated  para- 
graphs. 

In  summary,  while  there  is  much  information 
contained  in  this  book,  it  will  serve  more  as  an 
introduction  to  pediatric  anesthesia  than  as  a 
thorough  review  of  the  specialty. 

Richard  N.  Hindin,  M.D. 
% % % 

CLINICAL  ASPECTS  OF  ALZHEIMER'S  DISEASE 
AND  SENILE  DEMENTIA,  Aging,  Volume  15, 
edited  by  Nancy  E.  Miller,  Ph.D.,  and  Gene  D. 
Cohen,  M.D.,  Raven  Press,  New  York,  1982.  371 
pp.  Price  $39.00. 

This  book  is  based  on  the  Second  International 
Congress  on  Alzheimer’s  Disease.  There  are  47 
contributors  and  21  chapters  dealing  with  vari- 
ous aspects  of  the  problem.  The  chapter  start- 
ing on  page  17,  written  by  the  editors,  gives  an 
overview  of  all  the  papers  and  discussions,  con- 
cise and  well  written.  Special  aspects  of  the 
subject  can  be  found  in  one  of  the  other  20 
chapters.  This  is  a book  which  should  be  read 
by  many  specialists,  but  especially  by  internists 
and  family  practitioners. 

Highlights:  Alzheimer’s  dementia  is  a process 
separate  and  distinct  from  normal  aging.  The 
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pathology  in  the  brain  has  been  identified.  The 
cause  is  still  unknown.  There  is  no  successful 
therapy  at  present.  Seven  percent  or  more  of 
the  population  over  65  have  this  disorder.  It 
is  a mounting  health  problem,  necessitating  ex- 
tensive research.  Care  of  the  victims  of  this 
disease  is  a frustrating,  expensive,  and  disturb- 
ing problem.  Premortem  diagnosis  at  times  is 
difficult.  There  is  no  diagnostic  laboratory  test. 
Drug  therapy  is  being  explored,  so  far  without 
success.  The  significance  of  increased  aluminum 
in  the  brains  of  Alzheimer  patients  is  being  in- 
vestigated. Electroconvulsive  therapy  is  under 
review.  There  is  an  accumulation  of  masses  of 
older  persons  with  brain  disorders  in  nursing 
homes.  The  deleterious  effects  of  such  custodial 
care  are  discussed,  and  arrangements  for  longer 
and  better  care  are  being  considered  in  the  pa- 
tient’s home.  In  some  communities,  Alzheimer 
self-groups  are  developing.  Alzheimer  dementia 
places  an  enormous  strain  on  the  family. 

Again,  this  book  should  be  read  by  every  in- 
ternist and  every  family  practitioner. 

Lewis  B.  Flinn,  M.D. 
& & 

DEATH  OF  THE  CLINICIAN:  REQUIEM  OR  REVEIL- 
LE? by  Michael  J.  Lepore,  M.D.,  Charles  C.  Thomas, 
Publishers,  Springfield,  Illinois,  1982.  359  pp. 
Price  $27.50. 

Death  of  the  Clinician  chronicles  the  evolution 
of  medical  education  and  physician  training  in 
the  United  States  from  the  beginning  of  this 
century  through  the  decade  of  the  seventies. 
Dr.  Lepore,  a clinician  of  50  years’  experience 
in  internal  medicine,  provides  a well  researched 
history  with  the  insight  of  a participant  in  the 
course  of  events.  Particular  emphasis  and  criti- 
cism is  placed  on  the  Flexnerian  system  for  struc- 
tured clinical  education  in  the  university  setting 
and  the  concept  of  “full-time”  teachers  in  clini- 
cal departments.  Flexner  did  not  recognize  dif- 
ferences between  basic  science  and  clinical  com- 
partments and  sought  to  “free  the  physician  from 
the  constraints  of  private  medicine”  away  from 
the  community.  Such  outstanding  names  as  Os- 
ier, Halsted,  Cushing,  Whipple,  Welch,  and 
Janeway  are  central  to  the  controversy.  The 


ideals  and  careers  of  these  men  are  compassion- 
ately described  by  Dr.  Lepore. 

The  author  also  portrays  the  significant  role 
played  by  the  early  20th  century  philanthropists, 
individuals  who  were  of  sufficient  personal  se- 
curity and  affluence  to  freely  help  the  less  for- 
tunate. 

Dr.  Lepore  also  offers  his  analysis  of  various 
events  that  influenced  the  direction  of  medicine 
and  medical  education,  including  the  prolifera- 
ton  of  NIH  funding  and  the  resulting  emphasis 
on  the  science  of  medicine  to  the  detriment  of 
the  art.  He  expresses  his  belief  that  the  practice 
of  medicine  is  not  a science  but  an  art  based 
upon  scientific  principles  with  its  major  purpose 
to  provide  service  to  people.  The  emphasis 
should  be  on  teaching  and  not  research,  even 
in  the  preclinical  sciences,  “a  return  to  service, 
to  the  student,  and  to  the  community.” 

The  text  is  well  written  and  should  be  especi- 
ally attractive  for  those  interested  in  the  history 
of  medicine.  It  is  easily  read  and  provides  a 
historical  perspective  for  the  development  of 
medical  education  in  this  century. 

Wayne  L.  Miller 

Mr.  Miller  is  a third-year  medical  student  at  Jefferson  Medical 
College,  Philadelphia. 

& & ^ 

SOFT  TISSUE  RHEUMATIC  PAIN:  RECOGNITION, 
MANAGEMENT,  AND  PREVENTION,  by  Robert  P. 
Sheon,  M.D.,  Roland  W.  Moskowitz,  M.D.,  and 
Victor  M.  Goldberg,  M.D.,  Lea  and  Febiger,  Phil- 
adelphia, 1982.  302  pp.  Illus.  Price  $24.50. 

I recommend  this  text  to  every  physician  re- 
gardless of  specialty,  interests,  age,  or  sex.  It’s 
fairly  concise,  readable,  relatively  inexpensive, 
and  deals  with  a host  of  rheumatic  pain  syn- 
dromes that  collectively  account  for  a sizeable 
proportion  of  office  visits  no  matter  what  type 
of  practice.  In  fact,  studious  review  of  this 
book  will  have  you  saying,  “So  that’s  what  that 
is,”  or  “Boy,  do  I see  a lot  of  that.”  It’s  difficult 
to  find  in  one  place  a discussion  of  so  many 
common,  perplexing,  frustrating  (although  non- 
life-threatening) ailments. 

The  chapters  are  divided  into  anatomic  sites: 
head  and  neck,  thoracic  outlet,  shoulder  girdle, 
elbow,  wrist  and  hand,  thoracic  cage  and  dorsal 
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spine,  low  back  and  pelvis,  pelvis  and  thigh, 
knee,  foreleg,  and  ankle  and  foot.  There  is  a 
separate  chapter  on  fibromyalgia  syndrome.  Con- 
cluding chapters  deal  with  chronic  pain,  soft 
tissue  injection  sites,  and  exercise.  I thought 
the  book  was  well  illustrated  with  useful  photo- 
graphs. 

There  are  useful  discussions  of  the  tempero- 
mandibular  joint  pain  syndrome,  various  thoracic 
outlet  syndromes,  rotato?  cuff  problems,  tennis 
elbow,  nerve  entrapments,  etc.  One  can  even 
read  about  the  mysterious  "dorsal  edema  of  Se- 
cretan,”  not  to  mention  erythermalgia,  xysbou- 
dalgia,  and  coccygodynia. 

In  short,  I recommend  this  one. 

James  H.  Newman,  M.D. 

% # «£ 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEU- 
TICS, 6th  Edition,  by  Alfred  Goodman  Gilman, 
M.D.,  Ph.D.,  Louis  S.  Goodman,  M.A.,  M.D.,  and 
Alfred  Gilman,  Ph.D.,  Macmillan  Publishing  Co., 
Inc.,  New  York,  1980.  1843  pp.  Illus.  Price 
$45.00. 

Goodman  and  Gilman  has  been  a standard 
part  of  the  medical  literature  for  40  years,  and 
new  editions  have  been  published  every  five 
years  since  1965.  The  present  edition  retains 
the  traditional  format,  and  readers  will  recog- 
nize many  illustrations  and  graphs  from  previous 
editions.  Some  sections  have  been  condensed  and 
new  sections  have  appeared;  for  example,  Sec- 
tion IV  on  the  Autacoids,  a term  which  is  cur- 
rently being  popularized  to  include  all  of  the 
neurotransmitters  and  regulatory  polypeptides 
which  are  so  widely  dispersed  and  whose  actions 
are  so  prevalent  throughout  the  body  that  the 
term  hormone  is  not  considered  applicable.  There 
is  a new  section  on  toxicology  and  even  a dis- 
cussion of  environmental  pollutants.  The  refer- 
ences in  each  chapter  are  often  followed  by  a 
selection  of  monographs  and  reviews,  a useful 
technique  for  offering  the  reader  who  desires 
further  information  a better  source  of  general 
review  than  is  found  in  the  primary  literature. 
The  references  are  generally  up  to  date  through 
the  middle  to  late  1970s. 

Goodman  and  Gilman  is  almost  more  of  a 
textbook  of  medicine  than  a textbook  of  pharma- 


cology at  the  present  time.  It  retains  its  use- 
fulness to  both  the  academician  and  the  prac- 
ticing physician,  and  it  is  probably  one  of  the 
few  essential  textbooks  for  the  practicing  phy- 
sician. 

William  L.  Jaffee,  M.D. 

tt?  % 

ANNUAL  REVIEW  OF  MEDICINE:  SELECTED  TOP- 
ICS IN  THE  CLINICAL  SCIENCES,  VOLUME  32, 
Edited  by  William  P.  Creger,  C.  H.  Coggins,  and 
E.  W.  Hancock,  Annual  Reviews,  Inc.,  Palo  Alto, 
California,  1981.  624  pp.  Illus.  Price  $20.00. 

For  the  renaissance  internist  who  continues 
to  be  fascinated  by  developments  in  our  under- 
standing of  disease  mechanisms,  even  when  they 
do  not  directly  relate  to  patient  therapy,  the 
Annual  Review  of  Medicine  has  always  been  an 
enjoyable  experience.  The  current  volume  main- 
tains its  high  standards  in  selecting  active  areas 
of  investigation  in  medicine  for  report,  and  de- 
livering an  easily  readable  summary  of  current 
thinking  in  these  areas.  Over  40  essays  are 
presented  in  this  volume,  and  nearly  all  of  them 


Physicians  Needed  By  Social 
Security  Administration  To 
Perform  Disability  Case  Reviews 

The  SSA  seeks  board-eligible  or  board- 
certified  physicians  to  review  claims;  phy- 
sicians to  ultimately  perform  under  con- 
tract at  a fixed  rate  per  hour  (to  be  estab- 
lished); required  efforts  would  approxi- 
mate 8 to  24  hours  per  week  (average). 
Reviews  to  be  performed  at  government 
location  in  West  Philadelphia.  Specialties 
required:  Physiatry,  Orthopedics,  Neur- 

ology. This  announcement  seeks  to  locate 
potentially-interested  individuals.  Submit 
name,  medical  specialty,  and  mailing  ad- 
dress to: 

Dept,  of  Health  & Human  Services,  Region  III 
Attn:  Contracting  Officer,  DAS  Room  1200 
P.O.  Box  13716,  Philadelphia,  Pa.  19101 
or  call  (215)  596-6530. 

Persons  responding  will  be  solicited  for 
potential  contracts.  Proposed  period  of 
contract  performance  December  1982 
through  September  1983. 
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Book  Reviews 


are  well  written  and  informative.  The  nature 
of  this  series  makes  it  difficult  to  use  for  refer- 
ence purposes,  since  the  coverage  of  medical 
topics  is  really  hit  or  miss.  The  book  does  con- 
tain an  index  for  author  and  subject  headings 
for  the  last  five  years,  but  it  really  is  necessary 
for  the  reader  to  read  the  articles  and  then 
either  remember  where  they  came  from  or  tran- 
scribe the  good  articles  to  a filing  system.  In 
any  event,  the  book  is  a pleasure  to  read  and  is 
strongly  recommended. 

William  L.  Jaffee,  M.D. 

OS  as  as 

NIGHT  THOUGHTS:  REFLECTIONS  OF  A SEX 
THERAPIST,  by  Avodah  K.  Offit,  M.D.,  Congdon 
and  Lattes,  Inc.,  New  York,  1981.  Price  $12.95. 

Dr.  Offit,  author  of  The  Sexual  Self,  is  a psy- 
chiatrist and  sex  therapist  in  New  York  City. 
Her  latest  book  is  an  unusual  and  interesting 
discussion  of  26  different  sex  topics.  It  is  not 
a sex  manual,  nor  is  it  a continuous  presentation 


of  case  histories;  rather  it  deals  with  various 
sexual  matters  in  a noncommittal  way,  using 
layman’s  language,  interspersed  with  wit,  in  an 
essay  form.  The  essays  concerning  female  or- 
gasm, adultery,  oral  sex,  impotence,  and  sex  and 
pregnancy  are  particularly  interesting.  For  ex- 
ample, it  was  rather  refreshing  to  read  that  al- 
though sexual  intercourse  during  pregnancy  is 
encouraged,  Dr.  Offit  understands  that  during 
the  third  trimester  it  may  not  only  be  physically 
difficult  to  perform,  but  rather  unappealing  to 
certain  couples. 

There  are  26  essays  included  in  this  book;  all 
of  them  are  easy  to  read,  easy  to  understand,  and 
deal  with  some  rather  sensitive  sexual  topics  in 
a straight  forward  manner.  Because  Dr.  Offit  ex- 
plains why  people  feel  the  way  they  do  about 
certain  sexual  customs  with  common  language, 
I recommend  this  book  to  any  physician  wishing 
to  become  more  familiar  with  human  sexuality, 
and  especially  to  his  patients  who  wish  the  same. 

Raymond  R.  Strocko,  M.D. 


The  Ames  Glucomefer® 
Self-monitoring  blood  sugar 
at  home  was  never  this  easy. 


Now  your  diabetic  patients  can  test  their  own  blood  glucose  any- 
time, anywhere.  Ames  Dextro  System,  with  the  new,  easy-to-use 
Glucometer,  lets  patients  know  the  test  results  immediately.  And  that 
provides  you  with  the  information  you  need  to  know.  Lightweight  and 
portable,  the  Glucometer  analyzes  blood  glucose  values  from  0 to 
399  ml/dl  electronically. 

The  Doctor’s  Bag  is  an  authorized  training  center  for  the  Ames 
Glucometer.  We  will  teach  your  patients  how  to  use  it 
through  a thorough  training  program. 

You  can  depend  on  our  professional  staff  to  accom- 
modate your  patients,  carry  out  your  instructions  and  fill 
your  prescriptions  accurately. 


CERTIFIED 

Ames 
DEXTRO 
System 

elf-testing 
Center 


THE  DOCTOR’S  BAG 


1 908  Kirkwood  Hwy.,  at  Harmony  Rd.,  Newark 
Wheelchair  accessible  • 454-9976 

1 320  Washington  St.,  Wilmington  654-9976 
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In  Brief 


Medical- 
Professional 
Business 
Management 
Seminars  in 
Colorado 


A series  of  medical-professional  business  management  seminars  will  be  held  in 
Snowmass  Village,  Keystone,  and  Vail,  Colorado  throughout  the  winter  season 
1982-1983.  The  five-day  seminars  are  directed  to  the  physician,  lawyer,  medical 
professional,  and  business  owner  /manager.  The  seminars  will  encompass  a com- 
prehensive and  up-to-date  overview  of  current  business  elements  aimed  at  im- 
proving the  professional’s  effectiveness  in  everyday  operations  and  increasing 
productivity  and  profitability.  The  seminars  are  designed  to  conform  with  the 
time  demands  of  other  activities  in  the  area.  Sixteen  seminars  will  be  conducted 
weekly  beginning  in  late  December  and  continuing  through  April.  Participants 
can  qualify  for  up  to  14  hours  of  CME  Class  I credits.  Contact.  Resort  Seminars, 
P.O.  Box  5212,  Snowmass  Village,  Colorado  81615. 


Invasive 
Cardiovascular 
Techniques  for 
the  Technologist 


A three-day  continuing  education  seminar  entitled  INVASIVE  CARDIOVAS- 
CULAR TECHNIQUES  FOR  THE  TECHNOLOGIST  is  being  held  December 
13-15,  1982,  by  the  American  College  of  Cardiology.  The  program  is  designed 
to  provide  the  latest  information  on  therapeutic  techniques  and  equipment  avail- 
able in  the  treatment  of  cardiovascular  disease.  The  seminar  will  be  held  in  the 
College’s  Learning  Center  in  Bethesda,  Maryland.  Registration  fee  for  the  pro- 
gram is  $360.  Participants  will  be  eligible  for  CME  credits.  Contact:  American 
College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814. 


Emergency  Care 
of  the  Critically 
III  Cardiac 
Patient 


The  American  College  of  Cardiology  is  sponsoring  a three-day  instructional 
program  entitled  EMERGENCY  CARE  OF  THE  CRITICALLY  ILL  CARDIAC 
PATIENT  January  10-12,  1983.  The  program  is  a specialized  postgraduate 
experience  for  practitioners  who  manage  cardiac  crises  in  out-of-hospital  and 
emergency  room  settings  and  physicians  with  responsibility  for  the  initial  man- 
agement of  cardiovascular  crises  after  admission  of  patients  to  acute  care  units. 
Registration  fee  for  the  program  is  $360  for  ACC  members  and  $420  for  non- 
members.  The  ACC  has  certified  that  this  continuing  medical  education  pro- 
gram meets  the  criteria  for  20  Category  I credit  hours.  Contact:  The  American 
College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814. 


In  Brief 


The  Role  of 
Ultrasound  in 
Ovarian  Follicular 
Maturation 


The  Greater  Delaware  Valley  Ultrasound  Society  will  sponsor  a lecture  on  THE 
ROLE  OF  ULTRASOUND  IN  OVARIAN  FOLLICULAR  MATURATION  alt 
its  December  14th  meeting.  The  speaker,  William  Ritchie,  M.D.,  is  Chief  of  the 
Section  of  Ultrasound  at  the  Pennsylvania  Hospital  in  Philadelphia.  The  meet- 
ing will  be  held  from  6-8  p.m.  at  the  Thompson  Auditorium,  Thomas  Jefferson 
University  Hospital,  Philadelphia.  The  lecture  is  approved  for  Category  I CME 
credits. 


Cancer  Invasion  CANCER  INVASION  AND  METASTASIS  is  the  topic  of  the  36th  Annual  Sym- 
and  Metastasis  posium  on  Fundamental  Cancer  Research  to  be  held  in  Houston  at  the  Shamrock 
Hilton  Hotel,  March  1-4,  1983.  The  symposium  will  consider  recent  develop- 
ments in  the  biology  of  tumor  metastasis  formation  and  investigate  the  possible 
contributions  of  these  developments  to  cancer  treatment.  Contact:  Office  of 
Conference  Services,  Box  18,  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Avenue,  Houston,  Texas  77030;  (713)  792-2222 


Tutorials  in 
Interventional 
Radiology 
and  DSA 


The  Johns  Hopkins  University  School  of  Medicine,  Department  of  Radiology, 
is  sponsoring  TUTORIALS  IN  INTERVENTIONAL  RADIOLOGY  AND  DSA, 
April  28-30,  1983,  in  Baltimore.  This  course  is  designed  to  give  on-line  demon- 
strations of  techniques  in  biliary  stenting,  embolotherapy,  and  transluminal  angio- 
plasty. AMA  Category  I credits  will  be  available;  application  for  other  ap- 
propriate credits  has  been  submitted.  Registration  fee:  $275  for  physicians; 
$150  for  residents,  nurses,  and  technologists.  Contact:  Carlita  M.  Kearney, 
Program  Coordinator,  Office  of  Continuing  Medical  Education,  720  Rutland 
Avenue,  Room  19  Turner,  Baltimore,  Maryland  21205;  (301)  955-3168. 


J.  D.  Woodruff 
Symposium  on 
Gynecologic 
Oncology 


The  Johns  Hopkins  Medical  Institutions  will  sponsor  the  J.  D.  WOODRUFF 
SYMPOSIUM  ON  GYNECOLOGIC  ONCOLOGY  on  March  24-26,  1983.  The 
program  will  be  held  at  the  Cross  Keys  Inn,  5100  Falls  Road,  Baltimore,  Mary- 
land. The  symposium  is  an  update  on  the  biology  of  cancer  for  the  gynecologist, 
gynecologic  oncologist,  resident  in  obstetrics  and  gynecology,  and  the  radiation 
therapist.  Participants  in  the  program  will  qualify  for  AMA  Category  I credits 
and  ACOG  cognates.  Registration  fee:  $300  ($150  for  residents)  for  the  full 
course;  $90  ($45  for  residents)  for  the  Saturday  Review  only.  Contact:  Susan 
Bavaro,  Office  of  Continuing  Education,  Turner  22,  720  Rutland  Avenue,  Balti- 
more, Maryland  21205,  (301)  955-6046. 
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A NEED  FOR  CHANGE 


I consider  it  a great  honor  and  privilege  to  be 
elected  by  one’s  peers  to  lead  a professional  or- 
ganization. Once  again  I wish  to  thank  all  those 
who  have  given  me  their  vote  of  confidence. 

If  the  Medical  Society  of  Delaware  is  to  re- 
main an  effective  voice  for  our  profession  and  if 
it  is  to  deal  effectively  with  matters  of  health 
that  are  in  the  public  interest,  it  must  consider 
change.  It  not  only  must  expand  its  scope  of 
interests,  but  it  also  must  take  a more  aggressive 
role  in  doing  so. 

It  is  of  utmost  importance  that  we  recognize 
that  we  are  no  longer  an  organization  whose 
membership  is  composed  primarily  of  self-em- 
ployed physicians.  We  now  have  a significant 
number  of  members  who  are  employed  by  gov- 
ernment, hospitals,  and  industry,  and  there  are 
those  who  are  employed  or  will  be  employed  by 
the  new  HMO  of  Delaware.  We  must  make 
certain  that  all  physicians  have  fair  representa- 
tion in  on**  Society,  and  that  their  concerns  are 
addressed.  We  will  miss  a golden  opportunity 
to  strengthen  our  Society  if  we  should  fail  to  do 
this.  Although  restraints  of  law  prevent  the 
Society  from  involving  itself  in  fee-setting  prac- 
tices, those  same  laws  would  not  prevent  the 
Society  from  representing  the  interests  of  those 
members  who  are  not  self-employed. 

We  are  all,  I am  certain,  aware  of  the  changing 
relationship  between  hospitals  and  physicians. 
I believe  that  the  Society  can,  when  requested, 
assume  a useful  role  in  instances  where  there  is 
a dispute  between  a hospital  and  a staff  physi- 
cian. I plan  to  appoint  an  ad  hoc  committee  to 
explore  this  area  of  concern  and  to  make  recom- 
mendations. 

For  several  years  the  Society  has  been  able 
to  meet  its  financial  obligations  without  signifi- 
cant dues  increases.  We  will  soon  be  faced 


with  the  need  to  increase  our  income.  Dues  in- 
creases cannot  any  longer  be  the  sole  instrument 
of  meeting  budgetary  requirements.  We  must 
develop  other  sources  of  revenue.  I plan  to  ac- 
tively pursue  this. 

Many  of  our  older  problems  have  not  gone 
away,  and  we  will  continue  to  devote  a consider- 
able amount  of  staff  time  and  physicians’  time 
on  these  issues.  The  most  pressing  of  these  will 
be  on  the  legislative  front.  We  are  openly  and 
aggressively  being  challenged  by  organizations 
representing  nurses,  nurse  anesthetists,  social 
workers,  physical  therapists,  and  chiropractors. 
The  primary  thrust  of  all  these  groups  is  to  chal- 
lenge the  authority  of  physicians  and  the  leader- 
ship role  that  since  time  immemorial  we  have 
assumed  and  taken  for  granted  and  that  until 
recently  was  never  publicly  questioned.  The 
“Captain  of  the  Ship  Doctrine”  is  no  longer  ac- 
cepted by  them.  It  will  require  an  extraordinary 
effort  by  all  of  us  on  a one-to-one  basis  with  the 
legislators  to  inform  them  and  to  educate  them 
that  these  demands  are  not  all  in  the  public 
interest  and  that  they  should  not  be  legislatively 
legitimized. 

A challenge  is  also  expected  in  the  area  of 
self-regulation.  Sunset  Review  of  the  Board  of 
Medical  Practice  is  due  in  1983.  We  must  re- 
main ever  alert  for  any  attempts  to  create  a 
Super  Board  and  must  aggressively  resist  this. 

Another  problem  is  the  developing  surplus  of 
physicians  in  Delaware.  This  is  not  in  the  best 
interests  of  the  public,  employers,  or  physicians. 
A surplus  of  physicians  will  not  reduce  health 
care  costs.  In  fact,  it  will  increase  them.  Al- 
though we  are  powerless  to  change  the  situation 
ourselves,  we  should  conduct  a study  to  deter- 
mine the  extent  of  the  problem.  With  this  in- 
formation, the  Society  can  better  advise  physi- 
cians interested  in  locating  in  Delaware.  It  can 
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also  have  input  into  national  organizations  deal- 
ing with  this  problem. 

Malpractice  insurance  availability  and  afford- 
ability is  again  a potential  disaster  for  us  all. 
We  are  fortunate  that  we  have  been  able  to 
negotiate  with  PHICO  for  guaranteed  avail- 
ability for  the  next  five  years.  Whether  or  not 
this  insurance  will  be  available  to  every  prac- 
ticing physician  who  is  a Society  member  after 
the  initial  year  will  depend  on  how  well  we 
perform.  We  cannot  any  longer  afford  the  lux- 
ury of  supporting  and  subsidizing  some  of  our 
colleagues  who  insist  on  functioning  at  a level 
that  attracts  malpractice  claims.  For  this  reason, 
I will  ask  the  Medical  Liability  Insurance  Com- 
mittee to  begin  developing  the  groundwork  for 
a Joint  Underwriting  Association. 

Finally,  I am  very  concerned  about  our  image. 
As  a Society  of  physicians  interested  in  the  wel- 
fare of  our  patients,  we  cannot  remain  isolated 
from  and  insensitive  to  the  economic  plight  of 
many  of  them.  We  cannot  afford  to  foster  and 
reinforce  the  public  perception  that  as  a profes- 


sion we  are  only  interested  in  our  own  economic 
welfare.  Over  the  course  of  the  next  few  months, 
we  must  be  restrained  in  what  fee  increases  we 
make  and,  where  necessary,  not  be  reluctant  to 
return  to  our  tradition  of  giving  charitable  care. 

In  conclusion,  I would  like  to  quote  from  the 
remarks  of  Dr.  Joseph  W.  Bastian,  which  he 
made  before  the  House  of  Delegates  62  years 
ago,  because  his  remarks  are  appropriate  today: 
“I  do  not  think  there  was  ever  a time  that  it  was 
more  important  to  have  solid  organization  of 
physicians  than  right  now  from  the  fact  that  it 
seems  to  be  the  trend  of  the  different  organiza- 
tions and  different  representatives  to  try  to  handi- 
cap us  in  every  possible  way;  that  we  should  be 
united  and  work  as  a body,  forget  our  personal 
interests  and  work  for  the  good  of  all  and  achieve 
success  in  that  way.” 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 

Central  Auditory  Processing  Evaluations 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 
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NEW  TESTS  FOR 

VIRAL  HEPATITIS 

(type -A,  type-B,  non-A,  non-B) 


Today,  a ciinical  laboratory  can't  afford  not  to  keep  up  with  advances 
in  diagnostic  technology,  as  important  changes  take  place  every  day. 


Recent  advances  in  the  morphology  and  immunology  of  hepatitis  vi- 
ruses, for  instance,  convinced  us  to  introduce  a new  hepatitis  profile. 
The  improved  sensitivity  of  the  new  tests  enable  Professional  Clinical 
Laboratories  to  diagnose  viral  hepatitis  with  better  accuracy  than 
previously  possible. 

It  is  known  that  viral  hepatitis  is  caused  by  at  least  three  different 
types  of  viruses.  The  symptoms  associated  with  the  types,  however, 
are  so  often  alike  that  serological  diagnostic  tests  are  required  to 
make  a definitive  diagnosis.  The  unique  antibodies  and  antigens  pro- 
duced by  both  type-A  and  type-B  hepatitis,  during  the  course  of  infec- 
tion, do  follow  distinct  and  individual  serological  patterns.  And,  by 
detecting  their  presence  or  absence,  it  is  possible  to  diagnose  the  type 
of  hepatitis,  as  well  as  determine  the  degree  of  infectivity  and  prob- 
able prognosis. 

We  would  be  pleased  to  provide  you  with  monographs  prepared 
by  Abbott  Laboratories,  Diagnostics  Division,  on  hepatitis  A and  B; 
hepatitis  non-A,  non-B;  and,  differential  diagnosis.  All  three  meet 
CME  criteria  for  3 hours  Category  1 credit  and  will  give  you  a better 
understanding  of  our  new  testing  procedure. 

Give  us  a call  for  more  information.  Toll  free:  In  Delaware, 
1-800-292-7813;  or  from  NJ,  MD,  PA  and  DC,  1-800-441-7021. 


Delaware's  Only 
Full-Service, 
Independent, 
Clinical  Laboratory 


Professional 


Clinical  Laboratories 


1701  Shallcross  Avenue,  Wilmington,  DE  19806  (302)575-0570 


We  moke  office 


An  experienced  team  of  physician  representatives  is 
available  and  eager  to  visit  you  with  answers  to  your 
questions  on  Blue  Cross  and  Blue  Shield  coverage. 

Whether  it’s  information  on  new  benefit  programs,  a billing 
problem  or  helping  to  train  billing  personnel  on  Blue  Cross 
and  Blue  Shield  procedures,  the  representatives  can  help. 

To  get  quick  answers  to  your  questions,  or  to  set  up  a visit 
with  your  physician  representative,  call  our  Wilmington 
office  at  421-3249;  or  call  our  TOLL-FREE  number: 

1-600-292-9525 

We’re  ready  to  help. 

■I  fed  Blue  Cross 
MgjN  Blue  Shield 


201  West  14th  Street,  Wilmington,  Delaware  19899 
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TRISOMY  18  (EDWARDS  SYNDROME) 
IN  DELAWARE* 


Lilia  M.  Morallo,  M.D. 
Herman  Rosenblum,  M.D. 
Katherine  L.  Esterly,  M.D. 
William  D.  Johnson,  M.D. 

J.  Jordan  Storlazzi,  M.D. 
Antonio  C.  Narvaez,  M.D. 
Digamber  S.  Borgaonkar,  Ph.D. 


The  clinical  features  of  trisomy  18  (Edwards 
Syndrome)  have  been  known  since  1960  when 
Edwards,  Harnden,  Cameron,  et  al,  first  de- 
scribed them  in  the  early  days  of  human  clinical 
cytogenetics  in  a letter  to  the  editor  of  Lancet.1 
The  worldwide  Registry  of  Abnormal  Karyotypes 
includes  1,177  cases  (up  to  1981),  although  many 

*This  paper  is  dedicated  to  the  memory  of  Herman  Rosenblum, 
M.D. 


Dr.  Morallo  is  a former  resident  in  the  Department  of  Pedi- 
atrics at  The  Wilmington  Medical  Center,  recipient  of  an  award 
from  the  Department  of  Pediatrics,  WMC,  for  scientific  research 
paper  publication. 

Dr.  Rosenblum  is  Director  Emeritus  of  the  Department  of 
Pediatrics  at  The  Wilmington  Medical  Center,  and  Clinical  Pro- 
fessor of  Pediatrics  at  Thomas  Jefferson  Medical  College.  (De- 
ceased September  28,  1982) 

Dr.  Esterly  is  a Senior  Attending  pediatrician  and  Director  of 
the  Nursery  at  The  Wilmington  Medical  Center,  and  Clinical  As- 
sociate Professor  of  Pediatrics  at  Thomas  Jefferson  Medical  College. 

Dr.  Johnson  is  a Senior  Attending  in  Obstetrics  and  Gynecology 
at  The  Wilmington  Medical  Center  and  St.  Francis  Hospital,  and 
Assistant  Professor  in  Obstetrics  and  Gynecology  at  Thomas  Jeff- 
erson Medical  College. 

Dr.  Storlazzi  is  a Senior  Attending  pediatrician  at  The  Wilming- 
ton Medical  Center  and  Clinical  Professor  of  Pediatrics  at  Thomas 
Jefferson  Medical  College. 

Dr.  Narvaez  is  an  Associate  Attending  in  the  Department  of 
Pediatrics  at  The  Wilmington  Medical  Center. 

Dr.  Borgaonkar  is  Director  of  the  Cytogenetics  Laboratory  at 
The  Wilmington  Medical  Center,  Research  Professor  at  Thomas 
Jefferson  University,  Adjunct  Professor  at  the  University  of  Del- 
aware, and  holds  the  Dr.  Margaret  I.  Handy  Chair  in  Human 
Genetics  at  The  Wilmington  Medical  Center. 
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more  have  probably  gone  unreported.2  Several 
reports  have  provided  information  on  various 
aspects  of  this  condition  such  as  its  incidence, 
parental  ages,  frequent  dysmorphic  features,  na- 
tural history,  management,  and  prognosis.3  Most 
cases  of  Edwards  Syndrome  are  due  to  trisomy 
of  chromosome  18,  ie,  47, XX  or  XY,  -(-18.  A few 
exceptions  of  Edwards  Syndrome  are  due  to  iso- 
chromosome formation  of  the  long  arm  resulting 
in  trisomy  of  18q.4>5  The  incidence  of  trisomy  18 
is  estimated  to  be  anywhere  from  1/3,500  to 
1/7,000  live  births. 

We  present  four  recent  cases  of  this  syndrome 
diagnosed  at  the  Cytogenetics  Laboratory  of  The 
Wilmington  Medical  Center  during  18  months 
(July  1,  1980-December  31,  1981).  There  were 
14,446  live  births  in  Delaware  during  this  time 
period. 

Patient  No.  1:  A term  male  infant  born  to 
a 25-year-old  gravida  5,  para  4 mother  at  an- 
other hospital  was  transferred  to  The  Wilming- 
ton Medical  Center  (WMC)  Infant  Intensive 
Care  Unit  because  of  respiratory  distress  and 
multiple  anomalies.  The  delivery  had  been  un- 
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complicated  except  for  polyhydramnios.  The 
baby  weighed  3,034  grams  and  had  an  Apgar 
score  of  six  and  eight  at  one  and  five  minutes, 
respectively.  On  admission  to  the  WMC,  he 
had  a weak  cry,  a pink  color  (but  dusky  with 
crying),  and  hypotonia.  Physical  examination 
revealed  a webbed  neck,  prominent  occiput, 
high  arched  palate,  micrognathia,  low-set  ears 
(Figure  1),  a systolic  Grade  II/VI  heart  mur- 
mur, mild  hypospadias,  mild  rocker-bottom 
feet,  second  fingers  overlapping  the  third,  and 
fifth  finger  overlapping  the  fourth  bilaterally 
(Figure  2),  as  well  as  a wider  than  normal 
distance  between  the  big  and  second  toes  of 
both  feet.  The  baby  expired  after  nine  days 
because  of  congenital  malformation.  Permis- 
sion for  autopsy  was  denied.  Karyotype  was 
47,XY,+18. 

The  mother  had  a subsequent  pregnancy, 
her  sixth,  in  which  she  decided  not  to  have 
amniocentesis.  (One  of  the  generally  ac- 
cepted criteria  for  performing  amniocentesis 
is  a prior  offspring  with  a chromosomal  ab- 
normality. ) She  has  since  delivered  a normal, 
healthy,  nine  pound,  11  ounce  male  infant. 

Patient  No.  2:  A male  infant,  product  of  29 
weeks  gestation,  was  born  to  a 32-year-old 
gravida  2,  para  0 mother.  He  had  an  Apgar 
score  of  one  at  one  minute  and  one  at  five 
minutes,  and  a birth  weight  of  794  grams. 
Delivered  at  another  hospital,  he  was  trans- 
ferred to  the  WMC  Infant  Intensive  Care  Unit 
because  of  prematurity.  On  physical  exami- 
nation he  presented  with  hypotelorism,  low- 
set  ears,  omphalocele,  rocker-bottom  feet,  and 
overlapping  of  the  fifth  fingers.  He  died  two 
hours  after  birth.  The  mother’s  first  pregnancy 
had  ended  in  an  abortus  at  10-11  weeks  gesta- 
tion and  the  fetus  was  reported  to  have  had 
multiple  congenital  anomalies.  It  is  not  known 
whether  the  fact  that  the  mother  had  herpes 
type  2 at  the  time  of  delivery  of  her  first  preg- 
nancy had  any  bearing  on  the  anomalies  or 
was  just  an  associated  finding. 

An  autopsy  reported  additional  findings  of 
myelomeningocele  of  the  spine,  intraventricu- 
lar hemorrhage,  and  encephalomalacia.  Karyo- 
type was  47,XY,-f-18. 


Patient  No.  3:  A 40-year-old  mother  was 
referred  for  prenatal  diagnosis  because  of  ad- 
vanced maternal  age.  She  had  had  two  normal 
sons  at  ages  24  and  25  by  a previous  marriage. 
The  first  pregnancy  of  her  present  marriage  to 
a 41-year-old  man  resulted  in  a normal  male, 
the  proband  being  her  second  pregnancy. 
Amniocentesis  was  performed  at  15  weeks. 
After  counseling  on  the  chromosomal  status  of 
the  fetus  which  was  47,XX,-|-18,  the  pregnancy 
was  terminated  at  21  weeks  per  parental 
wishes.  Gross  examination  confirmed  the  diag- 
nosis of  trisomy  18. 

Patient  No.  4:  A black  female  infant  was 
born  to  a 32-year-old,  gravida  5,  para  3 mother 
at  29  weeks  gestational  age.  Delivery  was  by 
emergency  cesarean  seotion  following  mater- 
nal cerebrovascular  accident  and  brain  death. 
Her  weight  at  birth  was  680  grams;  her  Apgar 
score  was  two  at  one  minute  and  six  at  five 
minutes.  Intubated  immediately  after  birth, 
she  was  maintained  on  a respirator  until  her 
death  2 V2  months  later.  She  showed  slightly 
low-set,  malformed  ears,  flexion  deformity  of 
one  finger,  and  mild  rocker-bottom  feet  (Fig- 
ure 3).  During  her  hospital  course  she  de- 
veloped a heart  murmur  thought  secondary  to 
a patent  ductus.  An  intraventricular  hemor- 
rhage was  diagnosed  by  ultrasonography.  Prior 
to  her  death,  she  manifested  renal  complica- 
tions with  anuria.  Karyotyping  revealed 
47, XX, +18  (Figure  4). 

Discussion 

The  precise  diagnosis  of  trisomy  18  as  the 
basic  defect  in  patients  No.  1 and  2 helped  in 
their  subsequent  clinical  management.  We  were 
aided  in  the  counseling  of  the  parents  during  this 
critical  period  after  the  births  by  general  guide- 
lines which  are  well  documented  in  the  litera- 
ture.67 The  decision  to  terminate  the  pregnancy 
in  patient  No.  3 was  made  by  the  parents  after 
being  told  of  the  trisomy  18  state  of  their  fetus. 

In  patient  No.  4 the  significance  of  the  phy- 
sical appearance  of  the  infant  was  confused  by 
prematurity  so  that  karyotyping  was  not  done 
until  several  days  after  birth.  Coincidentally, 
it  was  at  about  the  same  time  that  a report  ap- 
peared in  the  literature  of  a case  of  trisomy  18 
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with  minimal  or  no  stigmata  of  Edwards  Syn- 
drome which  was  diagnosed  because  of  a pro- 
tocol practice  to  do  karyotyping  on  all  stillborns 
in  that  institution.8 

Based  on  these  experiences,  it  is  our  recom- 
mendation that  patients  with  unexplained  mul- 
tiple congenital  anomalies  should  be  karyotyped 
for  elucidation  of  their  chromosomal  status.9 
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A LAYMAN  LOOKS  AT  THE  WHITE  COATS 


“ The  future  of  American  medical  education  is,  like  all  other  higher  developments, 
simply  in  the  hands  of  the  only  aristocracy  we  strive  for  — the  aristocracy  of  an 
enlightened  public  opinion” 

—Fielding  H.  Garrison 
Introduction  to  the  History  of  Medicine 
(2nd  ed.)  Ch.  12 


A.  Kenneth  Pye,  J.D. 


I don’t  think  I’m  an  unsympathetic  observer 
of  the  medical  scene.  I readily  concede  that  most 
physicians  work  harder  and  are  brighter  than 
most  other  persons  in  our  society,  including  many 
academics  and  members  of  the  other  learned 
professions,  and  I am  certain  that  they  are  no 
less  dedicated  to  the  common  good.  To  quote 
Montaigne  without  subscribing  to  all  of  his  views 
on  the  subject:  “On  the  whole  I honour  the  phy- 
sicians; not  in  accordance  with  the  precept  be- 
cause they  are  necessary  . . . but  for  love  of 
themselves,  having  met  many  honest  and  likeable 
men  among  them.  . .” 

Hence,  my  remarks  should  not  be  considered 
those  of  a hostile  critic  but  as  reflections  of  con- 
cerns of  a friend  who  thinks  that  the  future  is 
likely  to  be  considerably  different  than  our  most 
recent  past  and  is  worried  that  the  professions, 
and  particularly  medicine,  may  not  appreciate 
the  accelerated  pace  of  change  soon  enough  to 
accommodate  themselves  as  well  as  might  other- 
wise be  possible. 

Mr.  Pye  is  Chancellor  of  Duke  University,  North  Carolina. 


All  professions  have  a privileged  status  in 
American  society,  and  the  profession  of  medicine 
is  more  privileged  than  most.  Special  privileges 
are  always  vulnerable  in  a democratic  society, 
but  never  more  so  than  when  the  people  become 
dissatisfied  with  a condition  which  they  asso- 
ciate, rightly  or  wrongly,  with  those  to  whom 
special  privileges  have  been  granted.  It  may  be 
of  little  consequence  that  the  natural  connection 
between  the  public  concerns  and  the  privilege  of 
the  profession  is  tenuous.  Discontent  with  the 
conditions  can  trigger  change  in  the  name  of 
reform  that  is  far  more  sweeping  than  that  re- 
quired to  meet  the  professed  need. 

My  thesis  is  that  there  is  a real  danger  that 
the  major  changes  likely  to  be  imposed  upon  the 
medical  profession  will  reflect  serious  public 
misconceptions  about  medicine  and  resentment 
over  the  special  status  enjoyed  by  physicians. 
The  best  way  to  avoid  the  risk  of  overkill  is  for 
the  profession  to  ( 1 ) educate  the  public  in  the 
areas  in  which  it  suffers  from  significant  mis- 
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conceptions;  (2)  put  its  own  house  in  order 
where  there  are  justifiable  reasons  for  public 
disquiet;  and  (3)  use  its  influence  to  guide  na- 
tional health  policy  away  from  government  con- 
trol even  if  the  result  should  be  a more  com- 
petitive system  resulting  in  some  pecuniary  loss. 

It  seems  to  me  that  the  dominant  passion  of 
our  century  is  the  movement  toward  equality. 
Arguably,  the  trend  toward  equality  has  been 
going  on  at  least  since  the  French  Revolution. 
But  certainly  the  dynamics  of  the  movement 
have  changed  in  kind  rather  than  degree  during 
our  lifetime.  The  movement  toward  political 
equality,  racial  equality,  sexual  equality  and 
economic  equality  is  known  to  all  of  us.  The 
whole  notion  of  affirmative  action  that  has  been 
so  much  a part  of  our  lives  during  the  last  decade 
can  best  be  understood  as  a change  from  a de- 
sire for  equality  of  opportunity  to  a desire  for 
equality  of  result.  Opportunity  is  no  longer 
enough.  The  bottom  line  is  equality  in  sharing 
the  bounty  of  the  good  life.  The  egalitarian  move- 
ment is  not  peculiar  to  our  country  nor  confined 
to  the  domestic  arena  in  any  nation.  During  the 
remainder  of  this  century,  no  force  will  be  more 
significant  in  world  affairs  than  the  North-South 
debate,  the  strivings  of  the  peoples  of  the  south- 
ern hemisphere  to  share  equally  in  material  pros- 
perity, health  and  long  life  with  those  of  us  who 
are  fortunate  enough  to  have  been  born  white  in 
the  northern  half  of  the  globe.  No  profession 
can  flourish  except  within  the  context  of  the  so- 
ciety of  which  it  is  a part.  The  egalitarian 
movement,  like  other  major  movements  within 
that  society,  inevitably  will  have  a profound  im- 
pact on  the  nature  of  the  professions. 

In  the  university  we  teach  that  a profession 
is  characterized  by  an  ideal  of  service,  common 
standards  and  responsibility  to  a wider  com- 
munity. But  in  the  real  world  after  graduation, 
while  we  continue  to  define  a profession  in  terms 
of  its  dedication  to  the  public  good,  we  soon 
adopt  an  elitist  approach  that  recognizes  the 
profession’s  right  to  determine  what  best  serves 
the  public  good,  and  justifies  its  insistence  upon 
self-regulation  and  freedom  from  external  con- 
trol, as  a sine  qua  non  for  the  assurance  of  quality 
which  is  essential  for  that  public  good.  In  every 
democratic  society  we  must  deal  with  what  Jay 


Gold  has  described  as  the  reconciliation  of  the 
professional  principle  which  holds  that  decisions 
should  be  made  by  those  who  have  significant 
knowledge  about  the  subject,  and  the  democratic 
principle  which  holds  that  decisions  should  be 
made  by  those  whose  interests  will  be  affected 
significantly  by  the  outcome.  In  an  egalitarian 
age,  the  inherent  tension  between  these  two 
principles  tends  to  tilt  in  favor  of  power  of  the 
people  and  away  from  self-determination  by 
those  who  claim  specialized  expertise  by  virtue 
of  education  and  training  and  see  no  conflict 
of  interest  in  actions  that  benefit  both  themselves 
and  the  public. 

Who  makes  the  decision  of  what  is  in  the  pub- 
lic interest  and  what  measures  best  serve  it  has 
significant  impact  upon  the  nature  of  a profes- 
sion. Under  some  circumstances  a profession 
may  be  delegated  broad  authority  by  the  public, 
a virtual  monopoly  of  determining  the  kind  of 
services  it  will  provide  and  the  price  it  will  charge 
for  its  services,  relatively  free  from  real,  as  distin- 
guished from  theoretical,  control  over  how  it 
manages  its  affairs.  In  general,  the  learned  pro- 
fessions have  possessed  this  kind  of  power  in 
America  through  most  of  this  century,  although 
the  fact  was  not  clearly  understood  by  all.  Such 
professional  prerogatives  can  continue  to  exist, 
however,  only  when  the  public  is  reasonably 
happy  with  its  access  to  services,  the  quality 
of  the  services,  and  the  price  of  the  services,  and 
when  it  is  generally  unaware  of  alternatives  that 
might  produce  the  same  or  better  results  through 
the  use  of  alternative,  less  costly  means. 

When  a profession  becomes  dependent  upon 
the  public  trough  for  its  economic  vitality,  it 
must  realistically  face  the  additional  require- 
ment of  achieving  political  results  justifying  its 
public  subsidy.  If  a politician  obtains  more  pub- 
lic approval  for  a vote  to  cut  taxes  than  for 
maintaining  Medicaid,  then  medical  service  to 
indigents  is  likely  to  be  in  trouble.  In  an  era 
when  egalitarianism  is  an  important  goal  of  a 
society,  it  is  particularly  difficult  to  persuade 
the  public  and  politicians  of  the  wisdom  of  self- 
determination  by  a profession  on  matters  such 
as  access,  quality,  price,  and  the  exclusion  of 
other  providers  when  the  profession  is  getting 
richer  and  the  public  is  getting  poorer.  In  such 
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circumstances  there  is  a tendency  for  the  public 
to  withdraw  its  delegation  of  the  power  of  pro- 
fessional self-regulation  and  for  government  to 
impose  its  own  requirements  to  achieve  what 
the  public,  or  the  politicians,  think  are  the  right 
answers  to  hard  questions. 

If  I’m  right  in  these  very  broad  generaliza- 
tions, the  issue  becomes  whether  the  public  is 
happy  with  access,  quality,  price  of  medical  ser- 
vices, and  whether  it  is  content  to  have  them 
dispensed  in  the  present  manner.  The  polls  still 
show  a high  level  of  satisfaction  with  health  ser- 
vices, but  I strongly  suspect  that  during  the 
coming  years  more  people  will  become  unhappy 
for  myriad  reasons  and  that  the  sum  total  of 
these  disenchantments  suggests  a rocky  road  for 
physicians  in  the  future. 

What  is  likely  to  be  the  source  of  popular 
dissatisfaction?  Human  life  has  been  extended. 
Diseases  that  have  been  the  scourge  of  mankind 
have  been  eradicated.  New  technologies  and 
new  drugs  permit  the  treatment  of  pain  and  ill- 
ness more  successfully  than  at  any  time  in  his- 
tory. Inequalities  in  the  availability  of  health 
care  for  the  poor  and  aged  have  been  markedly 
reduced.  There  are  more  doctors  and  hospitals 
than  ever.  Why  isn’t  the  public  happy? 

I think  we  can  start  with  pure  avarice.  There 
are  churlish  members  of  our  society  who  simply 
object  that  doctors  drive  bigger  cars  and  send 
their  kids  to  better  schools.  Such  emotions  are 
sometimes  fueled  by  observation  of  the  manner 
in  which  physicians  deal  with  others  outside  the 
profession.  Dean  Acheson  once  described  law- 
yers as  functioning  with  a realization  of  their 
“effortless  superiority.”  It  is  exactly  that  attitude 
which  is  the  source  of  much  public  bitterness 
about  lawyers  and  doctors.  Few  critics  of  the 
genre  stop  to  consider  that  many  physicians  are 
in  their  offices  while  they  are  reading  a news- 
paper over  coffee,  and  some  physicians  are  still 
at  work  when  the  critic  is  sipping  a martini 
before  dinner.  Jealousy  may  be  at  the  bottom 
of  these  criticisms  but  unjustified  perceptions 
may  be  as  important  as  reality  in  the  shaping 
of  public  attitudes. 

Others  may  be  swayed  less  by  emotional  re- 
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sentment  but  nevertheless  end  up  with  a similar 
bottom  line.  They  question  why  the  compen- 
sation of  physicians  is  so  much  greater  in  Amer- 
ica than  in  many  other  countries  in  which  phy- 
sicians are  well  trained  and  presumably  equally 
dedicated.  These  critics  would  concede  that 
time  spent  in  school  by  a doctor  is  much  longer 
and  the  costs  are  greater,  but  would  speedily 
point  out  that  the  difference  in  years  and  in 
dollars  spent  is  not  sufficient  to  explain  the  ex- 
tent of  the  disparity.  In  particular,  some  critics 
wonder  why  the  law  of  supply  and  demand  does 
not  seem  to  apply  to  physicians.  When  the  num- 
ber of  doctors  increases,  so  seemingly  do  the 
rates  charged  for  professional  services.  The 
answer,  in  the  minds  of  some  critics,  is  that 
prices  do  not  decline  as  supply  increases  because 
physicians  have  a monopoly  and  use  monopo- 
listic practices  to  keep  prices  high  despite  new 
physicians  added  to  the  community.  The  more 
pervasive  explanation  is  the  prevalence  of  insur- 
ance which  insulates  the  consumer  from  direct 
cost  and  invites  an  expanded  definition  of  medi- 
cal necessity. 

Critics  also  argue  that  physicians  are  subsi- 
dized to  a greater  degree  and  in  greater  amounts 
than  most  others  in  our  society,  yet  are  permitted 
independence  from  public  accountability  to  a 
much  greater  degree  than  most.  These  critics 
point  out  that  the  cost  of  medical  education  is 
much  higher  than  most  or  all  programs  of  pro- 
fessional education,  yet  tuition  charges  are  only 
marginally  above  those  for  other  disciplines,  if 
higher  at  all.  The  relatively  low  tuition,  when 
compared  to  the  high  level  of  educational  costs, 
reflects  a clear  subsidy,  reaching  its  peak  in  the 
state  universities  where  tuition  is  only  a small 
fraction  of  the  actual  cost  of  educating  a doctor. 
Thus,  people  who  are  being  educated  for  an 
extremely  lucrative  profession  not  only  do  not 
pay  the  real  costs  of  that  education  but  are  also 
not  required  to  incur  any  greater  loans  than 
those  who  are  being  educated  for  service  pro- 
fessions in  which  remuneration  after  graduation 
is  likely  to  be  much  lower,  such  as  nursing  and 
public  school  teaching.  The  educational  subsidy 
continues  when  there  is  a surplus  of  doctors  as 
well  as  when  there  is  a shortage. 

Subsidization  continues  in  practice,  according 
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to  critics,  because  the  capital  expenses  of  a phy- 
sician are  relatively  low.  They  are  low  not 
because  modern  medicine  is  not  a capital  inten- 
sive venture  but  because  capital  costs  for  prac- 
ticing the  profession  — such  as  hospitals  and  the 
technology  found  therein  — are  paid  for  either 
by  the  public  or  a non-profit  institution,  and  the 
patient  is  charged  directly  for  the  use  of  capital 
assets,  with  the  physician  paying  little  or  nothing 
for  the  use  of  the  operating  room  or  a CAT  scan- 
ner which  he  requires  for  the  practice  of  his 
special  skills.  Indeed,  part  of  the  high  costs  of 
hospital  operations  may  be  attributable  to  an 
understandable  tendency  to  sacrifice  efficiency 
for  the  convenience  of  physicans  who  practice  in 
them. 

Not  only  is  there  a subsidization  of  expenses 
but  there  is  also  subsidization  of  income  reflected 
in  public  programs  of  Medicare  and  Medicaid 
where  there  are  direct  public  payments  to  mem- 
bers of  a profession  who  are  entrusted  with  the 
primary  determination  of  what  services  the  pa- 
tient needs  and  how  much  to  charge  for  these 
services.  Less  obvious  but  equally  real  is  the 
indirect  subsidization  that  results  from  the  tax 
laws’  exclusion  from  the  taxable  income  of  an 
employee  of  contributions  paid  for  his  medioal 
insurance  by  his  employer.  We  sometimes  for- 
get that  this  feature  of  the  tax  laws  will  reduce 
federal  revenues  by  approximately  $21  billion 
next  year  while  ensuring  a broad  demand  for 
physicians’  services. 

A third  form  of  subsidization  is  reflected  in 
the  income  tax  deduction  made  available  to  a 
taxpayer  when  his  medical  expenses  exceed  a 
small  fraction  of  his  adjusted  gross  income.  The 
use  of  the  services  of  a marriage  counselor,  a 
lawyer,  an  accountant  or  a plumber  does  not 
entitle  the  taxpayer  to  a deduction.  The  same 
amount  paid  to  a psychiatrist  does.  In  addition 
to  concern  about  the  monopoly  practices  of  the 
profession  and  the  levels  of  its  direct  and  indirect 
subsidization,  some  critics  are  also  concerned 
with  advantages  under  the  tax  laws  which  phy- 
sicians share  with  other  professions  but  which 
are  unavailable  to  the  average  citizen:  the  ability 
to  significantly  reduce  taxes  by  making  provision 
for  a wide  range  of  fringe  benefits  which  are  not 
taxable,  such  as  dental  insurance;  the  business 


deduction  cost  of  journeys  to  spas  for  continu- 
ing education;  a wide  variety  of  tax  shelters; 
and,  in  the  case  of  academic  physicians,  the  pay- 
ment by  a university  of  tuition  benefits  for  their 
children. 

There  will  be  some,  of  course,  who  will  reject 
these  criticisms  out  of  hand;  others  who  may 
concede  some  validity  to  at  least  some  of  them 
but  point  out  that  these  conditions  have  existed 
for  some  time  and  ask  why  they  should  cause 
any  special  consternation  today  when  the  pro- 
fession has  long  enjoyed  such  special  status.  I 
think  there  are  several  answers  to  this  reasonable 
question,  and  I will  discuss  a few:  the  accelera- 
tion of  health  costs;  a change  in  governmental 
attitude  toward  the  absorption  of  continually  in- 
creasing costs;  renewed  academic  concern  about 
the  directions  of  our  national  health  policy;  and 
a failure  of  the  profession  to  deal  with  some 
popular  misconceptions  about  it. 

Everyone  is  aware  that  health  costs  have  been 
increasing,  but  even  those  of  us  who  follow  the 
subject  closely  are  staggered  by  the  dimensions 
of  the  problem.  Expenditures  for  health  in 
America  rose  350%  between  1965  and  1978. 
Health  expenditures  increased  from  5.3%  of  the 
gross  national  product  in  1960  to  9.4%  in  1980, 
and  in  the  present  decade  we  may  be  facing 
double  digit  increases  as  health  costs  continue 
to  increase  swiftly  and  the  GNP  increases  at 
a lower  rate  than  in  the  late  1960s  and  early 
1970s.  Private  spending  for  health  care  by  pa- 
tients themselves  and  by  private  insurance  com- 
panies has  been  growing  at  an  even  faster  rate 
than  public  spending.  Hospital  expenditures 
are  obviously  the  largest  segment  of  the  health 
industry  but  the  second  largest  category  of 
health  expenditures  is  physician  services,  and 
these  outlays  have  quadrupled  from  1965  to 
1978,  increasing  at  an  average  annual  rate  of 
11.6%.  From  1978,  payments  for  physician  ser- 
vices exceeded  $35  billion;  it  has  been  estimated 
that  they  grew  to  $45  billion  last  year. 

Cost  increases  of  this  magnitude  would  pose 
a problem  if  isolated  from  what  else  is  going  on 
in  American  society.  They  cause  a particularly 
difficult  situation  when  there  is  retrenchment 
everywhere  else  and  medical  expenses  seem  to 
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be  unchecked.  It  even  seems  likely  that  the  prob- 
lem will  be  only  slightly  affected  by  a recession 
because  demand  for  medical  services  is  virtually 
assured  by  insurance.  The  failure  of  regulatory 
attempts  at  cost  containment,  such  as  the  efforts 
to  limit  capital  expenditures  of  hospitals  through 
hospital  certificates  of  need,  the  efforts  to  cur- 
tail hospital  costs  through  rate  or  revenue  con- 
trols, and  the  effort  to  limit  unnecessary  pro- 
cedures through  PSROs,  in  fact  may  contribute 
to  a public  attitude  that  something  drastic  must 
be  done  with  the  “fat  cats”  in  the  health  industry. 
Certainly,  the  problem  is  not  helped  by  the  medi- 
cal profession’s  loud  and  persistent  protestations 
of  belief  in  the  free  enterprise  system  and  its 
opposition  to  “handouts”  while  opposing  any 
cuts  in  programs  that  benefit  it.  Few  place 
credence  in  assertions  that  “voluntary  cost  con- 
tainment” and  medical  school  courses  on  how  to 
cut  costs  are  realistic  solutions  to  our  problems. 

Unquestionably,  the  public  concern  will  be 
accelerated  if  middle-class  citizens  are  required 
to  pay  more  of  their  own  health  costs  directly, 
and  if  they  perceive  the  degree  to  which  they  are 
already  paying  more  than  the  real  cost  of  the 
services  provided  them  through  low  visibility 
transfers.  When  a hospital  or  a physician  pro- 
vides services  to  an  indigent  and  does  not  receive 
reimbursement,  the  costs  incurred  are  frequently 
transferred  to  a paying  patient.  Thus  far,  few 
paying  patients  realize  that  they  are  paying  for 
their  own  services  plus  some  share  of  services 
rendered  to  others.  If  third  party  insurance,  the 
predominant  method  of  payment  of  private 
costs,  is  altered  to  required  co-payment  or  higher 
deductibles,  or  if  the  tax  policy  of  the  govern- 
ment is  changed  so  that  income  tax  is  paid  on 
health  benefits  supplied  by  employers  in  the 
same  way  as  it  is  paid  on  ordinary  income,  or  if 
the  medical  tax  deduction  is  significantly  limited, 
it  is  reasonable  to  assume  that  many  middle-class 
citizens  will  display  much  greater  concern  about 
health  costs  than  they  have  done  in  the  past. 
Efforts  to  reduce  those  costs  may  not  be  aimed 
directly  at  physicians,  but  the  incidental  impact 
on  them  may  be  considerable. 

The  second  major  factor  suggesting  the  need 
for  concern  with  public  dissatisfaction  is  the 
attitude  of  the  government,  which  is  paying  a 


little  over  40%  of  the  bills  for  medical  services. 
It  seems  clear  that  the  government  wants  to  pay 
less  and  that  it  is  seriously  considering  new 
ways  to  reduce  costs.  A significant  number  of 
thoughtful  people  in  government  believe  that 
our  present  system  embodies  serious  weaknesses 
that  are  contributing  to  the  high  costs  and  pro- 
viding disincentives  for  cost  saving.  What  the 
government  is  likely  to  do  is,  of  course,  any- 
body’s guess.  But  it  may  well  proceed  in  sev- 
eral directions  that  could  have  significant  impact 
on  the  medical  profession.  The  first  is  to  re- 
move what  it  regards  as  unwise  tax  subsidies 
for  the  purchase  of  private  health  insurance,  or 
at  least  reduce  tax  subsidies  by  placing  condi- 
tions upon  the  kind  of  private  insurance  plans 
that  would  qualify  for  favorable  tax  treatment. 
Such  conditions  might  require  that  an  employee 
have  a choice  of  plans  and  give  him  an  incentive 
for  utilizing  the  least  expensive  ones.  An  em- 
ployer might  be  required  to  provide  a choice  of 
health  plans  but  obligated  to  make  the  same 
kind  of  contribution,  regardless  of  which  kind 
of  plan  the  employee  chooses.  Some  of  these 
plans  might  provide  lower  employee  contribu- 
tions but  involve  co-payments  or  deductions, 
or  policy  limits.  Insurance  companies  might 
be  encouraged  by  government  policy  to  offer 
different  kinds  of  plans,  including  “preferred” 
provider  coverage  — that  is,  the  utilization  of 
certain  physicians  to  perform  services  at  rates 
lower  than  those  now  prevalent  in  the  market. 
Simultaneously,  the  government  may  encourage 
competition  by  providing  subsidies  not  through 
direct  financing  and  reimbursement  programs 
such  as  Medicare  and  Medicaid  but  by  assisting 
public  beneficiaries  to  purchase  private  insur- 
ance through  devices  such  as  voucher  systems 
or  providing  an  HMO  option  for  Medicare  reim- 
bursement. 

Where  we  will  go  is  unclear,  but  the  failure  of 
present  approaches  to  cost  containment  is  clear. 
Few  students  of  the  process  think  costs  can  be 
controlled  effectively  in  a system  that  combines 
government-subsidized  health  insurance  in 
which  the  employee-patient  has  no  incentive  to 
reduce  costs  in  meeting  the  health  care  needs 
of  his  family  with  a program  of  direct  reim- 
bursement to  providers  of  care  to  the  old  and  the 
poor  without  regard  to  whether  adequate  health 


Del  Med  Jrl,  Dec  1982— Vol  54,  No  12 


683 


A Layman  Looks  at  the  White  Coats— Pye 


care  to  these  groups  is  available  at  lower  costs 
from  others. 

The  government  may  start  by  intensifying  its 
efforts  to  increase  price  competition  among  pro- 
viders. There  is  clear  concern  that  there  have 
been  noncompetitive  practices  imposed  by  phy- 
sicians on  each  other  and  on  innovative  pre- 
payment plans.  Professional  control  over  Blue 
Shield  plans,  restrictions  on  manpower  utiliza- 
tion through  practices  such  as  hospital/staff 
privileges,  specialty  certification  and  restraints 
placed  over  non-physicians  by  physicians,  con- 
certed refusal  to  deal  with  insurance  plans  that 
adopt  cost  containment  measures  that  are  viewed 
by  physicians  as  inappropriate,  collective  bar- 
gaining by  medical  organizations  with  third  par- 
ties to  approve  or  disapprove  cost  containment 
measures,  and  even  such  traditional  concepts  as 
reimbursement  on  the  basis  of  a “usual,  custom- 
ary and  reasonable  fee”  with  peer  review  to 
determine  when  deviations  are  justifiable,  may 
be  subject  to  significant  antitrust  attack.  In 
short,  the  government  may  be  prepared  to  ac- 
cept the  advice  of  my  colleague  Clark  Havighurst 
and  change  from  direct  command  and  control 
varieties  of  regulation  to  the  enforcement  of  an 
open  market  and  real  price  competition. 

All  these  concepts  may  seem  more  appropri- 
ate for  application  to  industrial  organizations 
than  to  members  of  a learned  profession,  and 
until  1975  I think  it  is  fair  to  say  that  most 
thought  that  the  learned  professions  were  exempt 
from  the  antitrust  law,  by  the  exercise  of  bureau- 
cratic discretion  if  not  by  the  language  of  the 
law.  Recent  cases  now  make  it  clear  that  the 
Sherman  Act  applies  to  the  professions  as  to  any 
other  organizations  engaged  in  private  commer- 
cial activities.  Thus,  even  laudable  attempts  of  or- 
ganized medicine  to  form  IPAs  and  to  undertake 
other  reforms  may  fall  afoul  of  the  antitrust  laws 
simply  because  benign  intent  is  no  longer  a de- 
fense for  a practice  that  minimizes  competition. 

We  cannot  be  certain  that  such  events  will 
transpire.  There  is  talk  of  taking  away  the 
antitrust  authority  of  the  Federal  Trade  Com- 
mission. Deep  concerns  have  been  voiced  that 
the  removal  of  regulation  may  precede  the  ap- 
pearances of  competition  for  a number  of  years, 
with  catastrophic  effects.  The  courts  may  choose 


to  limit  the  application  of  the  antitrust  laws  if 
they  perceive  that  there  are  real  risks  of  impair- 
ing the  quality  of  professional  services  available 
to  the  public.  The  Maricopa  County  Medical 
Society  case  now  before  the  Supreme  Court  will 
surely  provide  some  clues.  Only  time  will  tell. 

A third  factor  suggesting  greater  public  in- 
volvement in  areas  long  considered  to  be  the 
special  realm  of  the  profession  involves  scholarly 
approaches  to  the  subject  of  health  care  that 
are  questioning  the  heavy  investment  that  the 
country  has  been  putting  in  doctors  and  hospitals 
and  asking  whether  less  money  might  be  better 
spent  by  changing  directions.  Two  problems 
are  particularly  troubling  to  thoughtful  ob- 
servers. First  is  the  argument  advanced  elo- 
quently by  Victor  Fuchs  that  an  increase  in 
medical  resources,  given  a reasonable  quantity 
as  a base,  does  not  have  much  effect  on  health. 
It  is  argued  that  health  is  much  more  dependent 
on  nonmedical  factors  than  the  quantity  of  medi- 
cal care  available.  Economic  growth,  techno- 
logical change,  income  and  education  may  be 
more  important  to  improving  overall  health  care 
than  increasing  the  number  of  doctors,  nurses 
and  hospitals.  These  observers  point  out  that 
while  there  are  major  improvements  in  health 
recorded  in  all  the  industrial  nations  between 
1935  and  1955,  and  these  improvements  were 
extended  to  the  less  developed  sections  of  the 
world  shortly  thereafter,  the  rate  of  improve- 
ment did  not  continue.  While  there  are  notable 
improvements  in  specific  areas,  such  as  the  de- 
crease in  the  number  of  deaths  caused  by  heart 
disease,  the  health  of  the  country  does  not  show 
a direct  relationship  to  the  major  influx  of  re- 
sources to  health  care  providers  during  the  last 
15  years.  Indeed,  some  of  the  most  vocal  critics 
argue  that  the  present  excess  in  hospital  capacity, 
the  so-called  “glut”  of  physicians,  the  alleged 
increase  in  the  number  of  unnecessary  opera- 
tions, and  use  of  medical  procedures  primarily 
for  “defense  from  malpractice,”  may  be  counter- 
productive. The  evidence,  they  assert,  does  not 
support  the  conclusion  that  fewer  physicians 
would  really  have  a major  impact  on  life  ex- 
pectancy or  most  other  incidents  of  good  health. 

The  most  strident  of  these  critics  are  what 
Paul  Star  has  called  “therapeutic  nihilists.”  But 
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one  does  not  have  to  go  as  far  as  the  most  radical 
to  suggest  that  there  may  be  some  merit  in  their 
concern.  More  people  are  asking  the  question 
of  “what  bang  do  you  get  for  the  buck”  — public 
health  measures,  medical  research  targeted  to 
disease  prevention,  or  increasing  the  support  for 
services  to  patients? 

The  second  academic  criticism  is  more  egali- 
tarian in  its  thrust.  It  points  out  that  although 
the  gap  has  been  narrowed,  even  after  more 
than  a decade  of  Medicare  and  Medicaid,  the 
disability  for  acute  and  chronic  health  condi- 
tions as  measured  by  work-loss  days,  or  restric- 
tive activity  days,  or  disabled  days,  varies  signifi- 
cantly by  social  and  economic  criteria.  The  gap  be- 
tween low  income  people  with  poor  schooling 
and  the  upper  middle  class  has  not  been  eradi- 
cated. Publicly  subsidized  private  health  insur- 
ance may  greatly  increase  access  to  specialists 
in  urban  areas  by  the  rich  seeking  relief  from 
comparatively  minor  health  complaints;  it  has 
done  little  to  improve  the  health  care  of  the 
poor  or  middle  class  in  rural  areas  and  slums. 

A fourth  factor  contributing  to  a renewed 
public  concern  is  the  failure  of  the  profession 
to  deal  effectively  with  some  basic  misconcep- 
tions, many  of  which  are  not  its  fault.  Alain 
Enthoven  has  provided  a list  of  seven  under  the 
intriguing  title,  What  Medical  Care  Isnt . The 
first  misconception  is  that  the  patient  is  led  to 
believe  that  the  doctor  should  know  what  condi- 
tion the  patient  has,  be  able  to  answer  the  pa- 
tients questions  precisely,  and  prescribe  the 
right  treatment.  If  he  doesn’t,  then  the  doctor 
must  be  guilty  of  incompetence  or  malpractice. 
Second,  the  patient  has  been  led  to  believe  that 
for  each  medical  condition  there  is  a “best  treat- 
ment.” It  is  then  up  to  the  doctor  to  know  about 
that  treatment  and  use  it;  anything  else  is  un- 
necessary surgery,  waste,  fraud  or  underservice. 
Third,  the  patient  is  led  to  believe  that  medi- 
cine is  an  exact  science  and  that  there  is  now  a 
firm  scientific  basis  for  whatever  the  doctor 
does.  In  the  fourth  place,  the  public  has  been 
led  to  believe  that  medical  care  consists  of 
standard  products  that  can  be  described  pre- 
cisely in  meaningful  units  such  as  “inpatient 
day,”  or  “outpatient  visits,”  or  “doctor-office 
visits.”  In  the  fifth  place,  the  public,  educated 


in  large  part  by  television,  has  been  led  to  be- 
lieve that  medical  care  is  much  more  a matter 
of  life  and  death,  or  serious  pain,  or  disease  than 
is  the  case.  In  the  sixth  place,  the  public  has 
been  led  to  believe  that  more  medical  care  is 
necessarily  better  than  less  medical  care.  And 
finally,  the  public  believes  that  most  people 
have  no  control  over  the  timing  of  their  need 
for  medical  care;  whatever  is  needed  is  needed 
immediately. 

The  profession  has  done  little  to  free  patients 
or  the  general  public  from  these  misconceptions. 
No  group  is  in  a better  position  to  correct  these 
views.  The  trouble  is  that  several  of  these  views 
have  greatly  benefited  the  income  of  the  pro- 
fession. Instead  of  setting  the  record  straight, 
in  general  the  profession  has  seemed  happy  to 
assert  that  health  care  cannot  be  rationed,  al- 
though any  thoughtful  physician  knows  that  any 
services  in  any  society  will  be  rationed  inevitably 
by  someone. 

My  thesis  is  that  were  now  in  a different  ball 
game  from  any  we  have  known  before.  Con- 
cerns over  cost  containment,  particularly  by  the 
middle  class;  concern  by  the  government  that 
somehow,  some  way,  it  simply  has  to  limit  the 
rate  of  increase  in  health  costs;  concerns  about 
whether  good  health  is  best  achieved  by  more 
money  being  spent  for  doctors  and  hospitals 
rather  than  other  alternatives;  misconceptions 
about  the  nature  of  the  practice  of  medicine 
suggest  -that  the  next  decade  will  be  challenging. 
Resentment  over  the  special  status  enjoyed  by 
physicians  poses  a real  danger  to  the  profession 
as  it  now  exists. 

In  the  long  run,  no  profession  is  strong  enough 
to  withstand  a concerted  movement  by  the  gov- 
ernment supported  by  the  public  aimed  at  con- 
trolling its  services  or  structure.  But  the  pres- 
tige, the  power  to  persuade,  the  essential  legi- 
timacy of  the  professions  have  long  been  recog- 
nized in  American  life.  They  can  best  maintain 
their  independence,  maintain  the  right  to  control 
most  of  their  activities,  and  incidentally  maintain 
their  preferred  economic  position,  if  they  go 
to  the  people  and  disabuse  them  of  their  mis- 
conceptions and  take  the  initiative  to  deal  with 
real  problems  before  other  solutions  are  thrust 
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upon  them.  What  is  needed  of  any  profession  is 
a willingness  to  alter  its  practices  itself  rather 
than  have  greater  changes  imposed  upon  it  by 
others.  A refusal  to  see  the  handwriting  on  the 
wall,  an  insistence  on  professional  prerogatives, 
adopting  a stone  wall  toward  legitimate  public 
concerns,  in  the  long  run  can  only  result  in 
greater  restrictions  upon  the  power  of  profes- 
sional self-determination  than  would  have  oc- 
curred if  the  initiative  had  been  seized.  The 
task  will  not  be  easy.  Changes  that  would  have 
been  applauded  a decade  ago  may  now  be  at- 
tacked under  the  antitrust  laws.  But  American 
business  has  existed  under  these  laws  for  three- 
quarters  of  a century  and  flourished.  Creative 
lawyering,  with  cooperation  by  a profession 
that  is  prepared  to  change,  should  be  able  to 
achieve  the  same  result. 

I have  spoken  of  your  profession,  but  much 
of  what  I have  said  is  applicable  to  mine.  Both 
lawyers  and  doctors  still  have  time  to  forge 
creative  solutions  to  the  problems  that  confront 
us  and  the  public  we  serve,  but  our  time  is  grow- 
ing short. 


GROW  WITH  US 
IN  THE  SUNBELT 

The  INA  Healthplan  needs  physicians  in 
family  practice  and  most  specialties  in 
Miami,  Tampa,  Dallas,  Houston,  Phoenix, 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


MEDICAL  PRACTICES  ACT  SUMMARY 

As  a supplement  to  this  issue,  the  Medical 
Society  of  Delaware  published  the  complete 
text  of  the  Medical  Practices  Act  of  the  State 
of  Delaware  and  other  pertinent  statutes.  Since 
many  statutes  are  cumbersome  to  review  in  their 
entirety,  it  is  felt  that  highlighting  portions  of 
the  Medical  Practices  Act  might  be  helpful  for 
the  membership  of  the  Society. 

The  Medical  Practices  Act,  in  addition  to  pro- 
viding the  statutory  machinery  used  to  certify 
physicians  to  practice  medicine  in  the  state,  also 
creates  certain  duties  for  physicians,  hospitals, 
and  medical  societies  in  the  state.  The  sections 
involved  are:  §§  14,  16  of  the  Rules  and  Regula- 
tions of  the  Delaware  Board  of  Medical  Prac- 
tice; §§  1728,  1730,  1731,  1762,  1763,  1767,  1768, 
1769  of  the  Medical  Practices  Act.  A brief  review 
of  those  sections  follows: 

Duties  of  Physicians  Under  the  Act 

1 ) To  report  in  writing: 

a.  To  the  Board  that  he/she  is  treating 
another  physician  who  is  licensed  to 
practice  medicine  and  who  is  unable  to 
practice  with  reasonable  skill  or  safety 
because  of  unprofessional  conduct  or 
inability  arising  because  of  physical 
or  mental  illness,  loss  of  motor  skill, 
or  excessive  use  of  drugs  or  alcohol. 

b.  To  the  Board  within  30  days  any 
changes  in  hospital  privileges  as  a 


result  of  disciplinary  actions,  or  any 
disciplinary  action  taken  by  a medical 
society  against  him/her. 

c.  To  the  Board  any  disciplinary  action, 
suspension,  or  revocation  of  a license 
to  practice  medicine  by  any  other 
state  or  territory. 

d.  To  the  Board  any  information  con- 
cerning medical  malpractice  claims 
settled  or  adjudicated  to  final  judge- 
ment. 

e.  To  the  State  Police  the  treatment  of 
wounds  caused  by  firearms. 

f.  To  the  Division  of  Motor  Vehicles, 
within  one  week,  the  name,  age,  and 
addresses  of  patients  being  treated  for 
epilepsy. 

2)  To  disclose,  in  the  bill,  the  cost  of  any 
test  and  the  name  of  the  laboratory  where 
it  is  performed,  if  the  test  is  performed 
by  a state,  private,  or  hospital  laboratory. 

All  reports  required  by  the  Medical  Practices 
Act  carry  with  them  an  immunity  from  claims, 
suits,  liability  damages  or  any  other  recourse, 
civil  or  criminal  as  long  as  the  report  was  made 
in  good  faith  and  without  malice.  Furthermore, 
good  faith  is  presumed  and  bad  faith  or  malice 
would  have  to  be  proven  by  the  person  about 
whom  the  report  was  made. 

Similarly,  there  is  immunity  from  liability  for 
any  physician  who  in  good  faith  renders  emer- 
gency care. 
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Dutes  of  Hospitals  and  Medical  Societies 
Under  the  Act. 


What  can  the  average  doctor  do  about  this 
problem?  What  can  organized  medicine  do? 


Hospitals  and  Medical  Societies  in  the  State 
are  required  to  report  to  the  Board  the  reduction 
or  other  change  in  privileges  of  a physician  as  a 
result  of  disciplinary  action. 

Stephen  R.  Permut,  M.D. 


WHO  SHOULD  BEST  ADVISE  YOUR  PATIENTS 
ABOUT  THEIR  MEDICINE? 

Recently,  a television  official  estimated  that  the 
24-hour  cable  TV  channel  can  provide  ten  times 
as  much  patient  education  as  all  of  the  phy- 
sicians in  the  United  States  combined.  This 
example  of  the  information  explosion  can  be 
expanded  further;  patients  are  increasingly  arriv- 
ing at  our  offices  with  their  own  researched  diag- 
noses and  suggested  treatments,  sometimes  ap- 
pearing to  be  nearly  drowning  in  a sea  of  ( mis- ) 
information.  Frustrated  physicians  border  on 
venting  their  anger  in  such  situations,  which  is 
not  likely  to  help  their  patients  or  enhance  the 
physicians’  image. 

Medical  schools  have  not  stressed  the  de- 
velopment of  skills  in  educating  patients,  but 
physicians  might  do  well  to  involve  their  pa- 
tients more  as  partners  in  health  care.  This  ef- 
fort depends  on  patients  having  understandable 
information,  as  well  as  professional  advice  to 
supplement  and  reinforce  that  information.  “In- 
formed consent”  and  “second  opinions”  are  com- 
monly understood  examples  in  this  regard;  of 
special  interest  in  these  remarks  is  the  provision 
of  more  complete,  more  understandable,  and 
more  useful  information  on  prescription  drugs. 

Physicians  are  increasingly  aware  that  their  pa- 
tients are  getting  advice  about  their  medicines 
from  pharmacists,  nurses,  the  now  publicly  avail- 
able Physicians’  Desk  Reference,  and  other 
sources,  such  as  industrial  doctors,  libraries, 
home  computers,  and  medical  columns  in  news- 
papers and  magazines.  Patients  are  not  infre- 
quently perplexed  or  upset  by  what  they  read 
or  hear,  and  can  develop  unrealistic  fears  about 
their  medicines  which,  at  times,  jeopardize  the 
proper  management  of  the  disease(s)  for  which 
they  are  being  treated. 


On  October  5,  1982,  the  AMA  launched  its 
Patient  Medication  Instruction  (PMI)  Program 
in  Washington,  D.C.  It  has  been  described  by 
AMA  Executive  Vice  President  James  Sammons 
as  one  of  the  most  important  programs  ever 
initiated  by  the  AMA,  especially  since  physicians 
can  best  recognize  those  situations  in  which 
their  patients  can  benefit  from  having  take-home 
written  instructions,  to  which  they  can  refer 
when  questions  arise.  It  is  felt  that  the  use  of 
PM  Is  will  improve  the  effectiveness  of  drug 
therapy,  strengthen  the  physician-patient  re- 
lationship, reduce  the  risk  of  improper  drug  use, 
decrease  the  incidence  of  preventable  and  serious 
adverse  drug  reactions,  and  increase  patient  com- 
pliance. They  may  also  serve  to  correct  miscon- 
ceptions about  certain  drugs.  Arthur  Hull  Hayes, 
M.D.,  Commissioner  of  the  Food  and  Drug  Ad- 
ministration, said  that  this  program  can  provide 
patients  across  the  nation  with  information  on 
drugs  “from  impeccable  sources,  with  data  ‘that 
can  be  relied  upon.’  ” He  went  on  to  describe 
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the  program  as  important,  exciting,  and  well 
thought  out. 

The  PMIs  are  5/2  x 8/>  sheets  printed  on  both 
sides  with  instructions  in  clear,  simple  language, 
detailing  the  purpose  of  the  drug,  how  it  is  to 
be  taken,  and  its  possible  side  effects.  Spaces 
are  provided  to  write  in  the  dosage  and  any 
special  instructions  for  the  individual  patient. 
PMIs  for  individual  drugs,  or  drug  classes,  are 
bound  in  pads  of  100  sheets,  and  will  be  updated 
periodically.  PMIs  are  now  available  for  20 
of  the  most  widely  prescribed  drugs  or  drug 
classes.  Physicians  may  obtain  them  from  the 
AMA  for  a nominal  charge  that  covers  shipping 
and  handling  costs.  Eventually  the  program  will 
provide  PMIs  for  as  many  as  100  drugs  or  drug 
classes  representing  the  vast  majority  of  all  pre- 
scriptions written.  The  drugs  currently  covered 
include  several  types  of  diuretics,  numerous 
antibiotics,  digitalis  preparations,  Coumadin,  oral 
hypoglycemics,  non-steroidal  anti-inflammatory 
drugs,  several  types  of  sedatives  and  tranquilizers, 


nitroglycerin,  several  anti-hypertensive  and  anti- 
anginal  drugs,  insulin,  cimetidine,  Dilantin,  and 
steroids.  The  minimum  order  is  10  pads  for 
$5.00,  prepaid  to  AMA,  P.O.  Box  52,  Rolling 
Meadows,  Illinois  60008. 

The  PMI  sheets  will  be  valuable  to  all  phy- 
sicians, even  those  who  prescribe  infrequently. 
In  the  long  run,  the  success  of  the  patient  educa- 
tion program  requires  the  participation  and  sup- 
port of  all  physicians.  In  the  current  era  of 
educated,  sophisticated  patients,  prescribing 
drugs  means  more  than  simply  writing  a pre- 
scription. Each  physician  must  make  a special 
effort  to  provide  information  directly  to  the 
patient  about  the  drugs  he  or  she  is  being  asked 
to  take.  This  program  is  a landmark  contri- 
bution to  the  public  health  and  welfare  that  the 
medical  and  pharmacy  professions  have  been 
able  to  accomplish  through  cooperative  effort, 
and  deserves  your  support  and  participation. 

Roger  B.  Thomas,  Jr.,  M.D. 
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With  today’s  life  becoming  so  impersonal  and  being 
governed  by  so  many  rules  and  regulations,  some- 
times you  just  need  someone  to  talk  to.  That’s  why 
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COMMITTEES  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  1983 
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R.  J.  Bishoff,  M.D.  J.  J.  Egan,  M.D. 

J.  L.  Campbell,  M.D.  C.  R.  Green,  Jr.,  M.D. 

W.  H.  Duncan,  M.D.  V.  G.  J.  Lobo,  Jr.,  D.O. 


JUDICIAL  COUNCIL 

Marvin  H.  Dorph,  M.D.,  Chairman 

A.  L.  Cucuzzella,  M.D.  C.  E.  Graybeal,  M.D. 
J.  J.  Egan,  M.D.  O.  K.  Hamilton,  M.D. 


MEDICAL  ECONOMICS 

Ben  C.  Corballis,  M.D.,  Chairman 
Robert  E.  Heckman,  M.D.,  Vice-Chairman 


O.  S.  Allen,  II,  M.D. 
J.  A.  Arminio,  M.D. 
M.  J.  Cosgrove,  M.D. 

C.  N.  Eriksen,  M.D. 

H.  W.  Gray,  Jr.,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
R.  N.  Hindin,  M.D. 

G.  A.  Koniver,  M.D. 


R.  L.  Meckelnburg,  M.D. 

B.  S.  Palekar,  M.D. 

J.  K.  Park,  M.D. 

R.  J.  Scacheri,  M.D. 

D.  Schetman,  M.D. 

M.  E.  Stillabower,  M.D. 

C.  W.  Wagner,  M.D. 

O.  S.  Weaver,  M.D. 


MEDICAL  LIABILITY  INSURANCE 

Ben  C.  Corballis,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


R.  G.  Altschuler,  M.D. 

D.  A.  Alvarez,  M.D. 

J.  Beebe,  Jr.,  M.D. 

.1.  J.  Chabalko,  M.D. 

I.  F.  Chavin,  M.D. 

L.  M.  Garcia,  M.D. 

E.  Cer,  M.D. 

M.  Gibbs,  M.D. 

C.  R.  Green,  Jr.,  M.D. 


J.  F.  Kestner,  Jr.,  M.D. 

A.  W.  Levy,  D.O. 

O.  R.  Medinilla,  M.D. 

P.  J.  Mette,  M.D. 

J.  B.  McClements,  M.D 

D.  A.  Nelson,  M.D. 

P.  B.  Panzer,  M.D. 

H.  J.  Stein,  M.D. 

J.  C.  Straughn,  M.D. 

P.  R.  Walker,  M.D. 

R.  K.  Whiting,  M.D. 

J.  R.  Yanez,  M.D. 


O.  K.  Hamilton,  M.D. 

F.  G.  Hawkins,  M.D. 

S.  L.  Hershey,  M.D. 

A.  F.  Zimmerman,  M.D. 


MEDICAL  REVIEW 


Anthony  L.  Cucuzzella,  M.D.,  Chairman 
Anis  Saliba,  M.D.,  Vice-Chairman 


A.  R.  Aranilla,  M.D. 

J.  H.  Benge,  M.D. 

C.  K.  Berger,  M.D. 

B.  L.  Bolasny,  M.D. 

J.  L.  Campbell,  M.D. 

I.  F.  Chavin,  M.D. 
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F.  M.  Davis,  D.O. 

R.  L.  Domingo,  M.D. 

J.  J.  Egan,  M.D. 

E.  M.  Goldenberg,  M.D. 
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C.  E.  Graybeal,  M.D. 

O.  K.  Hamilton,  M.D. 

H.  Wilk,  M.D. 


C.  B.  Hearne,  M.D. 

R.  E.  Heckman,  M.D. 
R.  N.  Ligo,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 
A.  Lazarus,  M.D. 
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P.  J.  Mette,  M.D. 
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E.  R.  Valdes,  Jr.,  M.D. 
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PEER  REVIEW  AND  PROFESSIONAL  EVALUATION 


Gustave  K.  Berger,  M.D.,  Chairman 
PROGRAM 


William  L.  Sprout,  M.D.,  Chairman 


H.  R.  Cowell,  M.D. 

S.  L.  Edell,  D.O. 

L.  Edelsohn,  M.D. 
W.  D.  Johnson,  M.D. 
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K.  A.  Kim,  M.D. 

P.  J.  Mette,  M.D. 

J.  C.  Pamintuan,  M.D. 
Y.  A.  Patel,  M.D. 

B.  Z.  Paulshock,  M.D. 
S.  R.  Permut,  M.D. 

J.  F.  Reamer,  M.D. 

R.  B.  Rodrigue,  M.D. 
M.  Saberi,  M.D. 

S.  Singh,  M.D. 

J.  J.  Storlazzi,  Jr.,  M.D. 

F.  T.  Viloria,  M.D. 

D.  T.  Walters,  M.D. 

J.  S.  Wills,  M.D. 

R.  Winkelmayer,  M.D. 


PUBLIC  LAWS 


Allston  J.  Morris,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


C.  Allen,  M.D. 

R.  J.  Bishoff,  M.D. 

J.  J.  Chabalko,  M.D. 


V.  T.  Davis,  M.D. 

E.  S.  Dennis,  M.D. 

C.  R.  Donoho,  Sr.,  M.D. 
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W.  H.  Duncan,  M.D. 

A.  B.  Evantash,  M.D. 
E.  F.  Gliwa,  M.D. 

J.  E.  A.  Harkness,  D.O, 

R.  E.  Heckman,  M.D. 
J.  I.  Komins,  M.D. 

J.  A.  Kuhn,  M.D. 

P.  L.  LeRoy,  M.D. 

V.  G.  J.  Lobo,  Jr.,  D.O. 

H.  Lovett,  M.D. 


L.  J.  Olsen,  M.D. 

J.  C.  Pamintuan,  M.D. 
E.  F.  Quinn,  III,  M.D. 
E.  M.  Renzi,  M.D. 

P.  L.  Rothbart,  M.D. 

G.  J.  Savage,  M.D. 

S.  Schlesinger,  M.D. 

I.  T.  Szucs,  M.D. 

S.  Walker,  M.D. 

N.  R.  Washburn,  M.D. 

O.  S.  Weaver,  M.D. 


G.  A.  Koniver,  M.D. 
D.  A.  Levitsky,  M.D. 

P.  J.  Mette,  M.D. 

S.  R.  Permut,  M.D. 
D.  Platt,  M.D. 


E.  M.  Renzi,  M.D. 
C.  G.  Wagner,  M.D. 

H.  F.  Wendel,  M.D. 


J.  R.  McNinch,  M.D. 

A.  F.  Zimmerman,  M.D. 


L.  W.  Whitney,  M.D. 
R.  A.  Zaragoza,  M.D. 

COST  CONTAINMENT 
Anthony  L.  Cucuzzella,  M.D.,  Chairman 
E.  M.  Renzi,  M.D. 
CULTURAL  AND  HISTORICAL 


PUBLICATION 


Lewis  B.  Flinn,  M.D.,  Chairman 


Bernadine  Z.  Paulshock,  M.D.,  Chairman 


S.  H.  Franklin,  M.D. 
W.  J.  Holloway,  M.D. 
R.  C.  Knowles,  M.D. 
E.  W.  Martz,  M.D. 


J.  P.  Marvel,  Jr.,  M.D. 
J.  H.  Newman,  M.D. 
P.  J.  Pegg,  M.D. 

W.  A.  Taylor,  M.D. 


J.  S.  Wills,  M.D. 


B.  N.  Bautista,  M.D. 
E.  D.  Bryan,  M.D. 

R.  F.  Gordon,  M.D. 

H.  Graff,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
H.  H.  Keym,  M.D. 

P.  L.  LeRoy,  M.D. 


J.  T.  Metzger,  M.D. 

A.  J.  Morris,  M.D. 

C.  P.  Mulveny,  M.D. 
J.  A.  Munroe,  Ph.D. 

B.  Z.  Paulshock,  M.D. 
N.  Singh,  M.D. 

C.  Strahan,  Jr.,  M.D. 


A.  C.  Wooden,  M.D. 


SPECIAL  COMMITTEES 


ENVIRONMENTAL  AND  PUBLIC  HEALTH 


AGING 


Stephen  L.  Hershey,  M.D.,  Chairman 
Harold  J.  Laggner,  M.D.,  Vice-Chairman 


R.  Abel,  Jr.,  M.D. 

R.  G.  Altschuler,  M.D. 
M.  E.  Banez,  M.D. 

S.  W.  Bartoshesky,  M.D. 
R.  B.  Brereton,  M.D. 


R.  B.  Flinn,  M.D. 

J.  J.  Gallagher,  M.D. 

M.  J.  Gilani,  M.D. 

A.  A.  Golden,  D.O. 

W.  D.  Shellenberger,  M.D. 


ALFRED  I.  DU  PONT  INSTITUTE 
Ignatius  J.  Tikellis,  M.D.,  Chairman 


I.  F.  Chavin,  M.D. 

A.  L.  Cucuzzella,  M.D. 
K.  L.  Esterly,  M.D. 

R.  B.  Flinn,  M.D. 

J.  V.  Gallagher,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 


C.  L.  Miller,  M.D. 

C.  L.  Minor,  M.D. 

E.  F.  Quinn,  III,  M.D. 
E.  M.  Renzi,  M.D. 

L.  W.  Whitney,  M.D. 
R.  A.  Zaragoza,  M.D. 


A.  F.  Zimmerman,  M.D. 


ALTERNATIVE  METHODS  OF  HEALTH  CARE 
DELIVERY  AND  HEALTH  PLANNING 


Robert  L.  Meckelnburg,  M.D.,  Chairman 
Ekkehard  S.  Schubert,  M.D.,  Co-Chairman 


A.  A.  Amurao,  M.D. 

T.  L.  Arnold,  Jr.,  M.D. 
J.  E.  DeLaurentis,  M.D. 
E.  F.  Fantazier,  M.D. 

P.  C.  Francisco,  M.D. 

E.  F.  Gliwa,  M.D. 

W.  W.  Inge,  Jr.,  M.D. 
L.  M.  Kirifides,  D.O. 

L.  C.  Mankin,  M.D. 

F.  T.  O’Brien,  M.D. 


M.  D.  Perez,  M.D. 

H.  L.  Reed,  M.D. 

C.  F.  Reinhardt,  M.D. 
R.  B.  Rodrigue,  M.D. 

V.  V.  Sagar,  M.D. 

W.  A.  Taylor,  M.D. 

F.  T.  Viloria,  M.D. 

A.  G.  Weinstein,  M.D. 
L.  W.  Whitney,  M.D. 
A.  C.  Wooden,  M.D. 


IMPAIRED  PHYSICIAN 
Janet  P.  Kramer,  M.D.,  Chairman 


R.  T.  Beattie,  M.D. 

A.  Z.  Bill,  M.D. 

F.  S.  Cornelison,  Jr.,  M.D. 
J.  E.  DeLaurentis,  M.D. 

C.  B.  Heame,  M.D. 

H.  E.  Mast,  M.D. 


H.  T.  McGuire,  M.D. 
J.  T.  Metzger,  M.D. 

P.  D.  Schindler,  M.D. 

N.  Taub,  M.D. 

O.  P.  Tedesco,  M.D. 
J.  G.  Weisberg,  M.D. 


R.  Winkelmayer,  M.D. 


Anthony  L.  Cucuzzella,  M.D.,  Chairman 


J.  H.  Benge,  M.D. 

N.  L.  Cannon,  M.D. 

I.  F.  Chavin,  M.D. 

P.  R.  Coggins,  M.D. 

B.  C.  Corballis,  M.D. 

V.  T.  Davis,  M.D. 

C.  R.  Donoho,  Jr.,  M.D. 

W.  H.  Duncan,  M.D. 

S.  L.  Edell,  D.O. 


K.  L.  Esterly,  M.D. 

R.  W.  Frelick,  M.D. 

J.  Gelb,  M.D. 

J.  J.  Giliberto,  D.O. 

E.  M.  Goldenberg,  M.D. 

D.  Howard,  M.D. 

T.  N.  Jarrell,  III,  M.D. 
N.  P.  Jones,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 


MATERNAL  AND  CHILD  CARE 


John  F.  Gehret,  M.D.,  Chairman 
William  A.  Meyer,  M.D.,  Vice-Chairman 


L.  Alidina,  M.D. 

L.  S.  Batman,  M.D. 

T.  E.  Chronister,  M.D. 
L.  L.  David,  M.D. 

T.  E.  Dyer,  M.D. 

K.  L.  Esterly,  M.D. 


P.  C.  Francisco,  M.D. 

R.  C.  Hayden,  M.D. 

G.  R.  Hilty,  III,  M.D. 

M.  C.  Hoffman,  M.D. 

S.  Jagadeesan,  M.D. 

R.  de  Jesus-Jiloca,  M.D. 
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W.  D.  Johnson,  M.D. 
L.  M.  Kirifides,  D.O. 
J.  I.  Komins,  M.D. 

N.  R.  Kothari,  M.D. 
V.  Marquez,  M.D. 

R.  H.  Radnich,  M.D. 


R.  W.  Saunderson,  Jr.,  M.D. 
F.  J.  Shannon,  Jr.,  M.D. 

N.  L.  Steg,  M.D. 

H.  H.  Stroud,  M.D. 

O.  S.  Weaver,  M.D. 

W.  Slate,  M.B.,  Ch.B.,  M.S. 
N.  Yanez,  M.D. 


MEDICINE  AND  RELIGION 
Peter  Huang,  M.D.,  Chairman 


R.  Z.  Abdel-Misih,  M.D. 
C.  E.  Attig,  M.D. 

C.  M.  Bancroft,  M.D. 

G.  C.  Connolly,  M.D. 

B.  A.  Fellows,  M.D. 

L.  M.  Green,  M.D. 

F.  B.  L.  Haines,  M.D. 
W.  L.  M.  King,  M.D. 

H.  E.  Mast,  M.D. 


C.  L.  Minor,  M.D. 

R.  W.  Saunderson,  Jr.,  M.D. 
W.  Slate,  M.B.,  Ch.B.,  M.S. 
Chaplain  L.  L.  Swanson 
J.  R.  Temple,  M.D. 

N.  Warsal,  M.D. 

R.  H.  Weiss,  M.D. 

R.  Winkelmayer,  M.D. 

A.  C.  Wooden,  M.D. 


MEDICO-LEGAL  AFFAIRS 


Martin  Gibbs,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


J.  A.  Arminio,  M.D. 

J.  L.  Campbell,  M.D. 

I.  F.  Chavin,  M.D. 

B.  C.  Corballis,  M.D. 

F.  M.  Davis,  D.O. 

A.  J.  Fink,  M.D. 

S.  H.  Franklin,  M.D. 

PI.  Graff,  M.D. 

C.  R.  Green,  Jr.,  M.D. 

J.  E.  A.  Harkness,  D.O. 
R.  E.  Heckman,  M.D. 

J.  T.  Hogan,  M.D. 

G.  B.  Inguito,  M.D. 

G.  A.  Koniver,  M.D. 


J.  P.  Marvel,  Jr.,  M.D. 

O.  R.  Medinilla,  M.D. 

J.  T.  Metzger,  M.D. 

C.  P.  Mulveny,  M.D. 

G.  M.  Owens,  M.D. 

P.  B.  Panzer,  M.D. 

J.  A.  Pereira-Ogan,  M.D. 
P.  L.  Rothbart,  M.D. 

N.  Taub,  M.D. 

R.  B.  Thomas,  Jr.,  M.D. 

E.  R.  Valdes,  Jr.,  M.D. 

F.  T.  Viloria,  M.D. 

J.  G.  Waddell,  M.D. 

H.  Wing,  M.D. 


MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE 


Chiropractic 

I.  Favel  Chavin,  M.D.,  Chairman 


R.  T.  Beattie,  M.D. 

J.  H.  Benge,  M.D. 

A.  L.  Cucuzzella,  M.D. 
L.  M.  Green,  M.D. 


R.  L.  Meckelnburg,  M.D. 
C.  S.  Papastavros,  M.D. 
E.  F.  Quinn,  III,  M.D. 

J.  R.  Temple,  M.D. 


J.  G.  Waddell,  M.D. 


Licensed  Clinical  Social  Workers 
V.  Terrell  Davis,  M.D.,  Chairman 
L.  M.  Green,  M.D.  J.  G.  Weisberg,  M.D. 


Nurse  Practice  Act 


Vincent  G.  J.  Lobo,  Jr.,  D.O.,  Chairman 
J.  F.  Kestner,  Jr.,  M.D.,  Co-Chairman 


J.  E.  Belgrade,  M.D. 

I.  F.  Chavin,  M.D. 

J.  Gelb,  M.D. 


T.  N.  Jarrell,  III,  M.D. 
S.  R.  Permut,  M.D. 

D.  Platt,  M.D. 

R.  B.  Rodrigue,  M.D. 


R.  E.  Heckman,  M.D. 

I.  J.  Tikellis,  M.D. 


Physician  Assistants 

Vincent  G.  J.  Lobo,  Jr.,  D.O.,  Chairman 
J.  J.  Chabalko,  M.D.  B.  C.  Corballis,  M.D. 


Optometrists 

Robert  Abel,  Jr.,  M.D.,  Chairman 


Pharmacy 

William  J.  Holloway,  M.D.,  Chairman 


M.  E.  Banez,  M.D. 

J.  H.  Benge,  M.D. 

I.  M.  Berkowitz,  D.O. 
M.  H.  Dorph,  M.D. 


G.  N.  Eriksen,  M.D. 
B.  Z.  Paulshock,  M.D. 
P.  P.  Potocki,  M.D. 

L.  H.  Seltzer,  M.D. 


PRISON  HEALTH  CARE 


Norman  Taub,  M.D.,  Chairman 


Richard  H.  Morgan,  M.D.,  Chairman 


L.  Bales,  M.D. 

A.  Z.  BUI,  M.D. 

F.  S.  Comelison,  Jr.,  M.D. 
V.  T.  Davis,  M.D. 

J.  E.  DeLaurentis,  M.D. 
H.  Graff,  M.D. 

E.  P.  Ivey-Davis,  M.D. 


A.  T.  Jolly,  M.D. 

J.  P.  Kramer,  M.D. 

H.  L.  Reed,  M.D. 

W.  D.  Shellenberger,  M.D. 

O.  P.  Tedesco,  M.D. 

P.  D.  Villafuerte,  M.D. 

R.  Winkelmayer,  M.D. 


PARAMEDICAL  AND  ANCILLARY  PROFESSIONALS 

Ignatius  J.  Tikellis,  M.D.,  Chairman 

Certified  Nurse  Anesthetists 
R.  E.  Erb,  M.D.  G.  L.  Henderson,  M.D. 

R.  E.  Heckman,  M.D.  G.  J.  Savage,  M.D. 


O.  K.  Hamilton,  M.D. 
W.  W.  Inge,  Jr,  M.D. 
W.  Kraut,  M.D. 

H.  J.  Laggner,  M.D. 

J.  P.  Marvel,  Jr,  M.D. 
H.  E.  Mast,  M.D. 

C.  L.  Minor,  M.D. 


F.  T.  O’Brien,  M.D. 

L.  J.  Olsen,  M.D,  M.P.H. 
S.  R.  Permut,  M.D. 

J.  C.  Sewell,  M.D. 

W.  D.  Shellenberger,  M.D. 
C.  Strahan,  Jr,  M.D. 

N.  Taub,  M.D. 


M.  A.  Woolley,  M.D. 


PUBLIC  RELATIONS 

David  A.  Levitsky,  M.D,  Chairman 

I.  F.  Chavin,  M.D.  S.  Jagadeesan,  M.D. 

C.  E.  Graybeal,  M.D.  N.  P.  Jones,  M.D. 
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W.  R.  Mast,  M.D. 

W.  A.  Meyer,  M.D. 

B.  Z.  Paulshock,  M.D. 


S.  R.  Permut,  M.D. 
J.  C.  Sewell,  M.D. 
I.  T.  Szucs,  M.D. 


SCHOOL  HEALTH 


Lyman  J.  Olsen,  M.D.,  Chairman 


L.  Alidina,  M.D. 

T.  E.  Chronister,  M.D. 

N.  P.  Haritos,  M.D. 

F.  G.  Hawkins,  M.D. 

G.  R.  Hilty,  III,  M.D. 

C.  R.  Huggins,  M.D. 

N.  R.  Kothari,  M.D. 

C.  Kotula,  R.N. 

Mrs. 


J.  P.  Kramer,  M.D. 

C.  L.  Miller,  M.D. 

W.  Omans,  M.D. 

P.  D.  Pizzutillo,  M.D. 
P.  Purcell,  M.D. 

E.  F.  Schneider,  M.D. 
L.  H.  Seltzer,  M.D. 

E.  F.  J.  Siebold,  D.O. 
E.  Vincent 


SPECIALTY  SOCIETIES 

Ignatius  J.  Tikellis,  M.D.,  Chairman 

Delaware  Academy  of  Dermatologists 
Delaware  Academy  of  Family  Physicians 
Delaware  Academy  of  Ophthalmology 
Delaware  Allergy  Society 


Delaware  Association  of  Neurological  Surgeons 
Delaware  Chapter,  American  Academy  of  Pediatrics 
Delaware  Chapter,  American  College  of  Emergency 
Physicians 

Delaware  Chapter,  American  College  of  Obstetricians 
and  Gynecologists 

Delaware  Chapter,  American  College  of  Physicians 
Delaware  Chapter,  American  College  of  Surgeons 
Delaware  Occupational  Medical  Association 
Delaware  Pathology  Society 
Delaware  Psychiatric  Society 
Delaware  Radiology  Society 
Delaware  Society  of  Anesthesiology 
Delaware  Society  of  Internal  Medicine 
Delaware  Society  of  Nuclear  Medicine 
Delaware  Society  of  Obstetrics-Gynecology 
Delaware  Society  of  Orthopaedic  Surgeons 

AD  HOC  COMMITTEES 

TRANSFER  OF  MEDICARE,  PART  B 

Calvin  B.  Heame,  M.D.,  Chairman 

R.  E.  Heckman,  M.D.  T.  S.  Vates,  Jr.,  M.D. 

R.  U.  Hosmane,  M.D.  L.  W.  Whitney,  M.D. 


LIAISONS  AND  REPRESENTATIVES  - THE  MEDICAL  SOCIETY  OF  DELAWARE 

American  Cancer  Society,  Delaware  Division,  Inc.— Robert  L.  Meckelnburg,  M.D.,  Liaison 
Delaware  Chapter  Arthritis  Foundation— James  H.  Newman,  M.D.,  Liaison 
American  Diabetes  Association,  Delaware  Affiliate,  Inc.— Grafton  D.  Reeves,  M.D.,  Liaison 
American  Heart  Association  of  Delaware,  Inc.— Paul  C.  Pennock,  M.D.,  Liaison 

Controlled  Substances  Act  Advisory  Committee,  State  of  Delaware— Rhoslyn  J.  Bishoff,  M.D.,  Representative 

Coordinating  Council  for  the  Handicapped  Child,  Inc.— Henry  H.  Stroud,  M.D.,  Liaison 

Delaware  Institute  of  Medical  Education  and  Research— E.  Wayne  Martz,  M.D.,  Liaison 

Delaware  Lung  Association— Joseph  F.  Kestner,  Jr.,  M.D.,  Liaison 

March  of  Dimes  Birth  Defects  Foundation— Ted  E.  Chronister,  M.D.,  Liaison 

Medical  Advisory  Committee,  Division  of  Social  Services,  State  of  Delaware— David  A.  Levitsky,  M.D.,  Ms.  Ann  Shane 
Bader,  Representatives 

Spina  Bifida  Association— Nina  L.  Steg,  M.D.,  Liaison 
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LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  and  Hospital 
230  N.  Broad  Street,  Philadelphia,  Pa.  19102 
(215)  448-8063 

CARDIOLOGY  UPDATE  . . . 

IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE 
SURVEY  OF  THE  CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY  . . . 

WEDNESDAY,  JANUARY  5,  1983 

20  minute  lectures  — Questions  and  Answers  (10  minutes) 
MODERATOR:  BERNARD  L.  SEGAL,  M.D. 

CARDIAC  DISEASE  AND  NEUROLOGICAL  PROBLEMS— 

CASE  PRESENTATION/DISCUSSION 
Morris  N.  Kotler,  M.D. 

WHAT  HAPPENS  TO  PATIENTS  WITH  CORONARY  SPASM- 

CASE  PRESENTATION 
Charles  E.  Bemis,  M.D. 

IMPROVING  THE  PREDICTIVE  ACCURACY  OF  EXERCISE 

ECG  TESTING 
Stuart  Snyder,  M.D. 

CLAUDICATION:  DIAGNOSIS  AND  MANAGEMENT 
David  Naide,  M.D. 

ADVANCES  IN  PEDIATRIC  CARDIOLOGY:  1983 
Eshagh  Eshaghpour,  M.D. 

3:00  P.M.— 2nd  FLOOR  NEW  COLLEGE  BUILDING 
HAHNEMANN  UNIVERSITY 

• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 
CME  Category  I Credits  Certified 
— Wine  and  Cheese  Served  Following  Conference  — 


Special  Report 


This  is  the  first  in  a series  of  special  reports  which  will  look  at  new 
procedures  and  techniques  being  used  in  various  medical  fields. 


WHAT’S  NEW  IN  SURGERY? 


John  J.  Reinhard,  Jr.,  M.D. 


Colon  and  Rectal  Surgery 

One  group  of  investigators  reports  that  radi- 
ation therapy  given  preoperatively  to  patients 
with  colon  carcinoma  followed  in  six  weeks  by 
a curative  resection  will  reduce  the  incidence  of 
positive  lymph  nodes  at  the  time  of  surgery  and 
increase  the  five-year  survival  rate  from  approxi- 
mately 30  to  45%. 

Sphincter-saving  procedures  have  been  facili- 
tated by  the  use  of  the  EEA  stapler.  This  in- 
strument allows  surgeons  greater  ease  in  per- 
forming anastomosis  at  lower  levels  in  a shorter 
operating  time  and  with  a lower  incidence  of 
wound  infection.  Disposable  instruments  of  the 
same  type  appear  to  minimize  the  risk  of  mal- 
function. 

Certain  investigators  using  chemotherapy  in 
the  treatment  of  squamous  cell  carcinoma  of  the 
anal  canal  have  found  that  a single  dose  of 
mitomycin  C on  the  first  day  of  treatment,  ac- 
companied by  5-fluorouracil  for  five  days,  and 
followed  by  local  radiotherapy  (3,000-4,000 
rads  for  several  weeks)  has  shown  favorable 
results.  Patients  treated  with  this  modality  fre- 
quently have  an  absence  of  tumor  in  specimens 
examined  after  abdomino-perineal  resections  fol- 
lowing the  initial  chemotherapy.  Consequently, 
the  question  arises  as  to  whether  the  radical 
operation  might  be  abandoned  if  the  patients 
show  no  residual  tumor  in  locally-excised  treated 
tissue. 

Several  groups  of  investigators  have  found 
an  increased  incidence  of  early  colon  carcinoma 

Dr.  Reinhard  is  the  Director  of  the  Department  of  Surgery  *t 
The  Wilmington  Medical  Center. 


(Dukes’  A)  which  was  discovered  through  rou- 
tine stool-guaiac  testing.  An  interesting  alterna- 
tive is  the  use  of  guaiac-impregnated  toilet  tissue, 
which  is  capable  of  providing  a wide  screening 
potential.  This  is  thought  to  be  less  expensive 
than  the  Hemoccult  test.  Certain  investigators 
are  also  recommending  that  total  colonoscopy  be 
repeated  every  three  years  in  patients  with  in- 
flammatory bowel  and  neoplastic  disease. 

Cardiothoracic  Surgery 

The  problem  of  blood  loss  with  various  graft 
materials  seems  to  have  been  ameliorated  by  a 
preclotting  technique  involving  the  use  of  baked- 
on  autologous  plasma.  This  definitely  reduces 
the  distressing  problem  of  blood  oozing  through 
even  tightly  woven  graft  material. 

The  excellent  work  of  surgeons  in  Japan,  who 
have  been  pursuing  more  aggressive  approaches 
to  resection  of  carcinoma  of  the  proximal  third 
of  the  esophagus,  has  encouraged  thoracic  sur- 
geons in  the  United  States  to  adopt  more  agres- 
sive  attitudes.  Palliation  appears  to  be  improved 
with  high  esophageal  resection  with  pharyngeal 
reconstruction.  Mass  screening  for  esophageal 
carcinoma,  with  the  use  of  esophageal  brush 
biopsies,  appears  to  be  very  successful  in  Japan. 
However,  this  is  probably  not  applicable  in  this 
country,  because  of  the  much  lower  incidence 
of  esophageal  carcinoma. 

Pulmonary  surgeons  are  increasingly  utilizing 
reconstruction  with  bronchoplastic  procedures, 
which  ensures  maximum  preservation  of  residual 
pulmonary  tissue  in  a greater  number  of  cases. 
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The  use  of  transfemoral  balloon  counterpulsa- 
tion is  increasing.  By  increasing  circulatory 
assistance,  this  procedure  saves  patients  whose 
lives  might  otherwise  be  jeopardized  or  lost.  The 
main  benefits  of  balloon  counterpulsation  include 
improved  coronary  artery  perfusion  pressure  and 
diminished  afterload. 

There  is  increasing  experimental  evidence  that 
Cyclosporin  A is  a particularly  effective  primary 
immunosuppressant  which  has  made  possible  the 
decrease  in  the  dosage  of  steroids  necessary  to 
prevent  rejection  in  cardiac  transplantation  as 
well  as  renal  transplantation. 

Blood  recovery  and  reuse  of  blood  salvaged 
from  drainage  containers  during  cardiovascular 
operation  are  now  safe  and  effective.  Studies 
have  shown  that  hetastarch  as  an  albumin  sub- 
stitute for  plasma  expansion  is  proving  to  be 
safe  and  effective.  It  does  not  appear  to  result 
in  hepatic  renal  or  pulmonary  abnormalities  and 
is  as  effective  as  serum  albumin  in  plasma  ex- 
pansion. 

While  coronary  bypass  surgery  continues  to 
be  one  of  the  most  frequently  performed  elective 
surgical  procedures  in  the  United  States,  the 
question  still  remains  as  to  whether  the  pro- 
cedure prolongs  life  rather  than  simply  improv- 
ing the  quality  of  life. 

Gastrointestinal  and  Biliary  Conditions 

The  control  of  portal  hypertension  and  massive 
upper  gastrointestinal  bleeding  continues  to  chal- 
lenge surgeons.  Several  recent  studies  have 
shown  that  patients  treated  with  a Warren  Shunt 
(distal  splenorenal)  do  not  always  achieve 
partal  decompression,  casting  some  concern  over 
the  increasing  use  of  the  Warren  Shunt. 

Certain  investigators  in  Boston  have  been  able 
to  identify  patients  suffering  from  bile  reflux 
gastritis  by  infusing  the  stomach  with  0.1N 
NaOH,  which  will  clinically  reproduce  the  symp- 
tomatology and  also  determine  the  severity  of 
the  bile  reflux  process.  Many  investigators  have 
concluded  that  the  Nissen  fundoplication  for 
the  treatment  of  peptic  esophagitis  produced  by 
gastric  reflux  from  an  esophageal  hiatal  hernia 
is  probably  the  antireflux  procedure  of  choice. 
They  have  found  a considerably  higher  incidence 


of  complications  following  this  type  of  fundopli- 
cation when  the  fundoplication  cannot  be  re- 
duced below  the  diaphragm  following  surgery. 
Perforation  of  the  stomach  which  is  included 
in  the  wrap  is  the  most  common  complication 
of  concern. 

In  the  study  of  Crohn’s  disease,  several  investi- 
gators have  shown  immunoglobulin  level  eleva- 
tions in  the  tissues  of  specimens  resected  from 
these  patients.  When  these  immunoglobulin 
levels  are  increased,  the  disease  frequently  re- 
curs in  the  first  year  following  resection.  This 
may  be  a useful  technique  to  establish  a more 
accurate  prognosis. 

Inflammatory  bowel  disease  involving  the 
colon  is  more  frequently  being  treated  by  preser- 
vation of  the  rectum  in  patients  with  minimal 
rectal  involvement  via  utilization  of  an  ileorec- 
tal  anastomosis.  Good  functional  results  occur 
in  50-60%  of  these  patients.  In  addition,  total 
colectomy  performed  with  mucosal  proctectomy 
and  ileoanal  anastomosis  is  being  more  fre- 
quently utilized. 

Peripheral  Vascular  Surgery 

The  treatment  of  vasospastic  arterial  disease 
may  be  revolutionized  by  the  use  of  calcium 
channel  blocking  agents  which  seem  to  hold 
great  promise.  Verapamil,  which  reduces  the 
movement  of  calcium  from  the  extracellular  to 
the  intracellular  compartment  of  smooth  muscle 
in  the  arteries,  is  only  one  of  a group  of  pharma- 
cologic agents  that  perform  this  function.  They 
may  be  helpful  in  the  treatment  of  Raynaud’s 
disease  as  well  as  other  vasospastic  disorders. 

A fascinating  partial  solution  to  graft  infection 
may  have  been  discovered  by  a group  of  investi- 
gators who  are  developing  infection-resistant 
vascular  prostheses  by  bonding  amikacin  to  a 
filamentous  velour  prosthesis  with  the  aid  of  a 
collagen-release  system.  During  the  immediate 
operative  and  postoperative  period,  this  pro- 
duces a high  level  of  antibiotics  in  the  prosthetic 
wall. 

Constant  monitoring  with  a Swan-Ganz  cathe- 
ter during  the  surgical  procedure  will  enable  the 
surgeon  and  the  anesthesiologist  to  maintain 
normal  cardiac  function  during  aortic  clamping 
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and  unclamping,  and  during  blood  loss  incurred 
during  the  resection  of  abdominal  aortic  ane- 
urysms. 

Further  studies  both  percutaneously  mid  dur- 
ing operation  are  being  carried  out  to  further 
delineate  the  effect  and  role  of  transluminal  an- 
gioplasty. 

A new  development  of  a rapid  computer-en- 
hanced image  of  the  arterial  tree  is  in  the  process 
of  development.  Images  obtained  by  intravenous 
angiography  are  recorded  directly  on  an  intensi- 
fies then  digitalized  and  stored  in  a computer 
along  with  an  interactive  keyboard  which  will 
electronically  subtract,  enhance,  and  reconstruct, 
as  well  as  magnify  images  on  the  video  screen. 
This  allows  the  surgeon  to  visualize  major 
visceral  arteries  safely,  rapidly,  and  without 
difficulty. 

Pediatric  Surgery 

The  treatment  of  ulcerative  colitis  in  children 
is  increasingly  utilizing  procedures  to  save  anal 
sphincters.  Mucosal  resection  of  the  rectum 
with  an  endorectal  ileal  pullthru  and  an  ileal 
anal  anastomosis  avoids  a permanent  ileostomy 
as  well  as  loss  of  the  anal  sphincter. 

The  danger  of  splenectomy  in  infants  and  chil- 
dren, because  of  increased  susceptibility  to  fatal 
sepsis,  are  probably  due  to  delayed  blood  stream 
clearance  of  certain  organisms.  One  group  of 
investigators  has  shown  that  splenectomized  ani- 
mals, as  well  as  patients,  are  unable  to  effectively 
phagocytize  the  pneumococcus  in  the  presence 
of  low  levels  of  antibodies. 

Shock  and  Metabolism 

Recent  studies  have  shown  that  sepsis  consti- 
tutes one  of  the  major  changes  in  the  interaction 
of  metabolic,  hormonal,  immunological,  and  cir- 
culatory responses  to  traumatic  or  surgical  injury. 
It  is  thought  that  in  the  adaptation  to  trauma 
a severe  septic  process  alters  a patient’s  hormono- 
metabolic  adaptation.  This  also  seems  to  pro- 
duce a true  acquired  disease  of  intermediary 
metabolism.  As  sepsis  progresses,  it  is  appar- 
ently more  important  for  the  energy  metabolism 
to  depend  upon  branch  chain  amino  acids  as  a 
fuel  source. 


A large  number  of  studies  evaluating  changes 
in  pulmonary-capillary  permeability  and  extra- 
vascular  fluid  accumulation  in  the  development 
of  the  adult  respiratory  distress  syndrome  have 
shown  again  that  local  or  systemic  sepsis  is  one 
of  the  most  important  factors.  Patients  dying  of 
severe  trauma  and  shock  show  increased  evi- 
dence of  pulmonary  alveolar-capillary  permea- 
bility when  sepsis  is  present. 

It  has  also  been  shown  that  only  when  sepsis 
intervenes  is  there  a rapid  accumulation  of  lung 
water  without  a change  in  hydrostatic  or  osmotic 
forces  in  burn  patients. 

Surgical  Oncology 

Investigators  continue  to  pursue  the  correla- 
tion of  estrogen  and  progesterone  receptor  ac- 
tivity with  hormonal  or  chemotherapeutic  ad- 
juvant therapy  in  breast  carcinoma. 

Another  group  of  investigators  has  shown  that 
adjuvant  chemotherapy  in  a prospective  study 
of  patients  undergoing  curative  operations  for 
gastric  carcinoma  has  resulted  in  /a  55%  four  year 
survival  rate  in  contrast  to  a 36%  survival  rate  for 
the  nonchemotherapy  group. 

Organ  Transplantation 

A very  exciting  new  approach  to  immuno- 
suppressive therapy  in  organ  transplant  surgery 
involves  the  production  of  monoclonal  antibodies 
which  are  reactive  human  T-cell  subclasses.  A 
technique  has  been  developed  which  can  pro- 
duce a monoclonal  antibody  reactive  to  a specific 
membrane  determinant.  It  is  also  now  possible 
to  produce  a panel  of  monoclonal  antibodies  that 
cross  react  with  human  T-cell  subpopulation. 
One  group  of  investigators  has  shown  encour- 
aging preliminary  results  in  eight  patients  in 
which  monoclonal  antibodies  were  used  to  treat 
acute  rejection  phenomenon. 

The  discovery  of  Cyclojporin  A appears  to  be 
a major  advance  in  immu.  ^suppression.  Investi- 
gators have  shown  that  the  ideal  combination 
is  of  Cyclosporin  A and  prednisolone.  This 
combination  appears  to  give  better  results  than 
Cyclosporin  A or  prednisolone  alone  in  prolong- 
ing hetero topic  heart  grafts  in  rats. 
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Letters  to  the  Editor 


WELLNESS  AS  ILLUSION:  A COMMENT 

To  the  Editor: 

The  essay,  “Wellness  As  Illusion”  by  Dr.  How- 
ard Stein,  should  have  been  listed  under  edi- 
torials. Even  as  an  editorial,  it  doesn’t  belong 
in  any  publication  which  claims  to  uphold  scien- 
tific principles. 

His  lack  of  knowledge  about  the  wellness  and 
self-care  movements  is  typified  by  the  statement 
in  his  closing  paragraph:  “Promotion  of  ‘well- 
ness’ ideology  not  only  treats  complex  human 
problems  simplistically  (eg,  running  as  a cure 
for  depression),  but  diverts  attention  from  press- 
ing social  concerns  (eg,  poverty,  unemployment, 
nuclear  war)  by  the  self-preoccupation  of  each 
person  with  his  individual  well-being.” 

If  one  uses  the  dictionary  definition  of  “ide- 
ology,” ie,  the  body  of  ideas  on  which  a system 
is  based,  then  the  ideology  of  the  wellness 
movement  is  science.  If  a “wellness  practitioner” 
(for  lack  of  a better  term)  is  proposing  sim- 
plistic solutions,  such  as  the  running  cure  for 
depression,  then  he/she  is  a poor  practitioner- 
just  as  a traditional  practitioner  who  offers  sim- 
plistic solutions,  such  as  prescribing  drugs  for 
all  cases  of  depression,  is  a poor  practitioner. 

The  wellness  movement  is  not  simplistic,  it  is 
holistic.  And  a holistic  approach  is  anything 
but  simple,  as  anyone  who  has  tried  to  change 
his  lifestyle  will  acknowledge.  Wellness  also 
emphasizes  balance,  especially  balance  between 
self-interest  and  concern  for  others  (see  Hans 
Selye’s  book  on  altruistic  egotism,  Stress  Wtih- 
out  Distress ).  Classes  in  wellness  usually  in- 
clude discussions  of  the  importance  of  inter- 
personal relationships,  environmental  concerns, 
social  causes  of  illness,  and  even  nuclear  war. 
A person  cannot  be  “well,”  in  the  sense  that 
wellness  advocates  refer  to  optimal  wellness, 
and  not  be  concerned  about  those  issues.  (For 
reference,  the  summer  1982  issue  of  Medical 
Self-Care  was  devoted  to  crime,  handguns,  un- 
employment, rape  and  nuclear  war.) 

We  are  all  in  the  business  of  trying  to  improve 
people’s  health,  whether  we  are  physicians, 
nurses,  health  educators  or  other  health  pro- 


viders. We  will  accomplish  more  by  working 
together.  Dr.  Stein’s  pseudo-scientific  attack  on 
wellness  was  a waste  of  spaoe. 

Fred  N.  Breukelman 

Mr.  Breukelman  is  the  Program  Director  of  the  Office  of  Public 
Health  Education  for  the  State  of  Delaware.  His  remarks  do  not 
necessarily  represent  the  opinion  of  the  Office  of  Public  Health. 

% % % 

WELLNESS  AS  ILLUSION  IS  DELUSION 

To  the  Editor: 

Dr.  Stein’s  article  on  Wellness  (Del  Med  J. 
1982;  54:637)  misses  the  point  almost  totally. 
Most  professionals  who  use  the  term  “wellness” 
are  referring  to  a state  of  excellent  health  that 
is  more  than  just  the  absence  of  disease.  Well- 
ness implies  health— physical,  mental,  emotional, 
and  spiritual.  People  enjoying  wellness  feel 
good  and  function  optimally  in  each  area  of  their 
lives. 

Dr.  Stein  prefers  “discussion  of  the  unconscious 
motivation  which  prompts  sudden  and  drama- 
tic changes  in  self-image  and  body  images,”  to 
having  physicians  “collude  (ie,  cooperate)  with 
their  patients’  motivation  (for  change).”  I much 
prefer  Dr.  Poliak’s  approach,  outlined  in  the 
same  issue  (Del  Med  J.  1982;  54:651).  Dr.  Pol- 
iak writes  about  smoking,  saying,  “Hardly  ever 
has  there  been  such  consensus  among  physicians 
as  there  is  in  their  agreement  that  cigarette  smok- 
ing is  a major  and  preventable  health  hazard.” 
He  goes  on  to  say,  “I  devote  more  time  to  the 
nonmedical  features  realizing  that  it  matters  not 
what  motivates  a smoker  to  stop  or  a nonsmoker 
not  to  start  smoking,  as  long  as  curtailment  of 
smoking  is  achieved.”  This  viewpoint  makes 
sense  to  me. 

While  Dr.  Stein  is  psychologizing  about  this 
“time  of  grim  moralism,  stern  warnings,  dire 
predictions,”  Dr.  Poliak  is  working  at  preventing 
people  from  dying  prematurely  from  a number 
of  smoking-related  diseases,  and  enhancing  the 
quality  of  their  remaining  years,  ie,  promoting 
wellness.  I doubt  there  is  much  thought  of  “sin 
and  expiation”  in  this  process;  Dr.  Poliak  lists 
medical  and  nonmedical  aspects  connected  with 
smoking  which  are  presented  in  the  process  of 


Del  Med  Jrl,  Dec  1982— Vol  54,  No  12 


699 


Letters  to  the  Editor 


helping  smokers  make  their  decisions  regarding 
smoking.  Ultimately  everyone  decides  for  him- 
self. 

Dr.  Stein  has  also  chosen  for  himself.  To  para- 
phrase his  own  statement,  substituting  “write” 
for  “run”:  I want  to  know  what  a person  who 
regularly  if  not  compulsively  writes  is  writing 
for,  perhaps  writing  from,  or  writing  to.  I want 
to  know  the  personal  significance  of  writing 
itself.  . . . Writing,  in  short,  may  well  be  a per- 
sonal rite  in  which  one  attempts  to  intensify 
or  revitalize  one’s  personal  culture  that  he  feels 
to  be  in  decline. 

There  are  many  other  problems  with  Dr. 
Steins  viewpoint,  but  I will  only  cite  several 
more. 

1.  It  may  be  “intellectually  reckless”  to  dis- 
cuss diet  or  exeroise  without  looking  at  the 
symbolic  meaning  of  the  regimen  under 
consideration,  but  many  people  simply  need 
education  and  encouragement.  While  Dr. 
Stein  is  considering  symbols,  many  people 
who  are  more  pragmatic  are  actually  help- 
ing people  feel  better. 

2.  Dr.  Stein  compares  “wellness  advocates”  to 
“rehabilitated  drug  addicts  and  alcoholics,” 
showing  his  misunderstanding  of  both.  Re- 
habilitated chemically  dependent  people 
do  not  need  to  “proselytize  against  their 
erstwhile  waywardness”  to  prevent  “their 
own  backsliding.”  Dr.  Stein  is  apparently 
unaware  of  the  disease  concept  of  chemical 
dependency,  and  also  views  it  as  a moral 
issue.  Furthermore,  people  who  are  truly 
well  feel  great  being  well,  regardless  of 
whether  Dr.  Stein  or  anyone  else  joins  them 
or  not. 

3.  Dr.  Stein  is  partly  correct  that  wellness  is 
“a  profoundly  personal,  even  private  solu- 
tion to  life’s  problems.”  But  he  fails  to  real- 
ize that  a healthy  society  can  only  be  healthy 
to  the  extent  that  it  consists  of  healthy  in- 
dividuals. 

4.  Dr.  Stein  is  correct  that  “the  referent  of 
‘wellness’  is  not  the  body,”  but  neither  is 
it  “body  narcissism”  as  he  would  have  us 
believe.  To  reiterate,  wellness  refers  to 
optimal  health  of  the  individual  in  all  areas 


of  his  life:  physical,  mental,  emotional,  and 
spiritual. 

Dr.  Stein  truly  has  missed  the  proverbial  boat, 
but  if  he’ll  jump  in  and  swim,  (a  purification 
ritual),  he  can  easily  catch  up  to  it! 

Robert  H.  Hall,  M.D. 

«£ 

THE  PROPER  LEGAL  AGE  FOR  DRINKING 

To  the  Editor: 

The  National  Transportation  Safety  Board 
and  the  National  Council  on  Alcoholism  have 
cited  data  that  correlate  the  minimum  drinking 
age  with  alcohol-related  fatalities.  Since  1976, 
14  states  have  raised  their  minimum  drinking 
age,  and  presently,  15  states  prohibit  under-21 
from  purchasing  alcoholic  beverages. 

The  National  Council  is  asking  for  a national 
legal  minimum  of  age  21.  I believe  Delaware 
physicians  should  move  in  concert  with  this 
recommendation  to  change  the  Delaware  law. 

Elizabeth  M.  Craven,  M.D. 
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The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


INTERPRETING  THE  MEDICAL  LITERATURE:  A 
CLINICIAN'S  GUIDE,  by  Stephen  H.  Gehlbach, 

M.D.,  Lexington  Books,  Lexington,  Massachusetts, 
1982.  234  pp.  Illus.  Price  $12.95.  Paperback. 

Physicians  in  training  are  taught  how  to  mem- 
orize vast  amounts  of  material  accepted  as  fact. 
Physicians  in  practice  are  asked  to  continue  to 
wade  through  numerous  medical  journals  filled 
with  clinical  studies  and  data.  However,  medi- 
cal training  usually  negleots  to  provide  physicians 
with  the  means  to  evaluate  the  current  medical 
literature  critically  and  decide  which  facts  will 
have  importance  in  practice.  This  book  seeks  to 
fill  that  gap  and  does  a remarkable  job. 

Most  of  this  book  deals  with  evaluating  the 
study  design  and  interpretation  of  the  data. 
Most  readers  skip  over  this  material  in  favor  of 
the  discussion  section  which  is  easier  to  under- 
stand. The  author  points  out  that  unless  clini- 
cians are  able  to  evaluate  the  study  itself,  they 
may  accept  conclusions  which  are  invalid.  He 
critiques  several  prominent  studies  in  the  course 
of  the  book  and  shows  how  initial  conclusions 
can  later  turn  out  to  have  little  validity.  Close 
examination  of  study  design  and  data  interpre- 
tation may  cast  serious  doubts  on  whether  a 
given  study  provides  any  new  important  medi- 
cal information. 

This  book  is  not  a textbook  of  epidemiology  or 
statistics  and  does  not  make  expert  editors  out 
of  its  readers.  It  gives  a taste  of  what  it  is  like 
to  develop  a clinical  study,  the  different  methods 
used,  and  some  advantages  and  disadvantages 
of  each  method.  It  shows  where  there  can  be 
weaknesses  in  collection  of  data  and  interpre- 
tation of  results.  It  also  explains  how  statistics 
can  be  manipulated  to  support  a desired  con- 
clusion and  how  statistical  significance  may  not 
be  analogous  to  clinical  significance. 


I would  recommend  that  all  practicing  phy- 
sicians read  this  book  before  picking  up  another 
journal  article.  This  book  would  provide  new 
relevance  to  usually  dry  and  uninteresting  medi- 
cal school  epidemiology  courses.  Medical  stu- 
dents would  find  this  book  to  be  a link  between 
textbooks  and  clinical  journals.  The  material 
in  this  book  will  make  it  a much  less  formidable 
task  to  keep  up  with  new  medical  literature. 

Lawrence  M.  Markman,  M.D. 

«S  «£  & 

CLINICAL  RHEUMATOLOGY:  A PROBLEM-ORI- 
ENTED APPROACH  TO  DIAGNOSIS  AND  MAN- 
AGEMENT, 2nd  Edition,  edited  by  Roland  W.  Mos- 
kowitz,  M.D.,  Lea  and  Febiger,  Philadelphia, 
1982.  421  pp.  Illus.  Price  $25.00. 

By  no  means  an  exhaustive  reference  book, 
Clinical  Rheumatology  does  provide  a useful  ap- 
proach to  common  clinical  problems  in  the  diag- 
nosis and  management  of  arthritis  and  rheumatic 
syndromes.  After  an  introductory  section  in 
which  the  history,  examinations,  and  laboratory 
features  of  rheumatic  disease  are  briefly  re- 
viewed, the  author  uses  the  better  part  of  the 
text  to  review  specific  clinical  situations.  Each 
chapter  discusses  the  differential  diagnosis  of  a 
clinical  presentation:  acute  monoarthritis,  acute 
polyarthritis,  chronic  polyarthritis,  etc.  In  ad- 
dition, there  are  chapters  that  discuss  the  differ- 
ential of  disease  association:  skin  rash  and  arth- 
ritis, gastrointestinal  symptoms  and  arthritis,  eye 
disease  and  arthritis,  etc.  There  are  also  chap- 
ters that  deal  with  common  anatomical  sites  of 
musculoskeletal  pain:  the  foot,  the  neck,  the  low 
back,  etc.  The  book  concludes  with  a brief  dis- 
cussion of  management  of  common  rheuma- 
tologic  disorders. 

A feature  of  each  ohapter  dealing  with  dif- 
ferential diagnosis  is  the  presence  of  several 
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illustrative  case  reports  highlighting  points  made 
earlier  in  the  discussion.  Photographs  are  of  fair 
quality  and,  I felt,  offered  little  to  the  teaching 
quality  of  the  text.  The  latest  references  were 
vintage  1979.  References  were  limited. 

I thought  that  this  was  a useful  and  affordable 
reference  for  the  generalist  or  nonintemiist  in- 
terested in  a practical  guide  to  the  diagnosis  and 
management  of  common  rheumatic  disorders.  It 
is  inadequate  as  a true  reference  text,  but  I doubt 
it  was  intended  as  such.  It  is  of  limited  value 
for  the  physician  with  a keen  interest  in  rheu- 
matic disease. 

James  H.  Newman,  M.D. 
*£  «£ 

PULMONARY  MEDICINE,  2nd  Edition,  edited  by 
Clarence  A.  Guenter,  M.D.,  and  Martin  H.  Welch, 
M.D.,  J.  B.  Lippincott,  Philadelphia,  1982.  963 
pp.  Illus.  Price  $75.00. 

The  seoond  edition,  like  the  first,  is  divided 
into  two  main  sections.  Part  I contains  respira- 
tory physiology  and  Part  II,  disorders  and  dis- 


eases. The  section  on  respirology,  as  Doctors 
Guenter  and  Welch  call  it,  compares  favorably 
with  the  two  texts,  The  Lung  by  Comroe  et  al, 
and  Clinical  Applications  of  Blood  Gases  by  Sha- 
piro et  al.  I found  Pulmonary  Medicine  to  be 
more  readable  than  Comroes  text,  without  sacri- 
ficing theory  or  adequacy  of  diagrams  and  tables. 
Guenter  and  Welch  is  a text  to  be  read,  not 
leafed  through  looking  for  pictures,  but  their 
descriptions,  such  as  of  pulmonary  physiological 
zoning,  falls  short  of  Shapiro  s illustration. 

Comparing  second  to  first  edition,  I have  no 
trouble  choosing  the  new  one.  While  some  por- 
tions remain  essentially  unchanged,  I found  ad- 
ditions and  revisions  in  the  text  and  updated  and 
expanded  reference  sections  in  the  five  chapters 
of  Part  I.  The  chapter  on  The  Respiratory  Pump 
is  new  and  the  Ventilatory  Function  chapter  en- 
larged. At  the  beginning  of  each  chapter  is  a 
detailed  outline,  new  and  helpful.  The  text  has 
been  revised,  not  simply  touched  up. 

Part  II  contains  ten  chapters  and  again  re- 
vision is  obvious.  A new  chapter  on  Respiratory 
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Pump  Disorders  expands  and  replaces  the  dis- 
cussion of  chest  wall  abnormalities.  The  section 
on  Non-  Infectious  Disease  has  been  extensively 
rewritten.  I found  it  interesting  that  a discussion 
of  angioimmunoblastic  lymphadenopathy  was  in- 
cluded, it  being  fairly  rare.  The  infections  cov- 
ered now  include  Legionnaire’s,  and  there  is  an 
updated  antimicrobial  section  with  discussion  on 
development  of  resistance. 

I used  Fishman’s  text  to  evaluate  Part  II  of 
Pulmonary  Medicine.  Guenter  and  Welch  use 
smaller  CXRs,  Fishman  includes  far  more  color 
photographs  of  pathological  specimens.  Fish- 
man’s text  is  eye  catching,  Guenter  and  Welch 
demand  attentive  reading.  I found  Pulmonary 
Medicine  more  concise.  Guenter  and  Welch 
cover  essentially  the  same  material  on  a page  or 
so  using  pertinent  details  that  Fishman  devotes 
entire  chapters  to.  The  topics  of  sleep  related 
disturbances,  , anti-trypsin  deficiency,  or  acid- 
base  disturbances  in  COPD  are  examples.  I 
closely  compared  the  discussions  of  COPD  and  of 
pulmonary  embolus  and  found  little  missing  from 
Pulmonary  Medicine..  My  biggest  complaint  is 
that  I do  feel  that  seeing  a photo  of  a massive 
embolus  in  the  pulmonary  artery  is  an  aid  to  any 
detailed  description  of  such  pathology. 

The  index  in  Pulmonary  Medicine  is  60  pages 
long,  Fishman’s  is  74,  but  again,  the  amount  of 
detail  is  essentially  the  same.  Fishman  is  1818 


pages  in  two  volumes,  but  includes  only  a few 
things,  such  as  sickle-cell  pulmonary  infiltrates, 
not  found  in  Guenter  and  Welch.  Topic  redun- 
dancy and  full  page  photos  and  CXRs  account 
for  the  size  difference,  not  so  much  depth  of  sub- 
ject coverage.  In  their  Preface,  Guenter  and 
Welch  tell  us  they  did  not  try  to  be  exhaustive 
in  their  coverage,  “rather  offer  a distillation  of 
what  is  known  . . .”  In  conclusion,  Doctors 
Guenter  and  Welch  have  rewritten  to  their  credit 
a text  that  is  as  comprehensive  as  I think  most 
nonpulmonologists  desire.  It  is  well  written, 
readable,  and  concise.  I would  applaud,  how- 
ever, more  photographs  of  pathological  material. 

Gregory  Kujala,  M.D. 

Dr.  Kujala  is  a resident  in  the  Department  of  Medicine,  Wil- 
mington Medical  Center. 

% % % 

A SHORT  HISTORY  OF  MEDICINE,  Revised  Edition, 
by  Erwin  H.  Ackerknecht,  M.D.,  Johns  Hopkins 
University  Press,  Baltimore,  1982.  263  pp.  Illus. 
Price  $7.95.  Paperback. 

“It  is  probable  that  modern  medieine  has 
added  little  to  the  fundamental  psychothera- 
peutic mechanisms  unconsciously  used  by  the 
medicine  man— confession  and  suggestion.” 

I began  the  review  of  this  book  with  that  par- 
ticular quotation  for  two  reasons.  First,  because 
this  bit  of  “editorializing”  is  typical  of  the 
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author’s  writing  style  ( which  makes  a rather 
dry  subject  much  more  interesting).  And  sec- 
ond, because  if  fully  understood,  that  statement 
tells  us  where  we’ve  been  and  where  we  are 
headed. 

The  author  does  a remarkable  job  in  taking 
us  from  prehistoric  medicine  (when  our  ances- 
tors probably  died  as  hors  d’oeuvres  for  dino- 
saurs ) to  the  present.  Every  chapter  has  at  least 
one  statement  that  causes  one  to  admire  the  men 
and  women  who  preceded  us. 

As  present  day  physicians,  we  are  often  frus- 
trated by  conditions  that  seem  to  have  no  solu- 
tion. Prior  to  the  recent  20th  century,  frustra- 
tion was  the  rule  rather  than  the  exception.  “Con- 
fession and  Suggestion”  was  often  the  only  treat- 
ment that  oould  be  offered.  Perhaps  Dr.  Acker- 
knecht  wrote  this  book  to  humble  us  and  remind 
us  that  these  are  not  outmoded  methods  of  ther- 
apy. 

An  extensive  bibliography  and  index  is  in- 
cluded. 

All  in  all,  a thought-provoking  240  pages! 

Joseph  DiSanto,  M.D. 
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DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302  ) 654-1001. 


In  Brief 

Impaired  Physician 
Program 


Rheumatology  The  1983  RHEUMATOLOGY  UPDATE  sponsored  by  the  Medical  Society  of 
Update  1983  Delaware  and  the  Delaware  Chapter  of  the  Arthritis  Foundation  will  be  held 
March  2-3,  1983.  The  symposium  will  focus  on  clinical  problems  important  to 
family  physicians,  internists,  and  pediatricians,  and  will  also  be  of  great  interest 
to  allied  health  professionals  dealing  with  arthritic  patients.  The  program  meets 
the  criteria  for  six  credit  hours  in  Category  I of  the  Physicians  Recognition 
Award  of  the  American  Medical  Association.  Contact:  The  Delaware  Chapter 
of  the  Arthritis  Foundation,  234  Philadelphia  Pike,  Wilmington,  Delaware  19809, 
(302)  764-8254  or  (302  ) 762-4942.  Delaware  physicians  calling  outside  the 
Wilmington  area  can  dial  toll  free  1-800-292-9599. 


Update  on  Cardiac  A three-day  education  seminar  entitled  UPDATE  ON  CARDIAC  CATHETER- 
Catheterization  IZATION  is  being  held  by  the  American  College  of  Cardiology  January  17-19, 
1983,  in  Bethesda,  Maryland.  The  program  is  designed  for  cardiologists  with  an 
interest  in  cardiac  catheterization  and  angiography.  Emphasis  will  be  placed  on 
updates  in  imaging  technology  in  the  catheterization  laboratory,  approaches  to 
the  patient  with  coronary  artery  disease,  catheterization  as  both  a diagnostic  tool 
and  therapeutic  intervention,  and  catheterization  complications.  Several  in- 
depth  workshops,  including  case  presentations,  have  been  scheduled.  Registrants 
will  be  able  to  submit  their  own  cases  for  review  during  the  workshops.  Regis- 
tration fee  is  $360  for  members  of  the  College  and  $420  for  noo-members. 
Participants  in  the  seminar  can  qualify  for  18  Category  I credit  hours.  Contact: 
The  American  College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda, 
Maryland  20814,  (301)  897-5400. 


A.S.P.E.N.'s  Seventh  The  American  Society  for  Parenteral  and  Enteral  Nutrition  is  holding  their 
Clinical  Congress  Seventh  Annual  Clinical  Congress  January  23-26,  1983.  The  topic  for  this  year’s 
program  will  be  “CONTEMPORARY  CLINICAL  NUTRITION:  PRINCIPLES 
AND  PRACTICES.”  This  seminar  has  been  certified  for  AMA  Category  I credits. 
The  meeting  is  being  held  at  the  Sheraton  Washington  Hotel  in  Washington, 
D.C.  Contact:  Donna  M.  Baudrau,  A.S.P.E.N.,  1025  Vermont  Avenue,  N.W., 
Suite  810,  Washington,  D.C.  20005,  (202  ) 638-5881 
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